Solicitud Para Reducción De Honorarios 
Fecha: ______________

Nombre: 

__________________________

Dirección: 
__________________________

Teléfono: 
__________________________

Razones para solicitar la reducción: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________

For Office Use Only
Clinical Justification: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Sliding Scale Fee 
_____________
Billing initials _____

Requested Fee


_____________
Billing initials _____

Approved for _____sessions at _____dollars  supervisor initials
_____

Approved by ________________________
