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	 Financial Agreement
07/17/08


	

	Client Information

	Name:
	
	Soc Security #
	

	
	
	Date of Birth:
	

	
	
	
	

	

	Responsible Party 

	Name:
	
	Telephone:
	

	Relationship to Client:
	
	Cell Phone: 
	

	Address (if different from client):
	
	Apt.#:
	

	City, State:
	
	Zip: 
	

	
	
	
	

	

	Billing Information 

	

	   □ No current health insurance coverage                        □ Medical Card # ____________________    

	   □ Insurance                                                                    □ Medicare Card # ___________________    

	   □ Employer EAP  ________________________         □ Cenpatico Card # ___________________  

	                                                       (company)

	

	Primary Insurance

	Name (Policy Holder):
	
	Soc Security #:
	

	Address:
	
	DOB:
	

	Telephone #: 
	
	Cell Phone #:
	

	Insurance Company:
	
	Group/Plan #:
	

	Policy ID #:
	
	Employer:
	

	Insurance Co. Phone #:
	
	
	

	

	Secondary Insurance (if applicable)

	Name (Policy Holder):
	
	Soc Security #:
	

	Address:
	
	DOB:
	

	Telephone #: 
	
	Cell Phone #:
	

	Insurance Company:
	
	Group/Plan #:
	

	Policy ID #:
	
	Employer:
	

	Insurance Co. Phone #:
	
	
	


By signing this agreement you agree to and acknowledge each of the following conditions.
1. The information provided regarding insurance coverage is accurate. 

2. The client or you, as the client’s parent or guardian, are responsible for payment for fees for professional services.
3. If the client is covered by an insurance policy and if Youthville Family Consultation Service agrees to bill that insurance company for services rendered to the client, you are responsible for completing any required preauthorization of services and for all applicable co-payments, deductibles, coinsurance, and non-allowable charges.

4. Payment for any and all required co-payments, deductibles, coinsurance and non-allowable charges is required and due at the time the service is delivered.  Payment must be in the form of cash, check or credit/debit card.

5. There is a higher fee for your first appointment than on-going appointments. 

6. A no show appointment (failure to cancel 24 hours prior) will require full payment of your fee before being rescheduled. 

7. If your insurance company denies, refuses, or fails to make payments for the services rendered, Youthville Family Consultation Service will notify you in writing and require immediate payment of all sums due. 

8. Insufficient fund checks will be assessed a $30.00 charge. 

9. Defaulted accounts may be sent to collection.  You will be responsible for the cost of collection plus any related court, legal, or attorney fees. 

10. You may be liable for a client obligation under Medicaid and will be required to pay any such obligation in full.

11. You are responsible for notifying Youthville Family Consultation Service of any changes in name, address, telephone number or insurance coverage. 

12. By signing this agreement, you agree to allow Youthville Family Consultation Service to release any and all information necessary for filing insurance claims and collecting fees from your insurance company.
13. In order to meet the needs of all clients, Youthville Family Consultation Service will necessarily discontinue treatment for a client who NO SHOWS or cancels appointments frequently. For further questions, discuss this policy with the assigned therapist. 
14. If a former client of Youthville Family Consultation Service requests future services but has an unpaid balance from previous services, payment of the unpaid fee balance is required prior to the initiation of services. A payment plan may be established. 
	PRIVATE 
ASSIGNMENT OF BENEFITS


I authorize benefits payable under the above named insurance contract to be paid directly to the provider, (Youthville Family Consultation Service).  A copy of this form shall be considered as valid as the original form.
Signature X








Date



             I understand I am responsible for any balance remaining after insurance and write-offs. 
Signature X








Date





	For Office Use Only

	 FORMCHECKBOX 
 Copy of Insurance Card, Front & Back
	 FORMCHECKBOX 
 Copy of this document to Parent/Guardian/Policy Holder

	 FORMCHECKBOX 
 Copy of this document and copy of insurance card to the client file.

	 FORMCHECKBOX 
 Original document and copy of insurance card to Finance.


