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FOOTSTEPS COUNSELING, LLC
PO BOX 1221, ABERDEEN, SD 57402
121 4TH AVE SW, SUITE 1
ABERDEEN, SD 57401
PH: 605-725-2155 FAX: 605-725-2156

Name:
Address:
City: State: Zip:
Email: Phone:

FAMILY INFORMATION: NUMBER OF FAMILY MEMBERS:
DATE OF BIRTH

SELF
SPOUSE
CHILD
CHILD
CHILD
CHILD
CHILD

TOTALS

GROUP NUMBER NAME OF INSURED

I certify that the family size and income information above is correct
I certify that my active insurance will be used with my benefit if the sliding scale rate is higher than what my insurance will cover.
Must Provide a copy of all insurance cards.

Must Provide the last 2 MONTHS OF PAYSTUBS AND 2 YEARS OF TAX RETURNS

Applicant Name:_______________________________________________________________
Applicant Signature___________________________________________________________DATE:______________________

Monthly Income From Business/Self Employment 
Monthly Unemployment compensation, social 
security, SSI, Veteran Payments, Pension or 

Monthly Total
Yearly Income

Discounts will be based on household income and family size only. Footsteps Counseling defines a family as head of household, spouse, and dependant 
children

SLIDING FEE DISCOUNT INFORMATION (HRSA)
It is the policy of Footsteps Counseling, LLC to provide essential services regardless of the patient's ability to pay. Footsteps Counseling offers 
discounts based on family size and annual income.   

Please complete the following information and return to info@footstepscounselingaberdeensd.com to determine if you or members of your 
family are eligible for a discount. Discounts will be based on household income and family size only. Footsteps Counseling, LLC defines a 
Family as head of household, spouse, and dependent children.

The discount will apply to all services received at Footsteps Counseling, LLC, but not those services or equipment purchased from outside. You 
must complete this form every 3 months or if your financial situation changes. It is solely the patient’s responsibility to reapply for the Sliding 
Fee Discount Program

NAME

Monthly Gross Wages, salaries, Tips, ETC(Must 
Provide last 2 months paystubs

INCOME SOURCE: SELF OTHER 

Insurance Carrier Insurance Policy Number PRIMARY/SECONDARY



Office USE ONLY
Client Name:
Approved Discount:
Approved by:
Date Approved:
12 Month Review:

Yes Received No

Paystubs: Last 2 months __________________

Verification Checklist
Identification/Address: Driver's License, Utility bill, Employment, ID, Passport
Income:
Prior Year Tax Return _______________Year


