Form Instructions:

Northwest Michigan Health Services, Inc.
Sliding Fee Scale Eligibility
Even if you have insurance, you may qualify for our discounted fees for services.

PATIENT NAME:___________________________________

Step 1: Please list ALL members of the household,
including yourself.
Step 2: Please list ALL sources of income for each
member of the household.
Step 3: Please provide proof of income within 30 days.
Examples of proof of Income: 1040, W-2, or 1 month of
paystubs.
Step 4: Please sign form accordingly.

STEP 1: Household Members Please list ALL members of the household, including YOURSELF.
Name

Relationship to the patient

Date of Birth

Work Place

Full/Part Time

1. ____________________________ Self______________________________________________________________
2.

____________________________________________________________________________________________

3.

____________________________________________________________________________________________

4.

____________________________________________________________________________________________

5.

____________________________________________________________________________________________

6. _____________________________________________________________________________________________
STEP 2: Household Income Please list ALL sources of income for each member of the household.
Type of Income:

Employment (including tips)
Unemployment Compensation

Member 1(YOU):

Member 2:

Member 3:

Member 4:

$

$

$

$

$

$

$

$

MI Bridges Cash Assistance
Spousal Support, Child support
Pension
Social Security
Other
TOTAL INCOME

STEP 3: Proof of Income Please provide proof of income within 30 days, or you may be billed for the full amount for the
services provided. Bring your proof of income to your next visit.
By submitting this application, I affirm that the facts set forth in it are true and complete. I understand that if I am eligible for the sliding fee scale
discount, any false statements, omissions, or other misrepresentations made by me on this application may result in my immediate dismissal. It is
the policy of this organization to provide equal opportunities without regard to race, color, and religion.

STEP 4: Signature
Patient/Guardian:
Date:
Print Guardian Name:
Relationship:

The most
you will pay
per visit:

Plan A
$20 Medical
$30 Dental

Plan B
$30 Medical
$40 Dental

Plan C
$40 Medical
$55 Dental

Family Size

Monthly
Household
Income

Monthly
Household
Income

Monthly
Household
Income

1

$0 - $1,073

$1,074 - $1,610

2

$0 - $1,452

3

Plan E
No Discount – you pay
full charges
Monthly Household
Income

$1,611 - $1,986

Plan D
$55 Medical
$75 Dental
Monthly
Household
Income
$1,987 - $2,147

$1,453 - $2,178

$2,179 - $2,686

$2,687 - $2,903

Greater than $2,903

$0 - $1,830

$1,831 - $2,745

$2,746 - $3,386

$3,387 - $3,660

Greater than $3,660

4

$0 - $2,208

$2,209 - $3,313

$3,314 - $4,085

$4,086 - $4,417

Greater than $4,417

5

$0 - $2,587

$2,588 - $3,880

$3,881 - $4,785

$4,786 - $5,173

Greater than $5,173

6

$0 - $2,965

$2,966 - $4,448

$4,449 - $5,485

$5,486 - $5,930

Greater than $5,930

7

$0 - $3,343

$3,344 - $5,015

$5,016 - $6,185

$6,186 - $6,687

Greater than $6,687

8*

$0 - $3,722

$3,723 - $5,583

$5,584 - $6,885

$6,886 - $7,443

Greater than $7,443

Greater than $2,147

*For family household units of more than 8 members, add $378.33 per month per additional person.

To arrange a payment plan, call NMHSI Financial Department @ (231) 947-0351.

Revised 02/23/2021

