
M.I.

Single (  ) Married (  ) Separated (  ) Divorced (  ) Widowed (  )

Phone Number (Home)

(         )

Cell Phone Number

(         )

Household Information

Name of Spouse

Personal Information
Last Name First Name Date of Birth (MM/DD/YYYY) SS #

Home Address City State Zip Code

Marital Status:

Date of Birth Name Date of Birth

Number of Adults in Home

Names of Children Under 18 in Home
Name Date of Birth Name Date of Birth

                                 Uninsured Care ‐ Sliding Fee Application                       
    Horizon Health Center

General Information About the Applicant

Name Date of Birth Name Date of Birth

Name

Do you have any of the following? Medicaid (  ) NJ Family Care (  ) SSI (  )

Medicare (  ) Medicaid HMO (  ) Welfare (  )

Select Income Pay Period:

Weekly Biweekly Monthly

Comments:

Are you pregnant?    Y    N

Do you have private health insurance?    Y    N

Have you applied for Medicaid?    Y    N     Have you applied for Medicare?    Y    N    

If denied Medicaid/Medicare, please give the reason:

If yes, name insurance:

Are you disabled?    Y    N Do you live in a homeless shelter?    Y    N

Are you a minor student?    Y    N

Have you applied for disability?    Y    N Were you denied disability income?    Y    N

Are you currently working?    Y    N If no, are you on unemployment?    Y    N

Income Information

You must bring proof of income: Please circle what proof of income you have

Recent Income Tax Return Food Stamp Verification

Current Pay Stub Social Security/Disability

Yearly 

What is your income per pay period?  $

Unemployment Benefits Foster Care
Employer Statement Child Support
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Current Pay Stub Social Security/Disability



If patient is uninsured, was he/she referred for medical assistance Yes (  ) No (  )

If yes, date of referral:

Annual Gross Income $ Number of Dependents:

Applicant Statement

*This form is to be updated every six months with proof of income attached*

Application Approved:     (     ) 0%     (     ) 20%     (     ) 40%     (     ) 60%     (     ) 80%          Payment

Application Denied ‐ Responsible for 100% of bill

Proof of income is attached to application

(     )

(     )

Screening For Medical Assistance:

Eligibility Information ‐ For Office Use Only

Date: Approved by HHC staff ‐ Name: 

Applicant Statement

714 B A J Ci NJ 07306

I have completed this application for the sliding fee eligibility and confirm that all information is correct to the best of my 
knowledge. I also understand a minimum payment of $25.00 will be requested at the time of each medical visit.

Applicant's Signature:____________________________________________________ Date:___________________
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