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Sliding Fee Application and Guidelines

1. Application Review and Enrollment Period
Seneca Health Services, Inc. will review your application and notify you whether you are eligible for the
Sliding Fee Program. Enrollment is generally valid for one year. However, clients with zero income, or
clients whose income changes during the enrollment period, may be subject to earlier review. In some
cases, re-evaluation may be required six months from the initial enrollment date.

2. Covered Services
Only services that are medically necessary and ordered by Seneca Health Services, Inc. staff are eligible to
be covered under the Sliding Fee Program.

3. Non-Covered Services
Services not covered under the Sliding Fee Program include, but are not limited to:

DUI enrollment, required classes, drug screens, and course materials

Substance Abuse Professional Assessments (SAP Evaluations) for employment or Department of
Transportation purposes

Pharmacy services (Most pharmacies have their own Sliding Fee Scale)

Laboratory services, other than an instant urine analysis (Most laboratory services have their own Sliding Fee
Scale)

Worker’s Compensation services
Crosswinds services

ACT services

Crisis services
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Additional services may also be excluded. Please speak with a Seneca staff member to confirm whether
the requested service is covered. If you require a non-covered service, Seneca staff will assist you with
establishing payment arrangements.

4. Other Funding Sources
Services that are paid for by other programs, including WV CHIP, Family Planning, Medicaid, or any other
state-funded program, are not eligible for the Sliding Fee Program.

a. Seneca’s Sliding Fee Program is the payor of last resort. Clients must first be assessed for eligibility
for other funding sources, such as WV Medicaid, Indigent Care Funding, or similar programs, before being
considered for this program. Clients who refuse screening for other funding programs will be ineligible to
apply.

b. Clients who waive their right to receive subsidized services, or who request that insurance not be
billed for services, also waive their right to apply the Sliding Fee Scale to those services.

5. Facility-Billed Services
Charges that are the responsibility of other guarantors and billed to facilities such as nursing homes,
residential facilities, or similar entities are not covered under the Sliding Fee Program.

6. Payment Expectations
Payment of Sliding Fee Scale balances is expected at the time services are rendered. If you are unable to
pay, please ask to speak with one of Seneca’s staff members regarding possible payment arrangements.
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Non-Discrimination

Seneca Health Services, Inc. does not discriminate on the basis of age, gender, race, sexual orientation,
creed, religion, disability, or national origin. Federal Poverty Guidelines are used to create and annually
update the Sliding Fee Schedule and determine eligibility.

Primary Care and External Services

The Sliding Fee Scale discount may apply to current Seneca Health Services, Inc. Behavioral Health clients
who are also receiving Primary Care services at one of our locations. The Sliding Fee Scale does not cover
labs, tests, or procedures ordered outside of Seneca Health Services, Inc. It is the client’s responsibility to
ask outside facilities about their own discount programs. QLabs is a separate entity and maintains its own
Sliding Fee Scale application process.

Incomplete Applications

If an application cannot be processed because additional information is needed, the applicant must provide
the required documentation within 14 days of submission to avoid interruption in the effective date of the
application. Discounts will not be applied to services rendered prior to the authorization date. Certain
exceptions may apply and will be reviewed by the Coordinating Supervisor.

Retroactive Discount Period
Clients approved for financial assistance through the Sliding Fee Scale may receive a discount for
qualifying services rendered up to thirty (30) days prior to the application submission date.

Annual Renewal
Applications must be resubmitted annually, or sooner if financial circumstances change. Annual renewal is
required every 12 months.

Co-Pays, Co-Insurance, and Deductibles
The Sliding Fee Scale may be applied toward co-pays, co-insurance, or deductibles if it is determined that
the client is unable to pay the full amount.

Privacy and Confidentiality

Seneca Health Services, Inc. will adhere to all HIPAA regulations regarding the protection of Protected
Health Information (PHI). A copy of our Notice of Privacy Practices is attached and is also available upon
request at any time.

