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Program Description
Consumers seeking services at NNAMHS will provide income information to receive services based on the Sliding Fee Scale.  People meeting current national poverty guidelines, which are obtained from https://aspe.hhs.gov/poverty-guidelines, will not be denied services if they are unable to pay and will be assessed for their payment responsibility at least annually and/or when income or job status changes.
PURPOSE
Consumers must access insurance and benefits to which they are eligible and will be appropriately billed according to their income.  Services are first billed to any insurance or third-party payers.  Consumer charges will be based on the DPBH Sliding Fee Scale.
SCOPE
This policy applies to all NNAMHS sites and programs.
PROCEDURES
· A consumer may be denied services if they are able to pay but refuse
· Urgent or emergent services will not be delayed or denied for failure to apply for benefits and/or pay for services
· At screening, administrative personnel at each NNAMHS office will:
· Notify the consumer that services are provided at full cost until receipt of:
· A completed Financial Information Form (FIF) (Attachment A1), including all applicable family members (spouse or partner) indicating gross income (before taxes).
· Collect proof of 30 days of income information (if possible), including:
· Social Security benefits
· Employment Income
· Other taxable earned income as defined by the Internal Revenue Service
· Child Support and child SSI should be included when calculating a parent/client’s SFS. A child’s SSD should NOT be counted towards a parent/client’s income. 
· If the consumer has no insurance, or any insurance other than a Medicare product, they can attest to their income without the provision of the above documentation. This is Self-Attestation, and staff must mark the Self-Attestation Approved box of the form when applicable
· Medicare and Medicare Advantage Plans cannot use Self Attestation as their proof of income and consumers with Medicare must provide documented Proof of Income (POI) to qualify for the Sliding Scale Fee
	
· Consumers with Medicare Advantage Plans, by contract, are required to make an applicable copay that cannot be adjusted by the sliding fee scale unless otherwise approved by Agency Administration
· Administrative personnel will determine the consumer cost Tier (percentage) using the Nevada Sliding Fee Scale chart.  This chart is updated annually in January based on Federal Poverty Guidelines. The consumer Tier level must be indicated on the completed FIF in the Staff Only area, and approved by the consumer signature
· Once the Tier is determined, administrative personnel can notify the consumer of their maximum payment responsibility from the Direct Client Sliding Fee Schedule- commonly called the Client Cost Chart. The chart should be posted in a visible location in each NNAMHS office.
· Administrative personnel will ensure that income and insurance information are current on an ongoing basis.
· The consumer must report changes to their income and/or insurance coverage and complete a new Eligibility and Financial form and provide required documentation of income to verify their Tier on the Sliding Fee Scale (Attachment A2).
· Annually – between November and January, administrative personnel will ensure the completion of a new Eligibility and Financial form, along with approved self-attestation or 30 days of income information, regardless of whether there have been any changes.
ATTACHMENTS
A1         	 Eligibility and Financial Form (FIF)
A2 	         2020 DPBH Sliding Scale Fee chart
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ATTACHMENT Al
NEVADA DIVISION OF PUBLIC AND BEHAVIORAL HEALTH

AVATAR D #:
(FOR STAFF USE ONLY)

MENTAL HEALTH SERVICES
FINANCIAL INFORMATION FORM

Date:

SECTION 1 — PERSONAL INFORMATION
Name:

Social Security Number: _ - -

Date of Birth:
Physical Address: Mailing Address: Gender: Marital Status: (Please check one)

[ IMale [ ]Female [ ISingle [ IMarried
[ ]Divorced [ ]Widowed
[ 1Separated

Other Contact Info: Are you employed? (Please check one)
[ IYes [ ]No

HomeJNumBer: If yes, name and address of employer:

Work Number:

Cell Number:
(IF MARRIED): Spouse Name: Is spouse employed? (Please check one)
Spouse Date of Birth: [ TYes [ INo

If yes, name and address of employer:
Spouse SS#:

Are you (or spouse) a Veteran?

