Timboon & District Healthcare Service

Income Self-Declaration
Form

(Affix patient identification label here)

URN
Family Name:

Given Name:
Address:

Date of Birth: Sex: oM oOF

Your Details

Name:

Address:

Telephone Number:

Income Level

Please indicate your income level before tax by ticking the correct box below.

Income Income Range Tick
Level Below
Low Less than $36,438
Single Medium $36,438 to $79,514
High More than $79,514
Low Less than $55,770
Couple Medium $55,770 to $106,298
High More than $106,298
Less than $61,647
Low (plus $5,877 for each additional child)
Family (with $61,647 to $111,941
one child) Medium (plus $5,877 for each additional child)
More than $111,941
High (plus $5,877 for each additional child)
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Identifying factors affecting your ability to pay fees for services

Do you have high expenditure in any of these areas?

Tick if yes

Is this short-
term or on-
going?

Pharmaceutical or medical costs

Aids and equipment, including continence products

Specialist care

Additional school costs

Special foods

Temporary care or respite

Special clothing

Utilities (telephone, water, power, gas) where there is
higher usage due to a disability (for example, people
using pumps overnight do not get a concession on
utilities bill)

Medical supplies / pharmacy expenses

Increased property costs where this is related to the
additional cost of disability (for example if you have had
to modify your house or move to access services,
replacing carpets and bedding)

Transport (for example where due to a disability you are
not able to use your own car or public transport)

Specialist care or related costs (e.g. Accommodation and
travel costs to see a specialist at another location)

Health or medical insurance costs due to disability

The cost of services other than HACC services

Other (please specify)

| agree that this information can be used to set fees for the service/s | receive. | acknowledge

that the fee | am charged will be reviewed from time to time at my request or the service

providers request.

] Yes ] No

YOUN SIBNATUIE: ..ottt et e et e s e e saneenaenns

............... Date:

A

Staff Signature:

Date: ]




