OPI Fee Assessment Worksheet


	
	Name: (last, first, middle initial)
	Prime #:
	


Monthly income/ Gross amount:  "Gross Income" means household income from salaries, interest and dividends, pensions, Social Security, railroad retirement benefits, and any other income prior to any deductions. "Household" means the individual, spouse and any dependents as defined by the Internal Revenue Service (household members who file taxes jointly.) Itemize below and enter total in box below. 
	Type of Income
	# in Household:

Date:
	# in Household:

Date:
	# in Household:

Date:
	# in Household:

Date:

	Social Security - Self                  
	$
	$
	$
	$

	Social Security - Spouse
	
	
	
	

	VA Benefits
	
	
	
	

	Pensions
	
	
	
	

	Salaries
	
	
	
	

	Interest/Dividends/Annuities
	
	
	
	

	Railroad Benefits
	
	
	
	

	Rental/sale of property
	
	
	
	

	Other/specify
	
	
	
	

	TOTAL
	$
	$
	$
	$


       Allowable Deductions: All medical costs which are the responsibility of the household. Itemize below and enter total in box below.
	Medical Deductions
	Date:
	Date:
	Date:
	Date:

	Prescription Drugs
	$
	$
	$
	$

	Over the counter Medications
	
	
	
	

	Supplemental Insurance
	
	
	
	

	DR’s/Co-pays
	
	
	
	

	Dental/vision exams
	
	
	
	

	Hospital costs
	
	
	
	

	Medical equipment/ supplies
	
	
	
	

	Nursing home cost
	
	
	
	

	Other Medically related/specify
	
	
	
	


	TOTAL
	$
	$
	$
	$


	Adjusted  monthly income: (Monthly income minus allowable deductions)
	
	
	
	


Client Signature                                                                   Initials                             Initials                             Initials__________                
	Using adjusted income & OPI Sliding fee Schedule


	Provider Type:

HC:$ __________   
PC:$ __________
	Provider Type:
HC:$_________         PC:$__________  

	Provider Type:

HC:$ _________

PC:$ _________                               
 
	Provider Type:

HC:$ ________     

PC:$ _________

	$5.00 annual surcharge


	Date Received:
	Date Received:
	Date Received:
	Date Received:


The recipient of services understands the OPI fee schedule and agrees to pay up to $                       per month for services.  If client pays a co-pay for In-Home services at any time during the year client DOES NOT pay annual surcharge.

Client Signature                                                                                   Date ___________
Case Manager Signature                                                                               Date ____     ____
Updated 1/10 Fee Assessment with $5 surcharge

