
Appalachian Mountain Community Health Centers (AMCHC) 
Schedule of Discounts, Nominal Charge and Point-of-Care Incentives 

January 13, 2018. - Replaces Prior Versions 

Based on the 2018 Federal Poverty Guidelines, income will determine the percentage of the charge for which the patient 
is responsible according to the chart below. $4,320 should be added annually for each person over 8. 

MONTHLY INCOME RANGE FOR THE HOUSEHOLD 

Household Size 100% FPL OR 
BELOW = 
NOMINAL 
CHARGE 

101-133% FPL = 75%
DISCOUNT ON
CHARGE

134-167% FPL = 50%
DISCOUNT ON
CHARGE

168-200% FPL = 25%
DISCOUNT ON
CHARGE

201% FPL OR 
HIGHER = 
FULL 
CHARGE 

1 $1,012 $1,013 - $1,346 $1,347 - $1,689 $1,690 - $2,023 $2,024 

2 $1,372 $1,373 - $1,824 $1,825 - $2,291 $2,292 - $2,743 $2,744 

3 $1,732 $1,733 - $2,303 $2,304 - $2,892 $2,893 - $3,463 $3,464 

4 $2,092 $2,093 - $2,782 $2,783 - $3,493 $3,494 - $4,183 $4,184 

5 $2,452 $2,453 - $3,261 $3,262 - $4,094 $4,095 - $4,903 $4,904 

6 $2,812 $2,813 - $3,740 $3,741 - $4,695 $4,696 - $5,623 $5,624 

7 $3,172 $3,173 - $4,218 $4,219 - $5,297 $5,298 - $6,343 $6,344 

8 $3,532 $3,533 - $4,697 $4,698 - $5,898 $5,899 - $7,063 $7,064 

Discount Level 4 3 2 1 0 

ANNUAL INCOME RANGE FOR THE HOUSEHOLD 

Household Size 100% FPL OR 
BELOW = 
NOMINAL 
CHARGE 

101-133% FPL = 75%
DISCOUNT ON
CHARGE

134-167% FPL = 50%
DISCOUNT ON
CHARGE

168-200% FPL = 25%
DISCOUNT ON
CHARGE

201% FPL OR 
HIGHER = 
FULL 
CHARGE 

1 $12,140 $12,141 - $16,146 $16,147 - $20,274 20,275 - $24,280 $24,281 

2 $16,460 $16,461 - $21,892 $21,893 - $27,488 $27,489 - $32,920 $32,921 

3 $20,780 $20,781 - $27,637 $27,638 - $34,703 $34,704 - $41,560 $41,561 

4 $25,100 $25,101 - $33,383 $33,384 - $41,917 $41,918 - $50,200 $50,201 

5 $29,420 $29,421 - $39,129 $39,130 - $49,131 $49,132 - $58,840 $58,841 

6 $33,740 $33,741 - $44,874 $44,875 - $56,346 $56,347 - $67,480 $67,481 

7 $38,060 $38,061 - $50,620 $50,621 - $63,560 $63,561 - $76,120 $76,121 

8 $42,380 $42,381 - $56,365 $56,366 - $70,775 $70,776 - $84,760 $84,761 

Discount Level 4 3 2 1 0 
Nominal 

Charge/ 
Co-Pay 
Amt 

$25 $30 $45 $60 $75, 
Balance to 
be billed 

Drop-In Group 
Medical Visits 

$5 $10 $15 $20 Full 
Pay 

Nurse-only 
Visit $5 $5 $7 $9 Full 

Pay 



 

 

ATTACHMENT B:  Eligibility Form 
 

Patient Name:  MRN:   
 

AMCHC defines a family member as anyone within the residence to whom the patient provides or from 
whom the patient receives financial support including, but not limited to: self, spouse or partner and 
dependent children. Please list all members of your family that you wish to include in your household size. 
AMCHC uses monthly gross income to project annual gross income. Annual gross income is used to 
determine eligibility for discounted services. The following sources of money income should be included: 
earnings, unemployment compensation, workers' compensation, Social Security, Social Security Disability 
Income (SSDI), Supplemental Security Income (SSI), public assistance, veterans' payments, survivor benefits, 
pension or retirement income, interest, dividends, rents, royalties, income from estates, trusts, educational 
assistance, alimony, child support, assistance from outside the household and other miscellaneous sources. 

 
Approved proof of income sources include, but are not limited to: most recent federal tax return, paycheck 
stubs, bank statement, letter from an employer, statement of income determination from federal, state, or 
local government (e.g. Social Security, SSI, SSDI, public assistance, veterans’ payments), the No Proof of Income 
Verification Form and the Homelessness Verification Form and supporting documentation. 

 
Family Member (Name) Date of Birth Relationship to Applicant Monthly Income 

  Self $ 
   $ 
   $ 
   $ 
   $ 
   $ 

Total Household Income $ 

 
I certify that the information given on this form and the provided income documentation is complete, true and correct. 
If I do not qualify for financial assistance, I agree to pay the outstanding balance in full. I agree and understand that any 
remaining balance not paid through financial assistance will be my responsibility and paid in full. I understand that 
financial assistance may not apply to all of the services provided at AMCHC. I understand that financial assistance may 
expire on or before the date indicated below and I will be required to reapply. If there is a change in income, I will 
submit a new Eligibility Form and income documentation. 

I choose not to provide information and/or documentation of my household income and understand this will result 
in my ineligibility for discounts through the sliding fee discount program. 

SIGNATURE:  DATE:    

EMPLOYEE VERIFYING:    

You qualified for the following discount (c i r c l e  one ): 

LEVEL 4 LEVEL 3 LEVEL 2 LEVEL 1 LEVEL 0 (point -o f - care  incent iv e  
on ly ) Sliding fee discount program is not applicable based on information provided. 

FINANCIAL ASSISTANCE APPROVED UNTIL: 
 



 

 

 
 
 
 

APPROVED BY: 
 
 
 
 
 

Date:    

Chair, Board of Directors 
 
 
 

Date:    

Chief Executive Officer 


