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At The Family Counseling Center, we understand that healthcare needs are an integral part of overall

wellness. We want to reassure you that our primary goal is to provide high-quality healthcare services to
everyone, regardless of their ability to pay.

If you do not currently have insurance or have inadequate insurance coverage, we want to make sure
you know about the resources available to help make your care affordable. Our clinic is committed to
ensuring that financial barriers do not prevent you from receiving the care you need. Fee estimates are
always available upon request.

Enclosed you will find the resources available to you:

Sliding Fee Scale Application — Discounted services may be offered on a sliding fee scale depending on
your family size and income. These reduced charges can range from 0% to 90% of the actual charges. As
a starting point, please complete the enclosed packet and either mail it back to us or return to the front
desk. Even if you do not qualify, the billing department will use this as a basis to explore other payment
options for you.

Danforth Fund Application — This application applies to Fulton County residents only. This is a grant
available, by application only, which may provide up to $500 to support outstanding healthcare costs
owed to our agency. This application should also be completed, if applicable, and returned by mail or to
the front desk.

Health Insurance Navigation Resources — For patients living in Clinton, Essex, Franklin, Fulton, Hamilton,
Saratoga, Warren, and Washington counties please visit www.ahihealth.org/ease to request an
appointment online. You can also call 1-866-872-3740 to get started.

Nathan Littauer Hospital also has an insurance navigation department that can be contacted at 518-775-
4074 with insurance enrollment needs. If you require assistance accessing any of the above listed
insurance navigation services, please let us know.

If you have any questions or would like to further discuss payment options or assistance program, please
don’t hesitate to contact our office at 518-725-4310x325 or billing@thefamilycounselingcenter.org.

11-21 Broadway Gloversville, NY 12078 ‘ (T): 518.725.4310 (F): 518.725.2556

thefamilycounselingcenter.org | Facebook: familycounselingcenterfultoncounty




THE SLIDING FEE

“ bil;  SCALE
< CENTER Program Application

10/21

INTRODUCTION

The Family Counseling Center offers a reduced charge for services called a Sliding Fee Scale. To
qualify for this program, you must document your household income and expenses, be denied
medical coverage by Medicaid, have no other medical coverage or have a high deductible on your
insurance plan. Reduced charges can range from 0% to 80% of the actual charge.

If you have questions, or think you are eligible for reduced charges, please call or make an
appointment to speak with a Billing Representative (see number below).

Itissuggested thatindividuals who do not have health insurance apply for Medicaid or meet with a
Health Insurance Navigator.

Only completed applications will be processed.
For questions or if you are having difficulty completing the application, please call or email our
Billing Department at billing@thefamilycounselingcenter.org or 518.725.4310 ext. 325.

Please return the completed form to:
The Family Counseling Center

Attn: Billing Department

11-21 Broadway

Gloversville, NY 12078

OFFICE USE ONLY

Approved Discount: Date Approved/Not Approved:

Payment Plan Comments:

Approved/Not Approved By:




« THE SLIDING FEE
Akl scaLe
'\ CENTER Program Application

10/21

SECTION 1: PERSONAL INFORMATION

Please Print

Applicant Name: Date of Birth:

Address:

Telephone Number: Email:

Place of Employment:

SECTION 2: DEPENDENTS

List spouse and dependents under the age of 18

Please Print

Name Date of Birth

Spouse:

Dependent:

Dependent:

Dependent:

Dependent:

Dependent:
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SECTION 3: ANNUAL HOUSEHOLD INCOME

NOTE: Copies of tax returns, pay stubs or other information verifying income is required before a discount can be

approved.

SOURCE SELF SPOUSE OTHER

Amount Amount Amount

TOTAL

Amount

Gross wages, salaries, tips, etc.

Unemployment compensation,
workers' compensation, Social

Security, Supplemental Security
Income, public assistance, veterans'
payments, survivor benefits,
pension or retirementincome

Interest dividends, rents, royalties,
income from estates, trusts,

|

educational assistance, alimony,
child support assistance from
outside of the household, and other
miscellaneous sources

SELF SPOUSE OTHER

Amount Amount Amount

TOTAL

Amount

N

SECTION 4: CERTIFICATION

I certify that the information shown above is correct.

Name (Print):

Signature: Date:

Client Name (If different than above):




DANFORTH FUND APPLICATION

(Limited to Fulton County, NY Residents ONLY)
The Danforth Board meets every other month beginning in February 2022

Date of Application: Name & Phone of person helping w/app
Name of applicant:

Address:

Phone Number: **RETURN APP TO: 19 N. William St.,

Johnstown, NY 12095
Please state reason for request and/or other information you would like considered:

AMOUNT REQUESTED:

( cénnot exceed $500.00)
(the max per year per household is $500.00)

Please &ﬁﬁ&ﬁh any estimates, un-paid bills, un-p aid immicés: for which you are asking for
help to pay. Include name and address of health/medical providers.

Name of Insurance and/or Medicaid/Medicare available to applicant:

Others living in the household and relationship:

Name/Relationship Age Insurance Name Employment Information

OTHER HOUSEHOLD INCOME - INCLUDE ALL AMOUNTS FROM ALL RESIDENTS IN HOUSEHOLD

FOOD STAMPS: SAVINGS:

HEAP: SOCIAL SECURITY:
HUD: SSI/DISABILITY:
PENSION: SUPPORT/ALIMONY:
RENT RECEIVED: UNEMPLOYMENT:
PUBLIC ASSISTANCE: WORKER’S COMP:
CHECKING ACCOUNT BALANCE: OTHER INCOME:

TOTAL INCOME:




HOUSEHOLD EXPENSES (Please indicate weekly, monthly, or yearly)

Mortgage/Rent: Taxes: School
Utilities: Oil city/village

Gas county

Electricity Food:

Water
Telephone: Medical Supplies:
Cable TV: Medications:
Car Payment: Doctor Bills:
Car expenses: Hospital Bills:
Computer/Internet: OTHER:
Insurance:
Car:
Homeowner/Rental:
Life:
Health:

TOTAL OF ALL EXPENSES:
SIGNATURE:
(of applicant)
PRINT NAME:
(applicant)

**OK TO FAX TO 518-762-0698

**OK TO EMAIL SCANNED APPLICATION AND BACK UP DOCUMENTS TO:
, feofa@fultoncountyny.gov

REMEMBER TO ATTACH UNPAID BILL/INVOICE TO YOUR REQUEST

Revised January 2022




Connecting YOU to-Coverage

Have health insurance needs? We can help!

Please complete the form below.

Referring Agency: Family Counseling Center

Name:

Address:

County:

Phone: Email:

How can we assist you?

Signature Date

By completing and signing this form, | give permission for a Representative from AHI to reach out to
you regarding your health care needs.

CPlease check box if you are signing on behalf of an individual providing verbal consent.

Please fax completed form to 1-518-615-1238

Visit www.ahihealth.orgor call1-866-872-3740 for more information

cudHI
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