J O H N S O N Reduced Fee Application

Patient Name: Date of Birth:

Johnson Health Center helps all patients, no matter if they can pay. We offer a Reduced Fee
Program to make care affordable. We need to collect some information from you to decide how
we can best help.

Who Lives in Your House?
Please list everyone who lives with you and depends on the money you make. This includes
yourself, your spouse, your children, and any other relatives.

Name Age Relationship to You Total Income Type of Insurance

Your Household Income
We need to know about all the money coming into your home.
Where do you work?
If you are unemployed, how long have you been unemployed?
How many hours do you work each week?
How much are you paid per hour? $
How often are you paid? (Circle one) Weekly / Every 2 Weeks / Twice a Month / Monthly
Does anyone in your home get money from Disability, Social Security, or a Pension?
(Circle one) Yes | No

a. Disability: $ Social Security: $ Pension: $

b. If more than one person gets this money, tell us who:

IR o

Help Paying for Medicine (MAP)
Our Medication Assistance Program (MAP) can help you get your medicine from drug
companies at a lower cost. Our staff will help you apply.

« There is a $5.00 fee for each medicine you get through MAP.

e You must sign an application for each medicine.

o It can take 4 to 6 weeks to start getting your medicine.

What You Need to Bring to Apply:

We need proof of all your income from this year. Please bring any of these that apply to you:
o Your pay stubs from the last full month.
o This year's tax return.
o Papers showing child support, unemployment, pension, food stamps (SNAP), or TANF.
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For more info, call the MAP Coordinator at (434) 947-5967, ext. 1243.

Your Agreement
By signing below, | promise that all the information | have given is true and complete.
« | give Johnson Health Center permission to check my information and share it with drug
companies and doctors to get me help.
« | will tell the health center right away if my income, family size, address, or phone
number changes.
« | know | must update my application every year to keep getting the reduced fee.
o lunderstand that if my information is not true, | will have to pay the full price for my
visits.
o This permission lasts for one year.

Signature of Patient or Parent/Guardian Date
Office Use Only
Family Size: Total Income: $

Application Status:

O Approved at level: OO Nominal OJ Level B O Level C O Level D
O Approved for OB/Prenatal Care

O Approved for children under 18 ineligible for Medicaid

O Other:

O Denied

Reason:

Approved for these services:
O Medical (Adults) O Medical (Children) O OB/GYN [ Dental [0 Behavioral Health O MAP

This status is good from: to:

Comments:

Signature of Reduced Fee Coordinator Date
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