
COMMUNITY MEDICAL CENTER OF WEST VOLUSIA
Sliding Fee Discount Program Application

Please complete this form to determine your eligibility for discounted services. All information is
confidential.

Full Name:

Date of Birth: Phone Number:

Address (DeLand or Orange City Residents):

Household Information

List all people living in your home (including yourself):

Name Relationship Age

1. (Self)

2.

3.

4.

Income Verification

Please list gross monthly income for all household members:

Total Monthly Household Income ($):

Check documentation provided:

[ ] Prior Year Tax Return    [ ] Recent Pay Stubs (2)    [ ] Social Security Letter    [ ] Other 

I certify that the family size and income information listed above is correct to the best of my knowledge.

Patient Signature Date
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