The Guidance Center
Sliding Fee Scale 2026


Sliding fee scale daily visit amounts are based on your ability to pay as established by the chart below.  Annual income limits in the chart are based on 2026 Federal Poverty Level (FPL) guidelines and are updated annually.  Your sliding fee scale daily visit amount is determined at least annually, or whenever your financial situation changes.  No person will be denied service based on their lack of ability to pay.  

Definition of Income:
Examples of income include earnings, unemployment compensation, workers’ compensation, Social Security, Supplemental Security Income, public assistance, Veterans’ payments, survivor benefits, pension, retirement income, interest, dividends, rents, royalties, income from estates, trusts, educational assistance, alimony, child support, assistance from outside the household, and other miscellaneous sources.  Income does NOT include capital gains or losses, noncash benefits (i.e. food stamps, housing subsidies), and tax credits.

Proof of Income:
Proof of income is required in order to determine your sliding fee scale daily visit amount.  A copy of your federal tax return, W-2, three most recent pay stubs or unemployment benefit letter may be used.  If you do not have these documents, you may sign the Income Self-Attestation Form.  

	Family Size
	Annual Income          (at or below 100% of FPL)
	Annual Income (between 101%-150% of FPL)
	Annual Income (between 151-200% of FPL)

	1
	$0-$15,960
	$15,961-$23,940
	$23,941-$31,920

	2
	$0-$21,640
	$21,641-$32,460
	$32,461-$43,280

	3
	$0-$27,320
	$27,321-$40,980
	$40,981-$54,640

	4
	$0-$33,000
	$33,001-$49,500
	$49,501-$66,000

	5
	$0-$38,680
	$38,681-$58,020
	$58,021-$77,360

	6
	$0-$44,360
	$44,361-$66,540
	$66,541-$88,720

	7
	$0-$50,040
	$50,041-$75,060
	$75,061-$100,080

	8
	$0-$55,720
	$55,721-$83,580
	$83,581-$111,440

	9
	$0-$61,400
	$61,401-$92,100
	$92,101-$122,800

	10
	$0-$67,080
	$67,081-$100,620
	$100,621-$134,160

	For each additional family member add:
	$5,680
	$8,520
	$11,360



	Your sliding fee scale daily visit amount
	$0
	$5
	$10

	Your maximum monthly amount
	$0
	$20
	$40



I understand that I am responsible for fees rendered, during any date of service, up to my sliding fee scale daily visit amount, or my maximum monthly amount, whichever is lower.  

My sliding fee scale daily visit amount is $___________.      My maximum monthly amount is $_____________

I attest that the information provided to determine my fee is true and accurate to the best of my knowledge.  

________________________________________                       ________________________
Client/Parent/Guardian					          Date

________________________________________                       ________________________
Witness							          Date




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