[ IYyes [ INo
SECTION 2 — FINANCIAL INFORMATION

Number of Dependents: Gross Income:

(Only dependents under age 18, full-time student living at home and claimed on parent’s
tax return, or other disabled dependent that qualifies for inclusion on tax return can be

considered for establishing sliding scale-fee) SpOUSE Gross Income:
*(Income before deductions)

" Other Income (please check all applicable sources):

[ 1SSIS (PER MONTH) [ 1SsSDIS (PER MONTH) [ IVABENEFITSS___ (PERMONTH)

[ IMILITARY BENEFITSS___ (PERMONTH) [ JALIMONY S (PER MONTH)

[ JCHILD SUPPORT $ (PER MONTH) [ ICHILD SSI' S (PER MONTH)

[ ]TRUST ACCTS (PERMONTH) [ JPENSIONS S (permonTH) [ JUNEMPLOYMENT S (PER MONTH)
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SECTION 3 — INSURANCE INFORMATION

Please check ANY insurance benefits you receive
currently: NOTE: You must present insurance ID card in order to
[ IMEDICARE [ JMEDICAID [ ]PRIVATE INSURANCE verify your benefits.
[ ]JVA BENEFITS Branch of Service:
[ ]IHS (Indian Health Services) [ JVICTIMS OF CRIME
Primary Insurance Coverage: Secondary Insurance Coverage:
Insurance: Insurance:
Policy #: Policy #:
Group #: Group #:
Policy Holder: Policy Holder:
Policy Holder’s SS#: Policy Holder’s SS#:
Policy Holder’s Date of Birth: Policy Holder’s Date of Birth:
Relationship to Insured: Relationship to Insured:
Pharmacy Info: Pharmacy Phone #:
Where you fill: Coverage (Co-Pay):

SECTION 4 — Consent, Self-Attestation and Authorization

| attest through signature that the information provided herein is correct and complete to the best of my knowledge. | request my charges
be based on the sliding fee scale in effect at the time services are received (based on my gross annual income and number of dependents). |
understand that if | fail to provide written verification of income, if requested, that | may be charged full cost for services received, based
on current agency fee schedules in effect at the time services are received.

| authorize Nevada Division of Public and Behavioral Health to disclose Psychiatric/Drug/ETOH/HIV/general medical information, verbal
disclosure and/or a copy of my protected health information as requested by company/agency indicated for the purpose of payment of
claims.

I authorize Nevada Division of Public and Behavioral Health to bill my insurance company for services provided. | further authorize my
insurance company to pay claimsdirectly to Nevada Division of Public and Behavioral Health. | understand that | am responsible for
payment of the full cost of services (or sliding scale-fee cost if applicable) regardless of how much insurance pays on my claims.

| agree to make reasonable efforts to resolve any payment problems with the Business Office and understand that, if an unpaid balance
remains, my account may be referred for collections. | further agree to notify the Division of any changes in my income, insurance

coverage, number of dependents, or any other information contained herein within 10 days of such changes.

Signed: Date:

Patient or legal guardian

TO BE COMPLETED BY STAFF:

Medicare: [ ] Yes [ ] No *If yes, proof of income is required.

Sliding Fee Scale at % Total Annual Income $

Self-Attestation Approved: [ J[Yes [ ]No

Staff/Witness Signature: Date:
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ATTACHMENT A2

1 FAMILY MEMBER

NEVADA MENTAL HEALTH SERVICES

EFFECTIVE 1/12/2022
FINANCIAL ELIGIBILITY FOR SERVICES AND REDUCED FEES (SLIDING FEE AND BENEFIT SCALE)

Combined Gross Family Income

SLIDING FEE SCALE
% OF BILLED RATE

$0 $27,179 0%

$27.180 $28 689 10%
$28,690 $30,199 20%
$30,200 $31,709 30%
$31.710 $33.219 40%
$33,220 $34,729 50%
$34,730 $36,239 60%
$36,240 $37,749 70%
$37,750 $39.259 80%
$39,260 $40,769 90%
$40,770 & UP 100%