Required Documentation

Clients who do not provide all required documentation will be considered ineligible for the Sliding Fee
Scale until the required documents are received. The 30-day look-back period will begin on the date all
required documentation is submitted.

15.0ngoing Hardship and Re-Evaluation

Sliding Fee Scale payments are expected at the time services are provided. A payment agreement may be
established if the client is unable to pay on the day of service. If the client reports ongoing financial
hardship, a signed hardship attestation may be required, along with proof of assets, expenses, and any other
documentation needed to assess continued need. Ongoing hardship cases will require re-evaluation every
six (6) months for continued assistance.
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Sliding Fee Discount Program Application
Application Instructions

Please complete all sections of this application. All information provided will be kept strictly confidential. Proof
of gross household income for the past three (3) months is required for all household members. Acceptable
documentation may include, but is not limited to: wages, salaries, tips, pensions, Social Security benefits, VA
benefits, unemployment benefits, SNAP, TANF, child support, Worker’s Compensation, alimony, and any
other sources of income.

A valid photo ID must be presented at the time the application is submitted.

2026 Federal Poverty Level for the 48 Contiguous States

Poverty Level 100% 200% 225% 250% 300%
SFS 100% 80% 60% 40% 20%
Patient
0, 0, 0, 0, 0,

Responsibility 0% 20% 40% 60% 80%

RUN PE - IF RUN PE -

DENIED = INCOME
i i SERVICE BASED BBH

Family Size INCOME BASED

BASED BBEH BBH

$15,960, $31,920| $35,910| $39,900| $47,880
$21,640| $43,280| $48,690, $54,100| $64,920
$27,320, $54,640| $61,470| $68,300| $81,960
$33,000, $66,000| $74,250| $82,500| $99,000
$38,680, $77,360| $87,030| $96,700| $116,040
$44,360, $88,720| $99,810| $110,900| $133,080
$50,040, $100,080| $112,590| $125,100| $150,120
$55,720| $111,440| $138,150| $139,300| $167,160
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Each person over 8, add $4,540
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PATID:

Applicant’s Full Legal Name: Date of Birth:
Social Security Number:

Applicant’s Mailing Address: Home Phone: () -
Cell Phone: () -
Work Phone: () -

Approved Sources of Income

Check off sources submitted with application

[]  Pay Stubs — Wages, Salray, Commission, Bonuses, Sick Benefits, or Profit Sharing

O

Self-Employment Earnings

O

Social Security (SSI), or Welfare Benefit Statement (If you do not have a statement for SSI available,
staff may be able to assist you in obtaining a copy)

Foster Care or Guardianship Payments

Complete Tax Forms with Federal 1040 and W2s from most recent year
Veterans Benefits

Disability, Black Lung, or Workers Compensation Benefits

Retirement Benefits

Unemployment

Child Support or Alimony

Annuity Payments, Royalties, Dividends, Rental Income, etc.

Student Loan Information

TANF, SNAP, or other benefits from WV DHHR

O 0Oo0oo0oogooogodg

If vou receive ANY of the above items, you must provide verification of this income.

Example: If you receive SNAP benefits, we will need verification with the amount from DHHR. For Child
Support, we require the current statement from WVBCSE, child advocate or your court order. If you do not
provide us with the necessary information, your application will be considered incomplete and will not be
processed. Patients must bring in originals, and staff will make and submit copies. If you need assistance
obtaining any of the above information, please let us know and we will be happy to assist.
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Family/Household Information: List yourself, all dependents, including your spouse, biological and/or

adopted children.
Household Member First DOB Relationship to Gross Monthly Type of Insurance
and Last Name Patient Income and Group ID
1. /
2. /
3. /
4. /o
5. /o
6. /
7. /
8 !/
Patient Income Disclosure — Weekly Monthly Annual

Type of Income (Reference
program agreement for all that

apply)

1.

2.

