SOUTHERN INDIANA

Community
HealthCare

PAOLI - MARENGO . WEST BADEN - ENGLISH - SALEM - BEDFORD - MITCHELL

COMMUNITY HEALTH ASSISTANCE PROGRAM (CHAP)
This Application is Optional

Since 1975, Southern Indiana Community Health Care has offered financial assistance to anyone who is
having difficulty paying for healthcare, and as a federally qualified community health center, we will not
deny services to anyone based on their ability to pay.

SICHC's Community Health Assistance Program (CHAP) offers a sliding fee discount for qualifying patients
whose income and family size is below 200% of the federal poverty guidelines.

CHAP Benefits
e Discount for office visits at any SICHC location including a school-based health
center or a school-based telehealth visit

e Discount for lab services

e Eligible for paid transportation vouchers from Blue River Transit Services and
Orange County Transit to any SICHC location

e More than Money Program — trade volunteer hours in the community for
$10 toward any SICHC charges

If you have any questions, please contact Patient Accounts at (812) 723-7121.

Southern Indiana Community Health Care Effective 7/26/23
sliding Fee Discount Schedule |
Medical & Behavioral Health Services
Annual / Yearly Income Levels
Family Class1  0-100% Class2 101-125% Class3 126 -150% Class4  151-175% Class5 176 - 200%
Size Pays Nominal Fee $15 30% Payment 40% Payment 50% Payment 60% Payment
1 3 14580 | S 14581 to [S 18225[S 18226 to |S 21870|S 21871 to |§ 25515|S 25516] to |S 29,160
2 3 19720 [ 19721 to [S 246505 24651 to |S 29580|S 29581 to |§ 34510[S 34511 to |S 39440
3 S 24860 | 24861 [ to [$ 31075[s 31076 to |$ 37200|$ 37291| to [$ 43505|$ 43506| to |$ 49,720
4 3 30,000 |$ 30001 [ to [$ 375003 37501 to |$ 4s000|$ 45001| to [$ 525003  s2,501| to |$ 60,000
5 S 35,140 | 35,141 | to [ S 43,925 | & 43,926 to S 52,710 | $ 52,711 to | S 61,495 | § 61,496 to S 70,280
6 3 40280 |S 40,281 to |$ 503505 50351| to | S 604205 60421| to |$ 70,490|S 70491 to |S 80,560
7 s 45,420 | $ 45421 | to [ S 56,775 | $ 56,776 to S 68,130 | S 68,131 to |S 79,485 | S 79,486 to S 90,840
8 3 50560 |5 50561 to [5 63200 63201 to [ 758a0|s 75841 to [s ssasos 88481 to [$ 101,120
9 3 55700 |5 55701 to [s 696255 69626| to [S 83550|s 83551 to [s 97475[s 97476 to [S 111,400
10 [ 60,840 |S 60,841 | to [$ 76050|S 76051| to |S 91,260|S 91,261 to |S 106470 S 106471 | to | S 121,680
e For family units of more than ten members, add $4,540 for each additional member.
e For families with income exceeding 200% of the federal poverty level, no discount is available.
e For families living at or under 100% of the poverty level, as defined by the federal guidelines,
will be charged a nominal fee for medical visits.
e The medical & behavioral health sliding fee discount schedule does not apply to immunizations
(with exception to the flu vaccine), injections and supplies.
e The sliding fee discount schedule does not apply to the supply costs
of implantable birth control methods.
SICHC PAOLI - (812) 723-3944 | FAX (812) 723-7989 SICHC WEST BADEN - (812) 723-712 | FAX (812) 936-2599
SICHC MARENGO - (812) 365-3221 | FAX (812) 365-9502 S|CHCORG SICHC MITCHELL - (812) 992-5440 | FAX (812) 992-5441
SICHC ENGLISH - (812) 338-2924 | FAX (812) 338-3706 SICHC BEDFORD - (812) 675-4470 | FAX (812) 675-4469
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Application Number:

If patient is a minor,
Patient Name Guarantor Name
Patient Date of Birth Phone Number

BELOW, LIST THOSE FAMILY MEMBERS ARE INCLUDED IN YOUR HOUSEHOLD:

Family is defined as an individual or a group of two people or more related by birth,
adoption, marriage and residing together.

Social Date of SICHC
Name of Family Member | Relationship | Security # Birth Patient Income | Insurance
1. Y N Y N Y N
2. Y N Y N Y N
3. Y N Y N Y N
4. Y N Y N Y N
5. Y N Y N Y N
6. Y N Y N Y N
7. Y N Y N Y N
Is anyone listed on this application pregnant? [JYes [J No
Does anyone need assistance with Transportation? ClYes ] No
Does anyone need assistance with Dental care? Cyes L No
Has patient applied for Medicaid or Insurance in the past 30 days? []Yes/Date [J No

Please provide one of the following

[0 Federal income tax return for the individuals listed above
(www.irs.gov to get a copy of most recent tax return)

] Self-Declaration of Income Form for all individuals listed above
(located on the back of this application)

You will have 30 days to provide all the required information/documentation. If you do not provide ALL
the information/documents, the CHAP Application will be DENIED. This means that the applicant and all
household members will pay in full, until the required information/documents are received and a new
CHAP application is completed.

| certify the information shown above is accurate and true. | understand that if | have provided false
information, my account will default to the full amount due for services rendered. | also understand that
this application is valid until the following April 30th, after which time, | will be asked to update my
information.

Applicant’s Signature Date:
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SELF-DECLARATION OF INCOME FORM

This form in required ONLY if a federal income tax return is not available to support the income of those
individuals listed on page one.

Below, provide the annual income for all family members over 19 years of age who are listed on
page one and answer the following questions.

Name

Wages & Tips

Social Security

Pensions & Annuities

Veteran Payments

Unemployment

Workers Compensation

Self-Employment

Interest & Dividends

Rental Income

Child Support/Alimony

Other Income:

Total

1. What is the reason you did not file taxes? (ex: religious, didn’t make enough income, etc.)

2. Approximately how much income has come in over the last 6 months?

] Please provide documentation to prove this. (ex. Check stubs, social security pension, annuity
income, child support, etc.)

3. Has there been any changes in the household or the household income recently?

LJyes [ No If so, whatare the changes that have affected you and your household?

| declare that the income information above is correct and accurately reflects my financial position. | am
aware that providing false information will resultin all discounts within the sliding fee discount program
being revoked and the full balance of the accounts restored.

Signature: Date

FOR OFFICE USE ONLY
SICHC Employee Application Acceptance Date:

SICHC Application Review & Approval Date:

Number of Members In Household
Annual Income

Class 1 Class 2 Class 3 Class 4 Class 5

Discount Approved

Nominal Fee | Pay 30% Pay 40% Pay 50% Pay 60%

Application Expiration Date:
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