
  Firefly Pediatrics 
Acknowledgment of Sliding Scale Discounts 

Patient Name: _____________________________________   Patient ID: _______________ 

 

I understand that Firefly Pediatrics offers a sliding scale discount to patients upon submission of a completed 
application. A completed application includes supporting documentation as requested by Firefly Pediatrics.  I 
further understand that approval and the amount of discount is based on my verified income as it compares to 
the Federal Poverty Income Guideline (FPIG), which can be found below and at 
https://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guidelines.  

  

  

 

 

 

 

 

I understand that I am not required to submit a sliding scale discount application, only if I wish to be considered 
for a discounted rate.  I also understand that I may decide to submit or withdraw my application for a sliding 
scale discount at any point now or in the future.  If I choose not to apply for a discount or to withdraw my 
application for a discount, I will pay the full rates as outlined on the Good Faith Estimate provided to me. 

 

 

_________________________________________________        ________________________ 

Signature of Parent/Legal Guardian                                                      Date 

 

_________________________________________________        ________________________ 

Signature of Firefly Pediatrics Office Staff                                         Date 

https://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guidelines

