
Castle Valley Children’s Clinic

820 Castle Valley BLVD. STE. 204
New Castle, CO 81647

2615 Dolores Way Unit 103

Carbondale, CO 81623

970-984-3333 (PH)/970-984-0293 (Fax)
Financial Assistance Program

Castle Valley Children’s Clinic may provide financial assistance to those patients whose income and family size together fall within our program guidelines. 

The following guidelines must be met to qualify for financial assistance:

· Proof of income for each person in the household over 18 years of age.

· Provide information on additional income (alimony, child support, etc.).
· Current account must have a zero balance and be in good standing.

It is our policy to provide essential services regardless of the client’s ability to pay. A sliding scale fee is used to calculate what pay scale or if a patient qualifies. We use information from federal poverty guidelines and state programs. Should you qualify, we will approve you from 30 days to 3 months. Should your income show that you should qualify for Medicaid a denial letter or other explanation may be required. 

Policy

· Not everyone qualifies for financial assistance.

· Lab send outs are not covered. However, they are charged at a reduced rate if paid for at time of service. 

· Fee is required at time of service, or you are responsible for the entire bill, and sliding scale will not be applied. 

· Vaccines are an additional $15.00 each.

· In office services are the only services covered. COSMETIC SERVICES ARE NOT A COVERED SERVICE. (wart removal, etc.)

Castle Valley Children’s Clinic
820Castle Valley Blvd. Suite 204

New Castle, Colorado 81647

970.984.3333 fax 970.984.0293

Financial Assistance Application
Date ___________

Responsible party information

Name:  _________________________________
DOB:  ___________________

Mailing address: __________________________________________________________



Street/PO Box


City


State
Zip

Physical address:__________________________________________________________




Street



City


State
Zip

Telephone #______________     Cell # ________________
   Work# ________________

Relationship to patients in this clinic: _________________________________________

Persons residing in residence (list all)
Name



DOB

Relationship

Employer

Do you have insurance coverage for any patients seen in this clinic? Y/N

If yes, name of insurance company: _____________________________

Continued on next page
Castle Valley Children’s Clinic

820Castle Valley Blvd. Suite 204

New Castle, Colorado 81647

970.984.3333 fax 970.984.0293

Income
(include all persons over the age of 18)

Pay period 
___Weekly

____Bi weekly

____Monthly

Unemployment 
_________

Child Support/Alimony ___________

SS disability
_________

Other income 

___________

Gross amount each pay period
 _____________
Net _______________

Gross monthly income 

_____________

Net _______________
Household income last 6 months______________

Household income last 3 months __________

Total gross income ___________________

Net ______________
I understand that the information submitted to CVCC is subject to verification by CVCC and is subject to review of federal or state agencies and others as required. Under the penalty of perjury, I affirm that the above information is true and correct.
________________________________________
____________

(Parent/Guardian)




(Date)

OFFICE USE ONLY:
Date received
___________________

Provided documents
____________________________ Attached copies Y / N




(pay stubs, income tax, etc…)

Total in household
_________________

Annual Income

_________________

Qualify/Denied

_________________

$____________

Start Date _______________
Expire Date ______________
30/60/90 days
Reviewed / Approved by ______________________________________
Date ________

Referred to Social Services/CHP+  Y / N  
Date referred _____________  R/G

5/26/26


