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SLIDING FEE SCALE ASSESSMENT & APPLICATION 
 

It is the policy of Foundations Behavioral Health Services (FBHS) to provide essential services, regardless of the 
client’s ability to pay. FBHS offers discounts based on gross income and household size.   

Please complete this form and return it to the front desk to determine if you are eligible for a discount. 
 

Client Name:    

 

PRIMARY MEDICAL INSURANCE:    

Insurance Name:  Policyholder Name:  

Relationship to Client:  Date of Birth:  SSN (optional):  

Employer:  Employer City:  Employer State:  

Employer Phone:    

 
 

SECONDARY MEDICAL INSURANCE:    

Insurance Name:  Policyholder Name:  

Relationship to Client:  Date of Birth:  SSN (optional):  

Employer:  Employer City:  Employer State:  

Employer Phone:    

 
 

PLEASE LIST ALL MONTHLY HOUSEHOLD INCOME:    

(Please provide paystubs and proof of income as appropriate. Self-declaration of income may also be used.)    

Gross Wages; Salaries; Tips; etc: Employer Name:   

Self:  Others:  Total:  $  

Income from Business and Self-employment: 

Self:  Others:  Total:  $  

☐ Social Security; ☐ Unemployment Compensation; ☐ Workers’ Compensation; ☐ Supplemental Security Income; 

☐ Veterans’ Payments; ☐ Survivor Benefits; ☐ Pensions; ☐ Retirement Income: 

Self:  Others:  Total:  $  

☐ Child Support; ☐ Alimony; ☐ Assistance From Outside the Household; ☐ Interest; ☐ Dividends; ☐ Royalties; 

☐ Rental Property Income; ☐ Other ___________________________________ : 

Self:  Others:  Total:  $  

    
TOTAL MONTHLY INCOME: $  
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BELOW THIS LINE FOR OFFICE USE ONLY: 

 

Client Name:  Date of Birth:  
 

 

 

I understand and agree to the above reduced schedule of charges and that all charges are due and payable at the time of 
service. I also acknowledge: 

• The Ohio Medicaid Application and the Job & Family Services Authorization Representative Form is available at 
our office or can be found at: Ohio Medicaid Application.  

• I will receive 5 sessions at a cost that is based on my gross income and household size.  

Individuals meeting the guidelines for falling below 100% of the Federal Poverty Levels will receive these 5 
sessions at no cost.   

• After the 5 sessions, Mercer, Van Wert, and Paulding County clients will remain on the Sliding Fee Scale based 
on gross income and household size; ongoing fee for services $ ___________ per session.  

• Clients outside the above counties will be assessed the full fee for services. 

• If I cannot afford services due to being in a financial hardship, I understand I may request a full-fee hardship 
from Foundations. The hardship application will be reviewed by the Executive Director. 

• Payment is due at time of session. 
 

I hereby certify that the information I have provided in this form is true, accurate, and complete to the best of my 
knowledge. I understand that providing false or misleading information may result in disqualification from eligibility for 
specialty fees, grants, and hardship considerations, and may lead to other consequences as determined by the agency. 
 
 

  

Client/Legal Guardian Signature  Date 
 
 

  

Staff Signature  Date 
 
 

BELOW T HIS LINE FOR OFFICE USE ONLY:  

Applicable Grant:  ☐  ATP     ☐  Women’s     ☐  TCB     ☐  FBHS     ☐  Other:   

 
 

STAFF VERIFICATION CHECKLIST 

    ☐  Identification: Driver’s License & Utility Bill  

    ☐  Address & Phone Number are correct in ECR       

    ☐  County of Residence:   ☐  Mercer    ☐  Van Wert    ☐  Paulding    ☐  Other: ________________________________ 

    ☐  Income: Prior year tax return, three most recent pay stubs, self-declaration or other 

    ☐  Household Size (related by birth, marriage, adoption, and residing together): __________  

    ☐  Copy given to client 
 

ELIGIBLE SERVICES  FULL-SERVICE FEE RATE          SLIDING FEE SCALE RATE  

Diagnostic Assessment  $ 134.00 per hour  $  per session 

Psychiatric Assessment  $ 325.00 per hour  $  per session 

Psychiatric  $ 285.00 per hour  $  per session 

Individual Counseling  $ 123.00 per hour  $  per session 

CPST Group  $ 44.00 per hour  $  per session 

IOP  $ 180.00 per hour  $  per session 

https://nam12.safelinks.protection.outlook.com/?url=https%3A%2F%2Fmedicaid.ohio.gov%2Ffamilies-and-individuals%2Fcoverage%2F01-how-to-apply&data=05%7C02%7Cjaclync%40foundationsbhs.org%7C0bff0bd07d7346b9a29308dcdbf33811%7C1df9ca6610df43be8e1a255dc5c295c1%7C0%7C0%7C638627084883868067%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=yDpEBFaY9%2B7Lb7U%2F%2FVacsGEDdtVCTEMZZ2gD19ZHu3Y%3D&reserved=0
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