
Serenity House Counseling, PLLC
3748 US 59 N, Ste A
Livingston, TX 77351

Serenityhousecounseling.com
Phone: (936) 259-2119
Fax: (936) 286-3106

Sliding Scale Program
The sliding fee program allows Serenity House Counseling (SHC) patients who are
uninsured or under-insured to receive behavioral health services at a lower cost. We
understand it’s not always possible for patients to be covered by health insurance, or that
insurance may have high deductibles. SHC offers a sliding fee program to assist patients
who may not qualify for public benefits and/or who are not able to afford the full cost of
healthcare. Community fundraising provides the resources which enable us to assist
patients who may not otherwise be able to afford their mental health therapy.

The sliding fee program only applies to services provided at Serenity House Counseling
(SHC) facilities. Slide discounts cannot be used at other doctor offices, pharmacies or
hospitals.

What services are offered?
● Individual Therapy
● Relationship Therapy
● Group Therapy

What is required to apply?
● Complete registration packet
● Provide proof of household income or financial assistance
● Household is defined as the applicant + spouse/significant other + their legal tax

dependents

How often do I need to apply?
Patients will need to apply for the sliding fee program at least every year. The discounts
will typically last 3, 6, or 12 months depending on the patient’s unique financial situation.
Patients renewing sliding scale eligibility will need to complete a new slide application
packet and submit current proof of income before their discount expires. If the discount
expires, the patient will have to pay the full charges until a new application packet is
processed and approved.

Will I qualify?
See next page for income levels and fees.



Behavioral Health Sliding Scale
Based on 2023 HHS Federal Poverty Guidelines

Yearly
% of Poverty

Level A- 100% B- 101-133% C- 134-166% D- 167-200%

Family Size/
Income

1 0 $14,580 $14,581 $19,391 $19,392 $24,202 $24,203 $29,160

2 0 $19,720 $19,721 $26,228 $26,229 $32,735 $32,736 $39,440

3 0 $24,860 $24,861 $33,064 $33,065 $41,267 $41,268 $49,720

4 0 $30,000 $30,001 $39,900 $39,901 $49,800 $49,801 $60,000

5 0 $35,140 $36,141 $46,736 $46,737 $58,332 $58,333 $70,280

6 0 $40,280 $40,281 $53,572 $53,573 $66,865 $66,866 $80,560

7 0 $45,420 $45,421 $60,409 $60,410 $75,397 $75,398 $90,840

8 0 $50,560 $50,561 $67,245 $67,246 $83,929 $83,930 $101,120

$5 Nominal Fee 75 % Discount 50% Discount 25% Discount

Monthly
% of Poverty Level A- 100% B- 101-133% C- 134-166% D- 167-200%

Family Size/
Income

1 0 $1,215 $1,216 $1,616 $1,617 $2,016 $2,017 $2,430

2 0 $1,643 $1,644 $2,186 $2,187 $2,728 $2,729 $3,287

3 0 $2,072 $2,073 $2,755 $2,756 $3,439 $3,440 $4,143

4 0 $2,500 $2,501 $3,325 $3,326 $4,150 $4,151 $5,000

5 0 $2,928 $2,929 $3,895 $3,896 $4,861 $4,862 $5,857

6 0 $3,357 $3,358 $4,464 $4,465 $5,572 $5,573 $6,713

7 0 $3,785 $3,786 $5,034 $5,035 $6,283 $6,284 $7,570

8 0 $4,213 $4,214 $5,604 $5,605 $6,994 $6,995 $8,427

$5 Nominal Fee 75 % Discount 50% Discount 25% Discount



Sliding Scale Fee Program Application

Applicant Information:
Which location are you applying for: Is this your:
____ Livingston ____ First Application
____ Fort Worth ____ Renewal Application

Name:__________________________________________ Date of Birth: __________________
Street Address: __________________________________
City, State: ______________________________________ Zip: __________________________
Email: __________________________________________ Phone: _______________________
Marital Status (optional): ___ Married ___ Single ___ Separated ___ Divorced ___ Widowed
Employer: __________________________ Employer Phone #: ___________________________
Employer Address: ______________________________________________________________

Household:

Household Members (Household = Spouse/Significant Other + Tax Dependents)

Name
(First, Last)

Relationship Date of Birth Health Insurance
Yes or No

Patient at SHC
Yes or No

TAX Dependent
Yes or No



Household Income (Household = Spouse/Significant Other + Tax Dependents)

Monthly/Annual
Income

YOU
(the Applicant)

Spouse/
Significant

Other

Children
(over 18)

Others
(Must be tax
dependent)

NAME OF
EMPLOYER
AND
EMPLOYER’S
ADDRESS

GROSS Wages,
Salaries & Tips

Self-Employment
or Stmnt
from Employer

Social Security &
Disability

Supplemental
Security
Income

Workers Comp
Benefits

Self-Declaration
of Income

Child Support &
Alimony

Savings, Interest
Income, Pensions

Rental Property,
Stocks,
Dividends, Other

TOTAL



Eligibility Information
Do you receivefood stamps? ❑ yes ❑ no
Did you file a tax return last year? ❑ yes ❑ no
Do you receiveany public assistance? ❑ yes ❑ no
Have you applied for Medicaid? ❑ yes ❑ no
Have you applied for Disability? ❑ yes ❑ no
Do youconsider yourself homeless? ❑ yes ❑ no
Do you receivechild support or alimony? ❑ yes ❑no
Do youhave health insurance? ❑ yes ❑ no

If so, what kind: ________________________ Howmuch is your Deductible? _______________

Proof of Income Documentation- Attach all items listed below to this application
____ PHOTO ID- a copy of your drivers license or other photo identification
____ PAYSTUBS- last/previous months paystubs of everyone working in the household OR a

“Statement of Incomefrom Employer” form from your employer with GROSS earnings
for the previous month.

SELF-EMPLOYED-complete/sign/date a “Self-Employed Statement” form AND make sure to
include your Schedule C

____ BENEFITS/INVESTMENTS/OTHER INCOME - copies of any benefits checks and/or bank
statements forall Investments, Social Security, Disability, Veterans Benefits,
Unemployment, Child Support “Paid or Received”, Alimony, TANF/AFDC

____ TAX RETURN - all pages of your most recent tax return.
____ZERO INCOME- applicants with ZERO income must complete/sign/date a “Zero

Income/Statement of Personal Assistance” form. If you are living off of savings, will need
a copy of yourbank or savings account statement.

____ RELEASE OF INFO/INCOME VERIFICATION - if receiving public assistance or you have
no/limited income, then complete

If the application is missing any of the above information or is not signed, it will be denied.

Patient Agreement
I certify that all statements contained herein are true and correct and subject to investigation. I
authorize the release of employment records and other financial information to an agent of SHC
for sliding fee determination purposes.I understand the following:

● I am responsible for paymentof all my copays at the time of service
● I will notify SHC of any changes to my income, household size or insurance status.
● I must renew my application to continue receiving the slide discount (at least

annually—more if requested).

Applicant’s Signature: Date:












