




The Chautauqua Center Sliding Fee 
Self-Declaration Form 

To Be filled out by The Patient 

Para ser llenado por el paciente 

Date (Fecha): __________________ 

Patient Name (Nombre del paciente): ______________________________________ 

To Whom It may Concern (A quien corresponda): 

I declare that my household monthly income is_______________ and/or my family size 
is________. 

Declaro que mi ingreso en mi hogar mensual es _______________ y/o el tamaño de mi familia 
es________. 

Please use this in determining my Sliding Fee eligibility. 

Por favor use esto para determinar mi elegibilidad. 

Yours truly (Sinceramente), 

Patient Signature (firma del Paciente) 



2025 Sliding Fee Schedule - Effective 2/1/25(Based Upon 2025 Federal Poverty Guidelines)

Percentage of Federal Poverty
Guidelines

ANNUAL NET INCOME

0 100% 101%- 125% 126%- 150% 151%- 175% 176%- 200% Over 200% Over 200%

Family Size FROM TO FROM TO FROM TO FROM TO FROM TO FROM TO

1 0 $15,650 $15,651 $19,563 $19,564 $23,475 $23,476 $27,388 $27,389 $31,300 $31,301 and over
2 0 $21,150 $21,151 $26,438 $26,439 $31,725 $31,726 $37,013 $37,014 $42,300 $42,301 and over
3 0 $26,650 $26,651 $33,313 $33,314 $39,975 $39,976 $46,638 $46,639 $53,300 $53,301 and over
4 0 $32,150 $32,151 $40,188 $40,189 $48,225 $48,226 $56,263 $56,264 $64,300 $64,301 and over
5 0 $37,650 $37,651 $47,063 $47,064 $56,475 $56,476 $65,888 $65,889 $75,300 $75,301 and over
6 0 $43,150 $43,151 $53,938 $53,939 $64,725 $64,726 $75,513 $75,514 $86,300 $86,301 and over
7 0 $48,650 $48,651 $60,813 $60,814 $72,975 $72,976 $85,138 $85,139 $97,300 $97,301 and over
8 0 $54,150 $54,151 $67,688 $67,689 $81,225 $81,226 $94,763 $94,764 $108,300 $108,301 and over

Each Additional $5500

Percentage of Federal Poverty
Guidelines

NET INCOME per MONTH
0 100% 101%- 125% 126%- 150% 151%- 175% 176%- 200% Over 200% Over 200%

Family Size FROM TO FROM TO FROM TO FROM TO FROM TO FROM TO

1 0 $1,304 $1,305 $1,630 $1,631 $1,956 $1,957 $2,282 $2,283 $2,608 $2,609 and over
2 0 $1,763 $1,764 $2,203 $2,204 $2,644 $2,645 $3,084 $3,085 $3,525 $3,526 and over
3 0 $2,221 $2,222 $2,776 $2,777 $3,331 $3,332 $3,886 $3,887 $4,442 $4,443 and over
4 0 $2,679 $2,680 $3,349 $3,350 $4,019 $4,020 $4,689 $4,690 $5,358 $5,359 and over
5 0 $3,137 $3,138 $3,922 $3,923 $4,706 $4,707 $5,491 $5,492 $6,275 $6,276 and over
6 0 $3,596 $3,597 $4,495 $4,496 $5,394 $5,395 $6,293 $6,294 $7,192 $7,193 and over
7 0 $4,054 $4,055 $5,068 $5,069 $6,081 $6,082 $7,095 $7,096 $8,108 $8,109 and over
8 0 $4,512 $4,513 $5,641 $5,642 $6,769 $6,770 $7,897 $7,898 $9,025 $9,026 and over

Each Additional $458.33

MEDICAL/BEHAVIORAL HEALTH
A B C D E F

per visit** See below
$15

Pay 20% of Charges,
80% Discount

Pay 40% of Charges,
60% Discount

Pay 60% of Charges, 40%
Discount

Pay 80% of Charges, 20%
Discount

Full Fee
All services

DENTAL A B C D E
Diagnostic & Preventative

Per visit
$15 $30 $50 $60 Full Fee

Restorative, Endo & Major
Restorative

$15 per visit* Pay 20% of Charges, 80% Discount
Pay 60% of Charges, 40%

Discount
Pay 80% of Charges, 20%

Discount
Full Fee

PHARMACY A B C D E

340B Acquisition Cost+ Dispensing

Fee Per Script
340B AC Cost +

Dispensing Fee $0
340B AC Cost+ Disp Fee

$2.50
340B AC Cost+ Disp Fee $5.00 340B AC Cost + Disp Fee

$7.50 Full Fee

PHYSICAL & OCCUP THERAPY/ ST A B C D E

PT/OT/ST
All services

$15 $25 $35 $45 Full Fee

Updated 01/23/25
**TCC Collect the minimum of these amounts at each visit for Medical/BH. Advise patent's at 100% and above, they may get a bill for difference based on

provider billings.

Established Patients $15.00 $16.20 $32.00 $48.00 $64.00 $80.00
NEWPatients $15.00 $19.20 $38.40 $57.60 $76.80 $96.00



 

75 E Third St, Dunkirk, NY 14048 
1134 Central Ave, Dunkirk, NY 14048 
107 Institute St, Jamestown, NY 14701 

www.tcchealth.com

 

 
 

 

 

 


