
PATIENT WELCOME FORM ... PLEASE COMPLETE 

Today's Date: 

Office Location: ____ ...._,�� 
Sunrise Clinics 

Providing Exceptional Rural Healthcare 

Sunrise Clinics encourages all of our patients to consider applying for 
SLIDING SCALE FEE ADJUSTMENTS. Please review the info on pages 2 & 3, 
or asl< someone at our Front Desk if you'd like more info. 

First Name: Middle Initial: last Name: 

Date of Birth: Social Security#: Sex at Birth: M F 

Address: City: St: Zip: 

Cell Phone#: Home Phone# Work Phone# 

E-Mail: Marital Status How did you find us? 

Preferred method of communication ID CELL PHONE □ HOME PHONE □ WORK PHONE □ TEXT 1:1 EMAIL

Ethnicity: D Hispanic/Latino D African American D White D Other

You will need to provide a copy of your government issued 10 .... a copy of your Driver's License 

You will need to provide a copy of each of your Insurance Cards & authorize pmt for Ins Co's to us 

You will need to acknowledge receipt & review our Privacy Practices. These are on p 2-3 

We will obtain Medical Records as agreed below in the Medical Records Release. 

We will need you to sign the Consent to Treat section of this form to proceed with your care. 

Please consider applying for a Sliding Scale Fee Reduction. See p 4-5 or ask our Front D esk Staff 

Primary lnsurarance Information 

Insurance Co: 

Policy ID#: 

Group#: 

Policyholder Name: 

Relationship: 

Secondary Insurance Information 

Insurance Co: 

Policy ID#: 

Group#: 

Policyholder Name: 

Relationship: 

MY SIGNATURE ACKNOWLEDGES AGREEMENT WITH, AND APPROVAL OF, EACH SECTION BELOW 

I AUTHORIZE MY INSURANCE COMPANIES TO MAKE PAYMENTS DIRECTLY TO SUNRISE CLINICS 
I AUTHORIZE MY INSURANCE BENEFITS TO BE PAIO DIRECTLY TO THE PHYSICIAN. I UNDERSTAND I AM FINANCIALLY REPONSIBLE FOR ANY BALANCE. 

AUTHORIZE SUNRISE MEDICAL GROUP OR MY INSURANCE COMPANY TO RELEASE ANY INFORMATION REQUIRED TO PROCESS MY CLAIMS 

I HAVE RECEIVED, REVIEWED AND APPROVED THE PRIVACY PRACTICES FOR SUNRISE CLINICS_ 

I ALSO 

I AGREE TO RECEIVE COMMUNICATIONS VIA EMAIL, TEXT OR THE "SUNRISE PORTAL" REGARDING MY APPOINTMENTS, AND HEALTHCARE USING THE SECURE 
COMMUNICATIONS OF SUNRISE CLINICS. I FURTHER AUTHORIZE THE TAKING OF MY PHOTO FOR PURPOSES OF IDENTIFICATION. 

I " H-..1F I ... _ RE LE _QF v 'I rl1Hil �- E ...iRD:, T ... -.IF.I EC-Ir F :o 11 - F .LO h\lli

I AUTHORIZE THE USE OR OISCLOSURE OF THE COMPLETE MEDICAL RECORDS OF MY HEALTH INFORMATION. I UNOERSTAND THAT MY DISCLOSIRE CARRIES WITH IT 
POTENTIAL FOR UNAUTHORIZED RE-DISCLOSURE, THEREFORE THE INFORMATION MAY NOT BE PROTECTED BY FEDERAL CONFIDENTIALITY RULES. I ALSO 

ACKNOWLEDGE BEST-FAITH EFFORTS OF SUNRISE CLINICS TO USE THESE MEDICAL RECORDS APPROPRIATELY. 

Request Records From: Phone#: FAX: 

Period of Time Records Requested From to or O ALL PERIODS 

I I

I UNDERSTAND THAT, UNDER THE HEALTH INSURANCE PORTABILITY & ACCOUNTABILITY ACT OF 1996 IHIPAA), I HAVE CERTAIN RIGHTS TO PRIVACY REGARDING MY 
PROTECTED HEALTH INFORMATION. I UNOERSTAND THAT THIS INFORMATION CAN & Will BE USED TO CONOUCT, PLAN ANO DIRECT MY TREATMENT AND FOLLOW-UP 

AMONG THE MULTIPLE HEALTHCARE PROVIDERS WHO MAY BE INVOLVED IN MY TREATMENTS, DIRECTLY & INDIRECTLY. 

I T 
AFTER REVIEWING THE SLIDING FEE DICOUNT PROGRAM INFORMATION, I HAVE MADE A DECISION TO SUBMIT THE APPLICATION TO SEE IF i QUALIFY FOR THE NEXT 12 
MONTHS. I ACKNOWLEDGE THAT I Will NEED TO RE-APPLY ANNUALLY FOR THIS PROGRAM, AND IF MY FINANCIAL CIRCUMSTANCES CHANGE OURING THE UPCOMING 

12 MONTH PERIOD, MY QUALIFICATION TO HAVE THIS BENEFIT MAY CHANGE. 

! 
YES. I would like to see if I qualify. I have completed the Sliding Scale Fee Application & Returned to the Front Desk 

NO. I would not like to see if I qualify for Sliding Fee Scale at this time. I agree to be offered this again, in 12 months 

ent Signature Date: 

An Advanced Directive Form is offered to each patient and one is included in this packet. 







