PATIENT FINANCIAL RESPONSIBILITY

1. YOUR MENTAL HEALTH COVERAGE MAY BE DIFFERENT THAN YOUR MEDICAL INSURANCE. ALTHOUGH WE VERIFY YOUR BENEFITS, IT IS RECOMMENDED THAT YOU CONTACT YOUR INSURANCE COMPANY TO DISCUSS YOUR BENEFITS.
2. YOUR CO-PAYMENT, AS SPECIFIED BY YOUR INSURANCE COMPANY, WILL BE EXPECTED TO BE PAID AT EACH VISIT.

3. IT IS YOUR RESPONSIBILITY TO OBTAIN PRE-AUTHORIZATION FROM YOUR INSURANCE. ANY SESSIONS NOT PAID BY INSURANCE DUE TO LACK OF AUTHORIZATION WILL BECOME YOUR RESPONSIBILITY.

4. OUR OFFICE WILL BILL YOUR INSURANCE AS A COURTESY; THIS IS NOT A GUARANTEE OF PAYMENT. YOU ARE ULTIMATELY RESPONSIBLE FOR PAYMENT OF YOUR SERVICES.
5. IF YOUR INSURANCE COMPANY DOES NOT RESPOND WITHIN 60 DAYS OF BILLING, THE BALANCE WILL BECOME YOUR RESPONSIBILITY.
6. UPON RECEIVING PAYMENT FROM YOUR INSURANCE COMPANY, THE PERCENTAGE OF SERVICES NOT COVERED WILL BECOME YOUR RESPONSIBILITY. A STATEMENT WILL BE SENT TO YOU ON OUR NEXT BILLING CYCLE AND THE BALANCE WILL BE DUE IN FULL. 

7. YOUR INSURANCE COMPANY IS RESPONSIBLE FOR THE PAYMENT OF YOUR CLAIMS. IF YOU HAVE QUESTIONS ABOUT HOW YOUR CLAIM WAS PROCESSED, PLEASE CONTACT YOUR INSURANCE COMPANY DIRECTLY.
8. YOU ARE RESPONSIBLE TO NOTIFY OUR OFFICE OF ANY CHANGES TO YOUR INSURANCE, PRIMARY OR SECONDARY. IF YOU DO NOT NOTIFY US, YOU WILL BE RESPONSIBLE FOR THE CHARGES. 
9. THE PERSON SIGNING THIS FINANCIAL AGREEMENT IS ULTIMATELY RESPONSIBLE FOR THE ACCOUNT. I ACKNOWLEDGE BEING INFORMED AND AGREE WITH THE ABOVE POLICY.
__________________________________

RESPONSIBLE PARTY/DATE

