
PrairieStar Health Center
1600 N. Lorraine, Suite 110 Hutchinson, KS 67501

Eligibility Application Form
(Please print)

________I choose not to disclose my income. By choosing not to disclose my income, I understand I will not
receive the sliding fee discounts offered by PrairieStar Health Center.

The source of all household income must be reported - A household is defined as all members of a
household who are pooling financial resources in addition to room and board and/ or supporting one
another financially.

Applicant information: Date of birth________/_________/_________ Hourly rate_______________________
Hours worked weekly______________
Name______________________________________________________________________ Self
employed____________________
Unemployment___________________
Social Security #_______________________________ Sex: male______ female______ Social Security___________________
Workers Comp___________________
Address____________________________________________________________________ Public
Assistance_________________
Child Support____________________
City______________________________________State_____________ Zip______________ Veteran’s
benefits________________
Alimony monthly_________________
Phone #_______________________________ Cell phone#___________________________
Other__________________________

Name___________________________________ DOB__________ SS#_____________________________
Income__________________

Employer___________________________________________________________________Work phone
#___________________________

Number of people in household_______________
Please list the names of people living in the household

Name___________________________________ DOB__________ SS#_____________________________
Income__________________



Name___________________________________ DOB__________ SS#_____________________________
Income__________________

Name___________________________________ DOB__________ SS#_____________________________
Income__________________

Name___________________________________ DOB__________ SS#_____________________________
Income__________________

Name___________________________________ DOB__________ SS#_____________________________
Income__________________

Name___________________________________ DOB__________ SS#_____________________________
Income__________________

Name___________________________________ DOB__________ SS#_____________________________
Income__________________

All sources of income must be proven with check stubs, or a copy of last year’s tax return, benefit statements, bank statements
(for directly deposited payments) court orders or other documents. Our Patient Intake Representative will be glad to tell you what
is needed. Documentation must be submitted at time of visit to PrairieStar or within 30 days of the visit otherwise, you will be
billed at the full pay rate.

This application is valid for 1 year from the date of the application. If there is any major change in your household size or income,
report it promptly so your discount can be adjusted.

I certify that the information given on this form is true and accurate. The information may be verified.

_________________________________________________________________________ __________________________
Signature Date

Office use only
Patient number__________________________________________________________________________
Date of final approval_____________________________________________________________________
Financial Class__________________________________________________________________________
Notes_________________________________________________________________________________
Reviewer______________________________________________________________________________


