



                          	 	 	 	 	 	           	 

18 Old Post Road, South, Croton-on-Hudson, NY 10520


3136 NY 207, Suite  203, Campbell Hall, NY 10916

1578 Williamsbridge Road, 3E Bronx, NY 10461


877-551-0404


                              PATIENT APPLICATION FOR SLIDING SCALE FEE 

Patient Information:
◦ Patient Name:_____________________________________________________
◦ Date of Birth:______________________________________________________
◦ Phone Number: ___________________________________________________
◦ Address:_________________________________________________________

Household Information:
◦ Number of people in household:_______________________________________
◦ List household members and 

relationship:_______________________________________________________
                 _________________________________________________________________

Income Information:
Please provide total gross household income (before taxes):
Income Source:_____________________________________________________________
Wages/Salary:______________________________________________________________
Self-Employment:____________________________________________________________
Unemployment:_____________________________________________________________
Social Security/Disability:______________________________________________________
Other Income (explain):_______________________________________________________
Monthly Amount:____________________________________________________________
Annual Amount:_____________________________________________________________
Total Household Monthly Income: $._____________________________________________
Total Household Annual Income: $______________________________________________



Please scan and email this application and the supporting documents to: 
spierrelouis@iemtherapy.com. You will receive a response after 10 days after you have 
submitted your documents. 

Documents: Need Proof of Income (check one):
◦ • Pay stubs (last 2 months)___________________________________________
◦ • Most recent tax return______________________________________________
◦ • Benefits award letter_______________________________________________

Attestation:
I ______________________________,certify that the information provided is true and 
accurate to the best of my knowledge. I understand that providing false information may result 
in loss of sliding fee eligibility.

Signature:__________________________________________________________________
Date:______________________________________________________________________

mailto:spierrelouis@iemtherapy.com

