A+ Counseling & Consulting, LLC

PATIENT FINANCIAL RESPONSIBILITY FORM
Thank you for choosing A+ Counseling & Consulting, LLC as your provider for mental health services. We are committed to providing you with the highest level of care. Please read and complete this form to acknowledge your understanding of our patient financial policies
[bookmark: _GoBack]A+ Counselling & Consulting honors the following payment methods:  cash, check, credit/debit card. Please be advised that you will be charged a $25 returned check fee for any checks that are returned. 
Patient Financial Responsibilities: 
· The client (or client’s guardian, if a minor) is ultimately responsible for the payment for treatment and services
· We will bill your insurance for you. However, you are required to provide the most accurate and update information regarding your insurance
· Clients are responsible for payment of copays, coinsurance, deductibles, and all other treatment not covered by the insurance plan
· Clients are responsible for any balances due. Balances must be paid within 30 days
· Copayments and any other payments are due at the time of service and at the start of each session
CREDIT/DEBIT CARD INFORMATION:
Name As it Appears on Card________________________________________________________________________ 
Card Number____________________________________________________________________________________
Expiration Date_________________________ CSC Code__________________________ Zip Code_______________
Type of card (circle):  VISA    MASTERCARD   DISCOVER   AMEX

POLICY HOLDER/RESPONSIBLE PARTY INFORMATION:
Last Name_________________________________ First Name_______________________ Middle_____________
Address_____________________________________________ City_____________________ State____________
Social Security Number________________________________Date of Birth________________________________

INSURANCE INFORMATION:
Insurance Company   _____________________________________ Member ID#____________________________
Group #___________________________ 
Provider Services Phone # (Located on back side of card) ______________________________________________
I have read, understand, and accept the terms of the Patient Financial Responsibility Form
__________________________________________________             ____________________________
Client’s Name (Printed)					                           		Date

__________________________________________________             ____________________________
Client’s Name (Signature)				                                             	 Date

__________________________________________________             ____________________________
Name of parent or guardian (if a minor)				                             Date
