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2026 HRSA Sliding Fee Discount Financial Assistance Application 

Income-Based Help Paying for Health Care Costs 

Bristol Bay Area Health Corporation (BBAHC) provides health care services to all patients, regardless of ability to 
pay.  No one will be denied care because they are unable to pay for health care services.   

Sliding Fee Discount Program 
BBAHC offers a sliding fee discount program to help lower the cost you pay for health care.  This program is 
available to all patients, even if you have health insurance.  Discounts are based on: 

• Your household income, 
• Your family size, 
• Utilizing the Alaska Federal Poverty Guidelines. 

 

Services That May Be Discounted 
   

• Primary medical care 
• Emergency room care 
• Women’s health and 

gynecological care 
• Pregnancy and postpartum 

care 
• Imaging/x-ray services 

• Substance use treatment 
• Behavioral health and 

mental health services 
• Preventive care (checkups, 

screenings, immunizations) 
• Physical therapy and 

rehabilitation 

• Pharmacy services 
• Prescribed medications 
• Dental services  
• Laboratory services 
• Vision and optometry 

services 
• In-region travel (limitations 

may apply) 
   

 

Services Not Covered by the Sliding Fee Discount 
   

• Inpatient hospital services 
• Cosmetic procedures or 

services provided at the 
clinic by independent 
specialists or providers 

• Hearing aids and supplies 
• Eyeglass frames and lenses 
• Contact lenses and fittings 
• Over the counter and 

refilled medications 

• Services provided at no cost 
under Title V 

• Certain IHS-eligible non-
covered services* 

   
 

*As described in the Who Must Pay Policy. 
The discount applies only to the part of the bill you owe after insurance or other coverage is billed first. 
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How to Apply 
Section 1 and Section 2 

All applicants must complete Section 1 and Section 2 AND EITHER Attachment A: Long-term Eligibility OR 
Attachment B: Short-term Eligibility and Screening Tool. 

CHOOSING THE BEST OPTION: Should I complete Attachment A or Attachment B? 

 

• Attachment A is recommended for established patients or those likely to return, those with chronic 
conditions, (diabetes, hypertension, behavioral health, etc.), patients willing/able to provide income 
documentation, anyone uninsured/underinsured. This option provides a full discount determination 
valid for 365 days.  

• Attachment B is best for first-time patients with immediate need, patients in urgent or acute situations, 
those unable to provide income proof today, patients unlikely to return (travelers, seasonal workers, 
etc.), situations where delaying care would be unsafe. This option provides coverage for the first visit, 
once in a lifetime only. 

 
 

Section 3 – Staff Use Only 

This section is for BBAHC staff use only.  Patients should not complete this section. 
 

Federal Assistance and Sliding Fee Discounts 
If you are currently enrolled in Alaska Medicaid or certain other federal assistance programs, you may qualify for 
a sliding fee discount. 

Current participation in an eligible program may be used to presumptively determine your discount level based on 
household income standards tied to the Alaska Federal Poverty Guidelines. The discount applied depends on the 
program and eligibility category and may be updated if you later provide income documentation. 

Providing proof of income using Attachment A allows BBAHC to determine the highest discount you qualify for, 
which may include a 100% discount if your household income is at or below 100% of the Alaska Federal Poverty 
Guidelines. 

IMPORTANT: 

 

• Participation in Medicaid or other assistance programs does not automatically qualify all patients for a 
100% discount. Discounts are applied according to BBAHC’s Sliding Fee Discount Schedule and policy. 

• Once approved, changes in address, household size and income must be reported within 10 days to the 
Financial Counselor. 
 

If you need help or have questions, please contact the Financial Counselor at (907) 842-9328. 
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2026 HRSA Sliding Fee Discount Program 

Financial Assistance Application 
 

Section 1 – Applicant and Household Information (Required) 
Applicant Last Name Applicant First Name MI Phone Number Email Address 

  Applicant Mailing Address 

 
  Applicant Physical Address 

 
 

Household (Family) Definition 

For purposes of the Sliding Fee Discount Program, a household (family) includes the applicant and all individuals 
related by birth, marriage, or adoption who live together, as well as any individuals claimed as dependents on the 
applicant’s federal tax return. Individuals who are not related and are not claimed as dependents (for example, 
roommates) are not included in the household size. 

