
 
 

 
  

Sliding Scale Program 
The sliding fee program allows Coastal Bend Wellness Foundation (CBWF) patients who are 
uninsured or under-insured to receive healthcare services at a lower cost. We understand it’s not 
always possible for patients to be covered by health insurance, or that insurance may have high 
deductibles. CBWF offers a sliding fee program to assist patients who may not qualify for public 
benefits and/or who are not able to afford the full cost of healthcare. An annual grant from the 
Bureau of Primary Health Care provides the resources which enable us to assist patients who may 
not otherwise be able to afford their medical care and medications.  

 
The sliding fee program only applies to services provided at Coastal Bend Wellness and Medical 
(CBWM) facilities. Medication discounts apply only to prescriptions written by CBWM providers. 
Slide discounts cannot be used at other doctor offices, pharmacies or hospitals. 

 
What services are offered? 

 

• Medical 
• Radiology  

 
What is required to apply? 

 
• Complete registration packet 

• Laboratory 
• Pharmaceutical 
• Behavioral Health 

• Provide proof of household income or financial assistance 
• Household is defined as the applicant + spouse/significant other + their legal tax dependents 

 
How often do I need to apply? 

 
Patients will need to apply for the sliding fee program at least every year. The discounts will 
typically last 3, 6, or 12 months depending on the patient’s unique financial situation. Patients 
renewing sliding scale eligibility will need to complete a new slide application packet and submit 
current proof of income before their discount expires. If the discount expires, the patient will have to 
pay the full charges until a new application packet is processed and approved. 

 
Will I qualify? 
See next page for income levels and fees. 

2882 Holly Road 
Corpus Christi, Texas 78415 
Phone: (361)814-2001 
 



 



 

Sliding Fee Program Application 
 

 

 
 
 

2. Household Members Household = Spouse/Significant Other + Tax Dependents 
 

Name (First Last) 

 

Relationship 

 

Date of Birth 

 

SSN 
Health 

Insurance 
  Y or N 

Pharmacy 
Insurance 
Y or N 

Patient at 
CBWF 
Y or N 

TAX 
Dependent 

Y or N 

        

        

        

        

        

        

 

3. Household Income Household = Spouse/Significant Other + Tax Dependents 

 
Monthly/Annual Income 

YOU 
(the Applicant) 

 
Spouse/ 

Significant Other/ 

 
Children 
(over 18) 

 
Others 

(Must be tax 
dependent) 

NAME OF EMPLOYER AND 
EMPLOYER’S ADDRESS 

    

GROSS Wages, Salaries & Tips $ $ $ $ 

Self-Employment or Stmt from Employer $ $ $ $ 

Social Security & Disability $ $ $ $ 

Supplemental Security Income $ $ $ $ 

Workers Comp Benefits $ $ $ $ 

Self- Declaration of Income $ $ $ $ 

Child Support & Alimony $ $ $ $ 

Savings, Interest Income, Pensions $ $ $ $ 

Rental Property, Stocks, Dividends, Other     

TOTAL $ $ $ $ 

Name of Responsible Party      Date of Birth    

Address      SSN  

City, State   Zip  Email   

Home Phone  Cell Phone   Work Phone    

Marital Status:   Single     Married     Separated    Divorced  Widow/Widower 

Employer  Employer’s Address    

Do you have health insurance?  yes  no Do you have pharmacy insurance?  yes  no 

Is this your:  1st Time Application  Renewal Application Which office do you go to:  Main Office  Kingsville Office 

1. Applicant Information 



 
 

 
 
 
 

Do you have health insurance? If so, what kind   

How much is your Deductible?   Do you receive child support or alimony?  yes  no 

 yes  no  yes  no 

 yes   no 
 
 yes   no 

Have you applied for Medicaid? 

Have you applied for Disability? 

Do you consider yourself homeless? 

 yes  no 

 yes  no Do you receive food stamps? 

Do you receive any public assistance? 

Did you file a tax return last year? 

4. Eligibility Information 

6. Patient Agreement 

If the application is missing any of the above information or is not signed, it will be denied. 

RELEASE OF INFO/INCOME VERIFICATION - if receiving public assistance or you have no/limited income, then complete/ 
sign/date the “Release of Info/Income Verification from the DSS” form. 

ZERO INCOME - applicants with ZERO income must complete/sign/date a “Zero Income/Statement of Personal 
Assistance” form. If you are living off of savings, will need a copy of your bank or savings account statement. 

 

TAX RETURN - all pages of your most recent tax return.  

 

 BENEFITS/INVESTMENTS/OTHER INCOME - copies of any benefits checks and/or bank statements for all Investments, 
Social Security, Disability, Veterans Benefits, Unemployment, Child Support “Paid or Received”, Alimony, TANF/AFDC, 
Military LES, Pensions, Interest payments, etc. 

SELF-EMPLOYED - complete/sign/date a “Self-Employed Statement” form AND make sure to include your Schedule C 
from your most recent tax return. 

PAYSTUBS - last/previous months paystubs of everyone working in the household OR a “Statement of Income from 
Employer” form from your employer with GROSS earnings for the previous month. 

 

PHOTO ID - a copy of your drivers license or other photo identification.  

 

Attach all items listed below to this 
 

5.    

 
I certify that all statements contained herein are true and correct and subject to investigation. I authorize the release of 
employment records and other financial information to an agent of CBWF for sliding fee determination purposes. I 
understand the following: 

• I am responsible for payment of all my copays at the time of service. 

• I will notify CBWF of any changes to my income, household size or insurance status. 

• I must renew my application to continue receiving the slide discount (at least annually—more if requested). 

• Most routine services are covered under the slide discount. Some procedures, labs, injections and pharmaceuticals are discounted on a 
separate schedule. 

• I understand that if I do not have pharmacy insurance, I may be eligible for pharmacy assistance programs. If eligible, my signature 
Authorizes CBWF to share medical, eligibility and financial information with pharmaceutical companies or their designees as required for 
eligibility or audit purposes. 

 
Applicant’s Signature:   Date:    