2 FAMILY MEMBERS

Combined Gross Family Income

SLIDING FEE SCALE
% OF BILLED RATE

Minimum Based on 200% of Federal Poverty Level Guidelines (2022)
Maximum Based on 300% of Federal Poverty Level Guidelines (2022)

5 FAMILY MEMBERS

Scale is applicable to all mental health services including inpatient, outpatient, medication clinic, service coordination and psychosocial rehabilitation.

Combined Gross Family Income

SLIDING FEE SCALE
% OF BILLED RATE

$0 $64,939 0%
$64,940 $68,547 10%
$68,548 $72,155 20%
$72,156 $75,762 30%
$75.763 $79,370 40%
$79,371 $82,978 50%
$82,979 $86,586 60%
$86.587 $90,193 70%
$90.194 $93,801 80%
$93.802 $97 400 0%
$97.410 & UP 100%

6 FAMILY MEMBERS

Combined Gross Family Income

SLIDING FEE SCALE
% OF BILLED RATE

S0 $38,619 0%

$36,620 $38 653 10%
$38,654 $40,688 20%
$40,689 $42722 30%
$42,723 $44,757 40%
$44,758 $46,791 50%
$46,792 $48 826 60%
$48,827 $50,860 70%
$50,861 $52,895 80%
$52,896 $54,929 90%
$54,930 & UP 100%

3 FAMILY MEMBERS

Combined Gross Family Income

SLIDING FEE SCALE
% OF BILLED RATE

$0 $74,379 0%
$74,380 $78,511 10%
$78,512 $82,643 20%
$82,644 $86,776 30%
$86,777 $90,908 40%
$90,909 $95,040 50%
$95,041 $99,172 60%
$99.173 $103.305 70%

$103,306 $107,437 80%
$107,438 $111,569 90%
$111,570 & UP 100%

7 FAMILY MEMBERS

Combined Gross Family income

SLIDING FEE SCALE
% OF BILLED RATE

$0 $48,059 0%
$46,060 $48,618 10%
$48,619 $51.177 20%
$51,178 $53,.736 30%

........... $53,737 $56,295 40%
$56,296 $58,853 50%
$58,854 $61,412 60%
$61,413 $63,971 70%
$63,972 $66,530 80%
$66,531 $69,089 90%
$69,090 & UP 100%

4 FAMILY MEMBERS

$0 $83,819 0%
$83,820 $88,476 10%
$88,477 $93,132 20%
$93,133 $97,789 30%
$97,790 $102,448 40%
$102,447 $107,102 50%

$107,103 $111,759 60%
$111,760 $116,416 70%
$116,417 $121,072 80%
$121,073 $125729 90%
$125,730 &UP 100%

Combined Gross Family Income

SLIDING FEE SCALE
% OF BILLED RATE

8 FAMILY MEMBERS

Combined Gross Family Income

SLIDING FEE SCALE
% OF BILLED RATE

$0 $55,499 0%

........... $55,500 $58,582 10%
$58,583 $61,666 20%
$61,667 $64,749 30%
864,750 $67,832 40%
.. 567,833 $70,916 50%
$70.917 $73,999 60%
$74,000 $77,082 70%
$77,083 $80,166 80%
$80,167 $83,249 90%
$83,250 & UP 100%

$0 $93,259 0%
$93260 $98,440 10%
$98,441 $103,621 20%
$103.622 $108,802 30%
$108,803 $113,983 40%
$113,984 $119,165 50%

$119,166 $124,346 60%
$124,347 $129,527 70%
$129,528 $134,708 80%
AAAAAAAAA $134,709 $139,889 90%
$T39,650 & UP 100%




c.walsh

Highlight










image4.jpg
OLLE
-