Household Members (list all household members; include applicant as SELF): 

# Last Name First Name Relationship to 
Applicant 

Date of Birth 

1   SELF  

2     

3     

4     

5     

6     

7     

8     

9     

10     
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Section 2 – Eligibility Pathway Selection (Select ONE) 
☐ Attachment A – Long-Term Eligibility (Proof of Income, Income Level or Federal Poverty Guideline Category 
Required; Eligibility Effective 365 days; Applies to All Household Members) 

☐ Attachment B – Short-Term & Honorary Eligibility (Self-Declared/Proof of Income NOT Required; Covers First Visit 
Only; Once in a Lifetime; Applies to Applicant Only) 
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COMPLETE THIS ATTACHMENT ONLY IF LONG-TERM ELIGIBILITY IS SELECTED ON THE PREVIOUS PAGE 

Attachment A – Long-Term Eligibility 
Proof of Income, Income Level or Federal Poverty Guideline Category Required; Eligibility Effective 365 days; 
Applies to All Household Members. 

INSTRUCTIONS: 

 

Check all boxes that apply to your household. List all applicable household members and provide 
documentation as required below. 

 
 

☐ Active Medicaid or other Assistance Program Eligibility 

Current participation in an eligible program may be used to presumptively determine your discount level based on 
household income standards tied to the Alaska Federal Poverty Guidelines. The discount applied depends on the 
program and eligibility category and may be updated if you later provide income documentation. Providing proof of 
income allows BBAHC to determine the highest discount you qualify for, which may include a 100% discount if 
your household income is at or below 100% of the Alaska Federal Poverty Guidelines. Income documentation may 
be waived when current proof of enrollment in Medicaid or another federal or state-funded assistance program 
that specifies the individual’s income level or FPG category is provided. 

☐ Seasonal or Variable Income 

One or more household members have seasonal or variable income (e.g., fishing, subsistence, construction, 
tourism). 

IMPORTANT – NET VS. GROSS INCOME: 

 

For employment income, report gross income. For self-employment/business income, staff may use net 
income (after allowable business expenses) based on tax returns, profit and loss statements, and/or bank 
statements, consistent with policy. 
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INCOME 

Types & Acceptable Proof List Who Receives, Approximate Amount, and How Often  
(weekly, monthly, quarterly, annually, etc.) 

☐ Employment / Wages 
Recent pay stubs covering the last 90 
day, Employer income verification 
letter, W‑2 or federal tax return 
 
 

 
 
 
 
 
 
 
 

☐ Self-Employment / Business Income 
Most recent federal tax return 
(Schedule C, Schedule F, or Schedule 
K‑1), Profit and loss statement, 
1099‑NEC/MISC 
 

 

☐ Unemployment Benefits 
Unemployment benefit award letter, 
Payment history 
 
 
 

 

☐ Child Support  
Court order, Payment history 
 
 
 

 

☐ Alimony / Spousal Support 
Divorce decree or court order, 
Payment history 
 
 

 

☐ Cash Assistance / Public 
Assistance 
Benefit award letter 
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Types & Acceptable Proof List Who Receives, Approximate Amount, and How Often  
(weekly, monthly, quarterly, annually, etc.) 

☐ Rental Income  
Lease agreement, Rent receipts, 
Schedule E (tax return) 
 
 
 

 

☐ Retirement / Pension Benefit award 
letter, Pension statement or 1099‑R 
 
 
 
 

 

☐ Native Corporation Dividends  
Dividend statement or distribution 
notice, 1099‑DIV,  Income verification 
letter provided by the Native 
Corporation 
 

 

☐ Alaska Permanent Fund Dividend 
(PFD) 
No income proof required, list all 
household members who received the 
most recent PFD include those 
partially or fully garnished 

 

 

Applicant & Adult Household Member Certification 

I certify that the income and Medicaid information provided above is true, complete, and accurate to the best of my 
knowledge. 

