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SuBSIDIZED FEE APPLICATION & AGREEMENT

Patient Name: Date:
PARENT/GUARDIAN INFORMATION

Mother’s Name: Occupation:
Employer: Gross Annual Income:
Address: City: State: Zip:
Phone: Cell: Emergency #:
Father’s Name: Occupation:
Employer: Gross Annual Income:
Address: City: State: Zip:
Phone: Cell: Emergency #:

[] Employment wages/salary [] Unemployment [] SsD

[] Welfare benefits [] Foodstamps ] ssI

[[] Housing assistance [[] Familysupport [] Other (Specify:

# Adults in household: # Children in household: Combined Annual Income:

WHAT IS SUBSIDIZED FEE AND WHO QUALIFIES?

Subsidized fees are granted to clients based upon their total household income indexed by the total number of people living in the
home. Clients must provide proof of income as part of the application process. WSCC require at least two of the following for each
adult living in the household (without this information, your application will be considered incomplete).

[ ] LastYear'sFederal Tax returns [] Lastyear’s W-2Forms
[] Yourlast 2 pay stubs [] Last3 bankstatements

All sources of income must be reported which includes, but is not limited to the following:
[] Alimony/Child Support [ ] Home Based BusinessIncome [ ] SSIBenefits
[] Social Security [[] Unemployment Benefits [[] Welfare Benefits

Once your subsidy is determined, you will be required to make your payments at the time of each visit. You will be billed at the
agency’s full rate, however, each time you make your co-payment, we will then grant you the subsidy and apply it to the oldest
remaining balance due. If you do not make your payment, you will not receive your subsidy. If you miss 3 consecutive payments, you
will be in violation of this agreement and will lose the privilege of receiving a subsidy. It is very critical that you make your co-
payment on time to keep this agreement in force. Any unpaid balances over 120 days will be sent to a collection agency at the full
rate.

Office Use Only: Subsidized fee is calculated on a per hour basis

WSCC: Psychologist: Psychiatrist:
Testing: Psych Eval: Group: Other:

Payment Arrangements:

| have read the Subsidized Fee Agreement and agree to all of its terms and requirements. | understand | will not receive my subsidy
until I have paid my full co-payment for each date of service. | understand that providing false information of any kind will result in
the immediate termination of this agreement, and | will be required to pay the agency’s full rate for each date of service provided.

Client or Guarantor Date Business Services Manager Date
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