Logan Pediatrics, Inc. 
Sliding Fee Program Application
Applicant Information 											
Last name: 					First name: 				Middle Initial: ______________
Mailing Address: 						________________________________________________
City: 				State: 				Zip code: _______________________
Phone #: 				Social Security #: 				Date of Birth: ______________
County of residence:				_	# in Household:______________
Insurance (Circle):	Medicaid	Medicare	None		Other (please specify): _________________	
Household Information (List all people in household. Additional people may be listed on back of application.)
	Last Name
	First Name
	Social Security #
	Date of Birth
	Relationship to Applicant
	Applying for Sliding Fee Program

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Type of Income Received by Household 
	Source
	You
	Spouse/Partner
	Other
	Total Amount
	Monthly (✓)
	Annual (✓)

	Salary/Self Employment
	
	
	
	
	
	

	Unemployment
	
	
	
	
	
	

	Social Security/Disability
	
	
	
	
	
	

	Pensions/Annuities/Other
	
	
	
	
	
	



Discount Program Applicant Agreement
· I understand my discount percentage will be determined upon final review of my application. 
· I understand I must provide acceptable proof of income for each person listed on this application. 
· I understand it is my responsibility to notify Logan Pediatrics of any changes to the information provided in my application.
· I understand I must renew my application each year with updated proof of income. 
· I have read the additional terms of the Sliding Fee Policy and agree to each. 
I hereby certify that the information provided on this application is accurate and true to the best of my knowledge. 
Signature of Applicant:								  Date:_____________________ 
Return completed application with documentation to Logan Pediatrics in Logan or Chapmanville or mail to the following address: 300 Prosperity Lane, #100 Logan, WV 25601

