
Sliding 
Fee Discount

Program

Siouxland Mental Health Center (SMHC) is a 
nonprofit community mental health center that 

provides a comprehensive range of mental health 
services for the evaluation and treatment of people
 of all ages experiencing mental illness, individual 
or family emotional distress, and overwhelmingly 

stressful circumstances.

Siouxland Mental Health Center serves all
individuals within Woodbury County for the 

treatment of mental illness. 

712-252-3871

Sliding Fee Discount Application
It is the policy of Siouxland Mental Health 
Center to provide behavioral health services
regardless of the patient's inability to pay. 
Discounts are offered based on household
size and annual income. Please complete the
following information and return to the front
desk to determine if you or members of your 
family are eligible for a discount.
 
The discount will apply to all services received
at this clinic, but not those services or 
equipment that are purchased from outside
entities, including reference laboratory testing, 
drugs and other such services. This form must
be completed every 12 months or if your 
financial situation changes.

Siouxland Mental Health Center is a Federally
Qualified Health Center. We are able to offer 
a discount on some services based on a 
household’s income and size. Sliding fee 
calculations are determined by using Federal
Income Tax forms, W-2’s or last two 
consecutive pay stubs. SMHC then uses the 
Sliding Fee table to determine eligibility.

Your household discount will be assessed 
on an annual basis. 

PLEASE NOTE: Patient may be responsible for
the payment of some procedures, labs and 
medications. 

If you have any questions please contact the 
SMHC Billing Department at 712-252-3871.  

 

Siouxland Mental Health Center
625 Court Street 

Sioux City, IA 51102
www.siouxlandmentalhealth.com

712-252-3871
“Making a difference in the community,
by making a difference in people’s lives”
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