3.
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Identification Checklist (Staff will make a copy for the application. Patients must bring in original documents)

[1Photo ID [Social Security Cards for all HH members [Insurance cards for all HH members [12 Proofs of
Residency

Proofs of Residency Can Include: Utility Bill, Voter’s Registration, County Tax Documents, Letter of
Residency from WV Homeless Shelter, Rental Agreement. You may not use more than one proof of residency

document issued by the same company.

If you currently have no income, please describe how your basic living expenses are being met. Include
information about any assistance you receive for housing, food, utilities, transportation, or other necessities,
such as support from family members, friends, community organizations, or government assistance programs.

Agreement Acknowledgement

I, , certify that the information provided on this application is

true, accurate, and complete to the best of my knowledge.

(initial) I agree to notify Seneca Health Services, Inc. if there are any changes to my income,

household size, or living situation before my application is due for renewal.

(initial) I understand that Seneca Health Services, Inc. may request documentation to verify my income
or financial circumstances at any time during my participation in the Sliding Fee Scale Program. I also

understand that a six-month review period may be required to maintain eligibility.

(initial) I understand that I remain responsible for applicable co-payments, co-insurance amounts,
deductibles, and other patient financial obligations. Any request for a reduction or adjustment of these amounts
must be supported by appropriate documentation and approved by Seneca Health Services, Inc. I further

understand that payment plan options may be available for outstanding balances.

Signature: Date:
(Patient)

Signature: Date:
(Legal Representative if Applicable)

Signature: Date:
(Seneca Front Office Manager)
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For Office Use Only — Please do not write below this space.

# in Household: Gross Monthly Income for Household:
$ .
Approved for Sliding Fee: LJYES [INO Effective Date: / /
Expiration Date: / /
Discount Amount:

[1100% L1 80% [160% [140% [120%

Documents Submitted with Application:

[IPay Stubs — Wages, Salary, Commission, Bonuses, Sick Benefits, or Profit Sharing
[ISelf-Employment Earnings

[ Social Security (SSI), or Welfare Benefit Statement

[ Foster Care or Guardianship Payments

[ Complete Tax Forms with Federal 1040 and W2s

[ Veterans Benefits

[] Disability, Black Lung, or Workers Compensation Benefits
[ Retirement Benefits

(] Unemployment

L] Child Support or Alimony

L] Annuity Payments, Royalties, Dividends, Rental Income, etc.
[J Student Loan Information

[J TANF, SNAP, or other benefits from WV DHHR

[ Other:

Application Approved/Denied By:
Signature:

Date:

CC: Client Chart — Sliding Fee Application
CC: Accounts Receivable

CC: Administrative Coordinator
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PATID:

Client Agreement to Waive Eligibility for Sliding Fee Scale Assistance

I, , acknowledge that I have been informed about the

financial assistance available through the sliding fee scale application process. I voluntarily choose to waive my

eligibility for this assistance.

Additionally, I understand that if I have insurance coverage for services provided by Seneca Health Services,
Inc., Seneca will submit claims to my insurance plan. I agree to be responsible for any applicable deductibles,

co-pays, co-insurance, self-pay balances, and any outstanding self-pay amounts at the time of each appointment.

I understand that I may revoke this waiver if I experience financial hardship and will notify Seneca staff of any

such changes to request reconsideration.

(Client Name -Printed) (Client Signature) (Date)

(Seneca Staff Name — Printed) (Seneca Staff Signature) (Date)

Revocation of Waiver
I hereby request that this agreement be revoked as of the date signed below. A redetermination of my sliding fee
scale eligibility will be submitted for approval and, if approved, will remain in effect for six (6) months.

L1 T acknowledge that I have received a copy of the Sliding Fee Scale application packet, including the list of
required documentation. I understand that I have 30 days from the date of this revocation to submit the
completed application along with all necessary documentation. I am aware that failure to provide the required
application and supporting documents may result in processing delays, which could lead to account balances
that do not qualify for a discount. I agree to be financially responsible for any balances that are not eligible for a
discount.

Client Signature: Date:

Seneca Staff Signature: Date:

CC: Client Chart — Sliding Fee Application




