SLIDING SCALE AGREEMENT

It is the policy of Pop Therapy LLC to provide essential services regardless of the patient’s ability to pay. Pop
Therapy offers discounts based on family size and annual income.

If you require assistance completing this document, please contact Saima Hussain.

Documents that will help you complete this form.

Identification (drivers license, Employment id, school id, utility bill)
Proof of income (W2s, pay stubs, bank statement (you can black out all other information)

Student ID

Please complete the following information and return to Saima Hussain in person or by email. This information
will be used to determine if you or members of your family are eligible for a reduced fee.

Name

Street Address

State, City and Zipcode

Phone number

If you are a full-time student, please stop here and initial.

Please list all household members, including those under age 18.

Name Date of Birth

Self




Source

Self

Other

Total

Gross wages, salaries,
tips, etc.

Income from business
and self employment

Unemployment
compensation, social
security income,
veterans payments,
survivor benefits,
pension or retirement
income.

Interest, other income

Total INCOME




In an effort to provide psychotherapy during economic hardship, Pop Therapy LLC offers a sliding scale
option to the normal fee schedule. The sliding scale program is reserved for those in significant financial
hardship.

| understand that Pop Therapy LLC charges the following fees for a 50 minute session/initial consultation is
$125 and follow-up 50 minute sessions are $125.

| agree to a reduced fee of: $_ per visit/week/month/other:

| understand that this reduced rate is good for and will expire one year from today.

Upon expiration, | may renegotiate a rate for services based on my financial status and availability at Pop
Therapy LLC.

The reduced rate option is contingent upon my financial hardship and the fee agreement will become null and
void should my financial status improve. | agree to notify Pop Therapy LLC immediately should my financial
status change so that a new agreement can be reached.

My signature indicates that | have reviewed and understand the terms and conditions of the Sliding Scale
Program.

Client’s Name: Date:

Client’s Signature: Date:

Clinician’s Signature & Credentials: Date:
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