Wellbeing Institute


Patient Application for Sliding Fee Discount Program



Patient Name: ___________________ DOB: __________

Address: ___________________ Phone: __________

Household Size: ____ (Include patient, spouse/partner, and dependents)

Gross Annual Income: $__________

Required Documentation: (Please check one)

[ ] Last two pay stubs
[ ] Tax return (previous year)
[ ] Unemployment documentation
[ ] Social Security/Pension statement



Signature: ___________________ Date: __________



FOR OFFICE USE ONLY
· Approved By: __________
· Approved Tier: __________
· Date Approved: __________
· Expiration Date: __________
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