
 BAYSIDE COUNSELING MINISTRY 

APPLICATION INSTRUCTIONS: 
1) Fill!out!the application!by!hand or electronically.!!

2) Return!your!application!via!the!following!options:!(PLEASE!NOTE:!options!1!&!2!have!quickest!response)!

• Fill out interactive form electronically, save, then email it to:!julie.black@baysideonline.com!

• Print, fill out manually, scan, then email to julie.black@baysideonline.com

• Print, fill out, then drop!off!at!the Granite Bay!Church!Office:!8207!Sierra!College!Blvd.!(MSF,!9am-5pm)!

• Print, fill out, then mail!to:!Bayside!Church!Counseling!Ministry,!PO!Box!2336,!Granite!Bay,!CA!95746!

3) Allow!5S10!working!days!for!case!assignment!to!one!of!our!counselors.!They!will!call!you!to!set!up!the!apointment.

FEE STRUCTURE: 
• Clinical Counseling Reduced Fee: $80.00, per 1 hour session

• Low-Income/Sliding Scale Fee*: $35.00 - $80.00,  per 1 hour session

*Our low-income clients who are unable to afford the full amount may pay a portion of the fee based on the Sliding Scale
below as long as they provide documentation of income.

Your Sliding Scale fee will be determined by: 

• Evaluating your household gross monthly income and the number of people this income supports. (1 person, 2
people, etc.)

• Those applying for the low-income sliding scale fee MUST BRING DOCUMENTATION of their monthly income to
their first scheduled counseling appointment: 2 pay stubs for each working spouse, or a copy of your Federal
Tax Return.

• Those WITHOUT documentation will be charged the regular fee of $80.00

SLIDING SCALE 
Gross monthly income 

(before deductions) 
1 

Person 
household 

2 
Person 

household 

3 
Person 

household 

4 
Person 

household 

5 
Person 

household 

Under $3,000 $45 $40 $35 $35 $35 
$3,000 – 4,000 $50 $45 $40 $35 $35 
$4,000 – 5,000 $60 $50 $50 $50 $50
$5,000 – 6,500 $80 $80 $80 $80 $80 

!

!It is our desire to assist you with         counseling that is both biblical 
and appropria te to your level of need. All counseling is provided by   

individuals who have a personal relationship with Jesus Christ .

!
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