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Please Read 

You MUST have ALL Four 

of the following documents 

in order to apply for the sliding scale. 

□ Completed Application

□ Previous year's W-2 or 1099 (or tax returns)

□ Last two monthly bank statements

□ Two most recent pay stubs

If you do not submit 

All required documents 

Then your application 

Will be Denied 

Please call 660-665-7575 with questions. 
If you cannot provide the above documents, you will be required to submit a self attestation form for the 

missing documents. Incomplete Applications will not be processed. 
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CFMCares,com 1611 S Baltimore St Ste. A, Kirksville, MO 63501 660-665-7575

Date Given: _______ _ 

Due Date:. ________ _ 

(Due 2 weeks from the date given.) 

Sliding Fee Discount Application 

It is the policy of Complete Family Medicine to provide essential services regardless of the 

patient's ability to pay. Discounts are offered based on family size and annual household 

income. Please complete and return the application to the front desk within two weeks of the 

date you received the application to determine if you or members of your family are eligible for a 

discount. If you have insurance, it will still be billed unless we are notified otherwise. 

The Sliding Fee Discount Program will only be made available for outpatient clinic visit charges 

(for example - provider's professional charge, routine in-house laboratory, and routine imaging 

services), but not those services, supplies or equipment that are purchased from outside, 

including, but not limited to, outside reference laboratory testing, drugs, and x-ray interpretation 

by a consulting radiologist, and other such services. Discounted services would apply effective 

the date of application approval going forward. 

This form must be completed every 12 months or if your financial situation changes. 

NAME OF HEAD OF HOUSEHOLD PLACE OF EMPLOYMENT 

STREET CITY STATE ZIP PHONE NUMBER 

Name of Insurance Group Number Member ID Number/OCN Number 

Please complete all applicable fields. Dependent children should be included. 

NAME DATE OF BIRTH NAME DATE OF BIRTH 

HEAD OF HOUSEHOLD DEPENDENT 

SPOUSE DEPENDENT 

DEPENDENT DEPENDENT 

DEPENDENT DEPENDENT 
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Complete 
Family Medicine 
A service of Hannibal Regional 

Sliding Scale Self Attestation Form 

Explanation as to why taxes/W2's/1099 forms not attached to sliding scale application: 

Explanation as to why the last two months bank statements are not attached to sliding scale application: 

Explanation as to why the last two recent pay stubs are not attached to sliding scale application: 

Please give us any additional information that might help us get a better understanding of your 

situation. 
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