
 
 

The Wellness Plan Medical Centers Sliding Fee Application 

 
Applicant Name:   

Date of Birth:     Acct #:______________ 

Phone:  

Address: City: State:  Zip:  
Do you have commercial health insurance, Medicare, Medicaid, Healthy Michigan, VA health benefits or participate in any 
program that pays for health services? [Check]  Yes  No  Not Sure 

HOUSEHOLD AND INCOME 
“Household” is the applicant and anyone included on their federal taxes, such as a spouse or dependents (child/ren under 19yrs). People 
living together who are not dependents are counted as separate households and should not be included in this application. 
“Income” is the total money available to the household before taxes at the time of application. It excludes SSI/SSDI, Veterans Disability, and 
non-cash benefits like Bridge Card, school lunch, clothing vouchers, or child support. 

List the names of all individuals living in your 
household who are covered under this 

application (including yourself) 

Date of Birth Social Security # Relation to 
you 

Income 
D-Daily/W-Weekly/B-Bi-Weekly/M-

Monthly/A- Annually 
   Self $ D/W/B/M/A 

    $ D/W/B/M/A 

    $ D/W/B/M/A 

    $ D/W/B/M/A 

    $ D/W/B/M/A 

    $ D/W/B/M/A 

    $ D/W/B/M/A 

    $ D/W/B/M/A 

Please circle the department your application was submitted to below: Total Income 
(Per Income Documents) 

Dental Medical Pharmacy Behavioral Health $ 

REQUIRED DOCUMENTATION 
This application is incomplete without all three (3) required documents: 

1. Photo ID  2 Proof of Income  3. Proof of Residency 
Driver's License Wages, Check stubs, etc. Mail 
Non-Driver Photo ID Unemployment stubs Utility Bill 
U.S. Passport  Bank statements  Voters Registration 

Attestation of Income Attestation of Residency 
PLEASE READ AND SIGN 
I have reviewed this form and certify that the information I provided is true and correct to the best of my knowledge. I 
understand that I am personally responsible for all health center charges until such time as I have supplied all Required 
Documentation to support my application. I understand that I will be charged the full fee of my visit if I do not bring the 
Required Documentation within 30 days of my first visit at TWP. I understand that should my income change, I am 
required to notify a Health Center staff member before or at my next Health Center visit. I also understand I will be re-
assessed for the sliding fee scale at the start of each calendar year. 

Applicant Name:  Last four digits of social:  

Guardian/Applicant Signature:   Date:   

FOR INTERNAL USE ONLY- TWP STAFF ONLY 
Sliding Fee Discount Program Determination 

Initiating Center [Circle]  East  Gateway   Northwest  Pontiac  

Receiving Staff [Print Name, Date, & 
Phone Extension] 

 

Audit Completed By [Print Name & Date]  

Slide Determination [Circle Slide Level] A  B   C  D  F 

Determination Staff [Print Name & Date]  

Determination Effective Date / / 
Determination Termination Date     12 / 31 /    

 

It is the policy of The Wellness Plan Medical Centers (TWP) to 
provide quality health services to all persons in need of care, 
regardless of income and/or the inability to pay. Please 
complete the following application and submit the required documents 
to determine your eligibility for TWPs discounted services. 
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