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2026 Financial Assistance Application

Financial Assistance applications are available by request to all clients.

Northern Pines Mental Health Center offers financial assistance for those that qualify.  The determining factors for financial assistance are:
· Gross Family Income – The amount of income from wages and salaries, but not limited to, coming into one household
· Household Size – The number of people residing, as primary residency, within a household


You can apply by completing the application attached and returning it to any NPMH location or by mailing it to PO Box 367 Little Falls, MN 56345. You can also apply online at our website NPMH.org. Navigate and click financial at the top, then the financial support services drop down, lastly click financial assistance application and complete the requested information.


Applications that do not provide proof of income will not be considered. Proof of income is required.


Approval of Financial Assistance is based on 365 days from the approval date. Please reapply for Financial Assistance upon expiration to be considered for continued reduced fees.


If you need any assistance completing this form, please ask a Support Specialist at any NPMH location, or feel free to call 320-632-6647, option 2.
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[bookmark: _Hlk98852129]NORTHERN PINES MENTAL HEALTH CENTER, INC. SLIDING FEE SCHEDULE 2026

	Family
  Size                                            
	Match household size to the number equal to or less than the household gross income on the chart below.  
The Fee at the bottom of that column is the sliding fee.


	
	100%
	110%
	120%
	130%
	140%
	150%
	160%
	170%
	180%
	190%
	200%
	210%
	220%
	230%
	240%
	250%
	260%
	270%
	285%

	one
	15,960
	17556
	19152
	20748
	22344
	23940
	25536
	27132
	28728
	30324
	31920
	33516
	35112
	36708
	38304
	39900
	41496
	43092
	43890

	two
	21,640
	23804
	25968
	28132
	30296
	32460
	34624
	36788
	38952
	41116
	43280
	45444
	47608
	49772
	51936
	54100
	56264
	58428
	59510

	three
	27,320
	30052
	32784
	35516
	38248
	40980
	43712
	46444
	49176
	51908
	54640
	57372
	60104
	62836
	65568
	68300
	71032
	73764
	75130

	four
	33,000
	36300
	39600
	42900
	46200
	49500
	52800
	56100
	59400
	62700
	66000
	69300
	72600
	75900
	79200
	82500
	85800
	89100
	90750

	five
	38,680
	42548
	46416
	50284
	54152
	58020
	61888
	65756
	69624
	73492
	77360
	81228
	85096
	88964
	92832
	96700
	100568
	104436
	106370

	six
	44,360
	48796
	53232
	57668
	62104
	66540
	70976
	75412
	79848
	84284
	88720
	93156
	97592
	102028
	106464
	110900
	115336
	119772
	121990

	seven
	50,040
	55044
	60048
	65052
	70056
	75060
	80064
	85068
	90072
	95076
	100080
	105084
	110088
	115092
	120096
	125100
	130104
	135108
	137610

	eight 
	55,720
	61292
	66864
	72436
	78008
	83580
	89152
	94724
	100296
	105868
	111440
	117012
	122584
	128156
	133728
	139300
	144872
	150444
	153230

	For family units with more than 8 members, add $5,680 to the annual income for each additional member.  For > 1 client / family, add 1 size to family for each client.

	CLIENT RESPONSIBILITY- Diagnostic/Comprehensive Assessment, Individual Therapy, and Individual SUDS.

	EACH
VISIT
	$0
	$0
	$10
	$10
	$20
	$20
	$30
	$30
	$40
	$40
	$50
	$50
	$75
	$75
	$100
	$100
	$125
	$125
	Full Fee

	CLIENT RESPONSIBILITY-All other qualifying services. 

	EACH VISIT
	$0
	$0
	$0
	$0
	$15
	$15
	$15
	$15
	$25
	$25
	$25
	$25
	$35
	$35
	$35
	$35
	$45
	$45
	Full Fee



*Incomes above the amounts in the 275% column do not qualify for sliding fees*



Sliding Fee Application
[bookmark: _Hlk98851959]Northern Pines Mental Health Center will provide services to all individuals regardless of their ability to pay.

**Please include the following (required): **
Copy of Two Months of Pay Stubs and/or 1040 Tax Form from previous year

	Applicant Information

		Full Name:
	
	
	

	
	Last
	First
	M.I.

	Address:
	
	
	

	
	Street Address
	
	Apartment/Unit #

	
	
	
	

	
	City
	State
	ZIP Code

	Date of Birth:
	
	                     Home Phone: 
	


Health Insurance Plan Name(s) ___________________________________________________________________________________
Policy ID(s): ____________________________________________________________________________________________
Northern Pines Location for Services: ________________________________________________________________________
Provider (if applicable): ___________________________________________________________________________________

	Reason(s) for applying: ____________________________________________________________________________________________________________
______________________________________________________________________________________________________


	.                                                                  Income and Expenses Information                                                                   .


	
Monthly Income: $__________________________________

Other income (If any):  $______________________________
Please attach proof 

Household Size: ____________________________________
The number of people residing, as primary residency, within a household

	Additional Information (optional):
  





**Please include the following (required): **
Copy of Two Months of Pay Stubs and/or 1040 Tax Form from previous year

I understand that if this application is approved for reduced or waived fees, the approval will be effective for one year and I will be responsible for reapplying for assistance for future consideration.  


Signature: _______________________________________________________ Date: ________________________________
If you need any assistance completing this form, please ask a Support Specialist at any NPMH location, or feel free to call 320-632-6647, option 2.
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