
CONFIDENTIAL INCOME AND INSURANCE STATEMENT 

Patient’s Name _______________________ Date____________________ 

Have you applied for Medicaid? Yes No Date____________________ 

Results___________________________________ 

PLEASE CHECK any circumstances listed that cause you to seek financial assistance at The 

Pediatric Associates. 

_______ I am not eligible for Medicaid or any other governments assisted programs. 

_______ I cannot afford private health insurance. 

______ My employer does not offer health insurance benefits. 

______ My employer offers health insurance but the employee’s share it too high. 

______ The patient is not covered by an employed family member’s health insurance. 

______Other 

LIST ALL members of the household, starting with the PATIENT: 

Name Relationship to Pt. Age Employer Full or Part time 

1.____________________________________________________________________________ 

2.____________________________________________________________________________ 

3.____________________________________________________________________________ 

4.____________________________________________________________________________ 

5.____________________________________________________________________________ 

6.____________________________________________________________________________                    

7.____________________________________________________________________________ 



LIST ALL sources of GROSS MONTLY INCOME for the household: 

Amount 

Employment (including tips) ____________ 

Unemployment Compensation ____________ 

AFDC ____________ 

Food Stamps ____________ 

Child Support ____________ 

Pension ____________ 

Social Security ____________ 

Other ____________ 

TOTAL GROSS MONTHLY INCOME ============ 

If any information you have given is found to be false, you will be denied future discounts at 
The Pediatric Associates. Please be prepared to provide proof of income. 

__________________________________________________________________ 

Signature Date 

DO NOT WRITE BELOW THIS LINE 

Total number in household______Total household monthly income __________ 

Fee Category %__________Discount 

Documents Provided:          ___Pay Stub ___Tax Return ___Other 

Approved by: _____________________ 



Ability-to-Pay Scale 

Patient Name _______________________________________ 

Parent or Guardian _______________________________________ 

You have been approved for our Ability-to-Pay scale. Your financial responsibility of any 

changes incurred at the time of service at The Pediatric Associates will be ________% of the 

normally billed charges. 

Please note that the determination of this copayment amount was based on the proof of 
income that you provided. This will be effective for one year. 

Effective date: _______________________________________ 

Term date: _______________________________________ 

Signature: _______________________________________ 

I understand that charges must be paid in full on the Date of Service. Charges not paid for on 
the Date of Service will be billed according to the regular fee schedule and discounts will NOT 
apply.   

Respectfully, 

Amber Hickert 

Practice Administrator 