SUNRISE CLINICS 

SLIDING FEE DISCOUNT PROGRAM APPLICATION 

Applicants Name---�----------------- Today's Date _________ _ 

Address ______________ City __________ _ State Zip ____ _ 

It is policy of Sunrise Clinics to provide primary health care se1vices to patients in need regardless of their ability to 
pay. Discounts are offered to members of households with combined income of200% and below of the Federal 
Pove1ty Level. To determine the percentage for which you qualify we've provided below, a helpful guide for you to 
look at to see if you qualify. We are anxious to offer reduced co-pays if you qualify. 

# in 
family 

•collect 
rroday) 

1 

2 

3 

4 

5 

6 

7 

8 

For each 
additional 

person 

add 

At or below 100% 
A 

No Fee 

From To 

$0.00 $ 14,580 

$0.00 $ 1 9, 720 

$0.00 $24,860 

$0.00 $30,000 

$0.00 $35,140 

$0.00 $40,280 

$0.00 $45,420 

$0.00 $50,560 

$5,140 

1 01 %-125% 
B 

$1 

From To 

$14,581 $ 18,225 

$ 1 9, 721 $24, 650 

$24,861 $31,07 5  

$30,001 $37,500 

$35,141 $43 , 925 

$40,281 $50,350 

$ 45,421 $ 56,77 5 

$ 50,561 $ 63, 200 

$6,425 

Sunrise Clinics 

Medical and Mental Health 

Effective February 1, 2023 

126%- 1 50% 1 51%-175% 
C D 

$5 $8 

From To From To 

$ 18,226 $21, 87 0 $ 21,871 $ 25, 515 

$24,651 $29,580 $ 29,581 $ 34,51 0 

$31,076 $ 37,2 90 $37,2 91 $ 43,505 

$ 37.501 $45,000 $ 45,001 $52, 500 

$43,926 $52,710 $52,711 $ 61,495 

$50,351 $ 60,420 $ 60,421 $70,490 

$ 56,77 6 $ 68,130 $ 68,131 $79,485 

$ 63.201 $75, 840 $ 75, 841 $88,480 

$7,71 0 $8,995 

Based on 2023 Federal Poverty Guidelines for Family Size and Income 

176%- 200% 
E 

$10 

From To 

$25, 51 6 $ 29,1 60 

$ 34,51 1 $ 3 9,440 

$43,506 $49,72 0 

$52,501 $ 60,000 

$ 61,496 $ 70,280 

$ 70,491 $ 80, 560 

$79,486 $90,840 

$ 88,481 $ 101,120 

$1 0,280 

To participate in this program, patients mus1 provide current proof of income at time of service and upon request. 

Over 200% 
F 

100% Pay 

Equal to or 
Greater Than 

$29, 161 

$ 3 9,441 

$49,72 1 

$ 60, 001 

$ 70,281 

$ 80,561 

$ 90, 841 

$ 101,121 

$10,280 

If patients do not have proof of income at time of service, it must be provided within 3 0  days or patient will be billed for full amount of service fees 

To Participate in the program, patients must provide current proof of income at the time of service. If patients to not 
have proof of income at the time of service, it must be provided within 30 days, or the patient will be billed for the full 
amount of the service. 

ACCEPTANCE OF SLIDING FEE DISCOUNT 

D YES I would request to be considered for the Sliding Fee Discount. I will complete the Assessment Form & 
provide proof of income today, or within 30 days of service. 

Patient Name (Please Print) Signature of Patient or Guarantor Date 

WAIVER OF SLIDING FEE DISCOUNT - do not sign below if you wish to be considered for a Sliding Fee 

Discount 

D NO I choose not to complete the Sliding Fee Application at this time. I am waiving my right to any 

discount for which I may otherwise be entitled. I understand that I will be responsible for full payment of 

all charges at the time of service. 

1 





INCOME: 

Income Verification Amount 

Two (2) recent pay stubs. 

Most recent Form 1040 Line 22 

Wages, salaries, tips, etc. 
Most recent W2 Box 1 

Most recent form 1099 (for self-employment, significant 
business expenses should be reported on a form 1040 
Schedule C) 

Payroll & Earnings Verification Statement 

Alimony Most recent month's check stubs 

Unemployment Compensation 
Most recent month's check stub or itemized verification 
letter. 

Social Security Benefits 
Most recent month's check stub or itemized verification 
letter. 

IRA or retirement plan distributions Most recent month's check stub 

Interest, dividends, rental income Most recent form 1040 

Bank Account Statement showing 
deposits from the most recent month 

Business income Most recent form 1040 

Capital gains Most recent form 1040 

Self-Declaration of Income 
(Migrant or Seasonal workers only) Attached form or indicate verbally for recording 

Other 

TOTAL FAMILY ANNUAL INCOME $ 

Supporting documentation is required before Sliding Fee Scale Discount can be approved and approved 

discounts will be valid for twelve (12) months. 
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