Applicant Printed Name:       

_______________________________________________  

Applicant Signature:       

_______________________________________________   Date: ___________ 
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COMPLETE THIS ATTACHMENT ONLY IF SHORT-TERM ELIGIBILITY IS SELECTED IN SECTION 2 ABOVE. 

Attachment B – Short-Term Eligibility and Screening Tool 
Self-Declared/Proof of Income NOT Required; Covers First Visit Only; Once in a Lifetime; Applies to 
Applicant Only. 

Patient Discount Income Table (For Patient Information Only) 

Discount levels shown correspond to household income ranges. Final eligibility and discount determination is 
made by BBAHC staff according to policy. 

Discount % 100% 75% 50% 25% 0% 

HH Size ≤100% FPG >100–133% FPG >133–166% FPG >166–200% FPG >200% FPG 

1 ≤ $19,950 $19,951–$26,533 $26,534–$33,117 $33,118–$39,900 > $39,900 

2 ≤ $27,050 $27,051–$35,976 $35,977–$44,903 $44,904–$54,100 > $54,100 

3 ≤ $34,150 $34,151–$45,419 $45,420–$56,689 $56,690–$68,300 > $68,300 

4 ≤ $41,250 $41,251–$54,862 $54,863–$68,475 $68,476–$82,500 > $82,500 

5 ≤ $48,350 $48,351–$64,305 $64,306–$80,261 $80,262–$96,700 > $96,700 

6 ≤ $55,450 $55,451–$73,748 $73,749–$92,047 $92,048–$110,900 > $110,900 

7 ≤ $62,550 $62,551–$83,191 $83,192–$103,833 $103,834–$125,100 > $125,100 

8 ≤ $69,650 $69,651–$92,634 $92,635–$115,619 $115,620–$139,300 > $139,300 

For families/households with more than 8 persons, add $7,100 for each additional person. 

 

Self-Declared Household Income (No Documentation Required) 

Household Size (number of people in household must match size in Section 1): __________ 

Approximate Total Annual Household Income: $ ______________________________ 

Applicant Certification 

I certify that the self-declared household income information above is true and correct to the best of my 
knowledge. 

Applicant Printed Name:    Applicant Signature:     Date: 

_______________________________________________      _______________________________________________ _______ 
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Section 3 – BBAHC Office Use Only 
3.1 Intake and Processing 

Date Application Signed: ____________________ Referred By (Clinic / Staff / Program): ___________________________ 

3.2 Documentation Review (Long-Term Only) 

☐ Pay Stubs (90 days)   ☐ Bank Statements (3 months)   ☐ Tax Return   ☐ Benefit Letter   ☐ Employer Letter   ☐ Self-
Employment Docs   ☐ Native Corp Verification   ☐ Other: ____________ 

3.3 Annual Household Income 

Household 
Member 

Income Type & 
Source 

Amount Frequency Multiplier 
Used 

Annualized 
Amount 

Notes 

       

       

       

       

       

       

       

       

       

       

         Total Annualized Amount   
 

3.4 Eligibility Determination 

☐ Application Denied, Reason: _____________________________ 

Eligibility Pathway: ☐ Long-Term  ☐ Short-Term & Honorary (Self-Declared; first visit only; once in a lifetime) 

☐ Application Approved at Discount Level: ___________% Start Date: _________________ End Date: _______________ 

Authorizing Staff Name & Title: _____________________________________________________________________________ 

Staff Signature: _______________________________________________   Date: ______________ 

3.5 Internal Process Checklist 

☐ Incomplete / Pending card or letter #1 sent    ☐ Incomplete / Pending card or letter #2 sent 
☐ Eligibility letter sent    ☐ Entered in: EHR    ☐ Entered in: FileShare tracking sheet   ☐ Added to digital file 
Staff Initials: ______   Date Completed: ___________ 


