


KEDREN COMMUNITY CARE CLINIC 

SELF-DECLARATION OF INCOME 

All Fae/I/ties 

PATIENT'S NAME: ___________ DATE OF BIRTH: ____ _ 

Please check and complete the following information: 

I, _______________ , declare that I have been working and receiving 

cash payments in the amount of$ per (check one) __ day; __ week; 

__ bi-weekly; __ monthly. 

Name of Employer: _______________________ _ 

_____ I declare that I have no check stubs or other documentation to prove my earnings. 

_____ I declare that I am unemployed and do not have any income at this time. 

I understand that any falsification or failure to report any income or changes in income may result in my being 
ineligible for the sliding fee scale adjustment to my charges for services. 

SIGNATURE: ____________ _ DATE: ________ _ 

For staff use only 

Witness: 

I witness that this patient has no documentation for the proof of income: 

Print Name: ____________ _ Date: __________ _ 

Signature of Witness _________________ _ 






