
Sliding Fee Discount Application 
 Bronson Rural Healthcare Locations 

 Bronson Healthcare Group Patient Accounting, Attn: SP 
601 John Street, Box J Kalamazoo, MI 49007 

Instructions: 

To apply for the Sliding Fee Discount Program, please complete the sections below and 
submit the required supporting documentation as outlined. Incomplete applications or 
missing documentation may delay the processing of your request. 

Section One: Responsible Party and Household Information 
Responsible Party (Guarantor) Information: 

Full Name_____________________________________________________________________  

Birth Date _______________________ Phone _______________________________  

Mailing Address ________________________________________________________________ 

City, State, Zip __________________________________________ 

Section Two: Household Information 

Please provide the below information for all immediate household members who live in your 
home.  

Name ___________________________________________ Birth Date ____________________ 

Name ___________________________________________ Birth Date ____________________ 

Name ___________________________________________ Birth Date ____________________ 

Name ___________________________________________ Birth Date ____________________ 

Section Three: Income Information 

Income 
Source/Monthly 

Responsible Party 
(Guarantor) 

Other Household Earner 

Wages ___________________________ ___________________________ 
Self-Employment ___________________________ ___________________________ 
Child Support or Alimony ___________________________ ___________________________ 
Social Security/Pensions ___________________________ ___________________________ 
Unemployment/Worker’s 
Comp 

___________________________ ___________________________ 

Veterans Beneϐits ___________________________ ___________________________ 
Other Income ___________________________ ___________________________ 
Total Monthly Income ___________________________ ___________________________ 
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SECTION 4: VERIFICATION CHECKLIST 

Veriϐication Checklist Yes No 
Identiϐication/Address: Driver’s License, utility 
bill, employment identiϐication, or other 
Income: Prior year tax return, two most recent 
pay stubs, or other 

SECTION 5: ATTESTATION AND SIGNATURE 
I attest that the information provided in this application is accurate and complete to the 
best of my knowledge. I understand that providing false or incomplete information may 
result in denial of beneϐits. 

Signature of Applicant: ________________________________________ Date: ____ / ____ / ____ 

Name of Applicant: __________________________________________ Date: ____ / ____ / ____ 

SECTION 6: FOR OFFICE USE ONLY 
Eligibility Veriϐied by: Date: 

Application Approved:  (Yes/No) Discount Level: 

Reviewed by:  Date: 
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