
Revised September, 2023

Sliding Fee Discount Application 

It is the policy of River Valley Counseling Center to provide essential services regardless of the patient’s 

ability to pay. Discounts are offered based on family size and annual income. Please complete the 

following information and return to the front desk to determine if you or members of your family are 

eligible for a discount.  

The discount will apply to all services received at this clinic, but not those services or equipment that are 

purchased from outside, including reference laboratory testing, drugs, and x‐ray interpretation by a 

consulting radiologist, and other such services. This form must be completed every 12 months or if your 

financial situation changes.  

NAME OF HEAD OF HOUSEHOLD  PLACE OF EMPLOYMENT 

STREET  CITY  STATE  ZIP  PHONE 

Please list spouse and dependents under age 18. 

Name  Date of Birth  Name  Date of Birth 

Self   Dependent

Spouse   Dependent

Dependent Dependent

Dependent Dependent

Annual Household Income 



Revised September, 2023

Source  Self  Spouse  Other  Total 

Gross Wages, salaries, tips, etc. 

Income from business, self‐employment, and 
dependents 

Unemployment compensation, workers' 
compensation, Social Security, Supplemental 
Security Income, public assistance, veterans' 
payments, survivor benefits, pension or 
retirement income 

Interest, dividends, rents, royalties, income 
from, estates, trusts, educational assistance, 
alimony, child support, assistance from outside 
the household, and other miscellaneous 
sources

Total Income 

NOTE:  Copies of tax returns, pay stubs, or other information verifying income may be required before 

a discount is approved. 

I certify that the family size and income information shown above is correct. 

Name 
(Print) 

Signature  Date 

Office Use Only 

Patient Name: ________________________________________________________________________ 

Approved Discount: ____________________________________________________________________ 

Approved by: _________________________________________________________________________ 

Date Approved: _______________________________________________________________________ 

Verification Checklist  Yes  No  

Identification/Address: Driver’s license, utility bill, employment ID, or 
other

Income: Prior year tax return, three most recent pay stubs, or other



NOTICE TO PATIENTS: 
River Valley Counseling Center serves all patients regardless of inability to pay. 

Discounts for essential services are offered based on family size and income. For more information, ask at the front desk 
or visit our website. 

Thank you. 
Locations: 
▪ 303 Beech Street, Holyoke, MA 01040
▪ 187 High Street, Suite 404, Holyoke, MA 01040
▪ 249 Exchange Street, Chicopee, MA 01013
▪ 152 Center Street, Chicopee, MA 01013
▪ 120 Maple Street, Springfield, MA 01103
▪ 2 Mechanic Street, Easthampton, MA 01027
▪ 94 N Elm Street, Westfield, MA 01085

 Sli ding Fee Schedule 

Annual Income Thresholds by Sliding Fee Discount Pay Class and Percent Poverty        
Poverty 
Level* 

At or Below 
100% 125% 150% 175% 200% Above 200% 

Charge 
Family Size No Fee 20% pay 40% pay 60% pay 80% pay 100% pay 

1 
$0 - 

$14,580 
$14,581 - 
$18,225 

$18,226 - 
$21,870 

$21,871 - 
$25,515 

$25,516 - 
$29,160 $29,161+ 

2 
$0 - 

$19,720 
$19,721 - 
$24,650 

$24,651 - 
$29,580 

$29,581 - 
$34,510 

$34,511 - 
$39,440 $39,441+ 

3 
$0 - 

$24,860 
$24,861 - 
$31,075 

$31,76 - 
$37,290 

$37,291 - 
$43,505 

$43,506 - 
$49,720 $49,721+ 

4 
$0 - 

$30,000 
$30,100 - 
$37,500 

$37,501 - 
$45,000 

$45,100 - 
$52,500 

$52,501 - 
$60,000 $60,100+ 

5 
$0 - 

$35,140 
$35,141 - 
$43,925 

$43,926 - 
$52,710 

$52,711 - 
$61,495 

$61,496 - 
$70,280 $70,281+ 

6 
$0 - 

$40,280 
$40,281 - 
$50,350 

$50,351 - 
$60,420 

$60,421 - 
$70,490 

$70,491 - 
$80,560 $80,561+ 

7 
$0 - 

$45,420 
$45,421 - 
$56,775 

$56,776 - 
$68,130 

$68,131 - 
$79,485 

$79,486 - 
$90,840 $90,841+ 

8 
$0 - 

$50,560 
$50,561 - 
$63,200 

$63,201 - 
$75,840 

$75,841 - 
$88,480 

$88,481 - 
$101,120 $101,121+ 

For Each 
Person 
over 8, 

Add: 

$5,140 $6,425 $7,710 $8,995 $10,280 $10,280 
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