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FINANCIAL AGREEMENT AND ASSIGNMENT OF INSURANCE BENEFITS

1. Payment, or arrangement for payment, will be made at the time of service. By signing this form, I understand that I am agreeing to assume full responsibility to pay for services provided to the patient identified above by the Progressive Psychotherapy Center of Connecticut (herein abbreviated as PPCCT), beginning on the date of intake/admission. I am further agreeing to pay PPCCT in full for any cost of services that is not paid on behalf of the patient named above by a health insurance plan or other third party payor.

2. Payment may be made in the form of cash, personal check, cashier’s check, or money order. If I issue a personal check that is returned for insufficient funds, I understand and agree that PPCCT will pass on to me any bank service fee that PPCCT may incur for depositing that check.

3. I acknowledge that it is my responsibility to understand the terms of the health insurance plan(s) in effect for the patient named above, including any restrictions or exclusions placed on the patient’s health insurance benefits. I also understand that PPCCT will make its best effort to assist me in obtaining the maximum reimbursement for services that the patient is entitled to receive under his/her health care insurance benefits plan.

4. I understand and agree that I will be held financially responsible for the costs of treatment if I am: (i) the patient identified above, (ii) the parent or legal guardian of the patient identified above, or (iii) any other party signing this form as a guarantor for the patient identified above. I also understand that, if I believe someone else is responsible for paying the costs of this treatment, I must provide PPCCT with documentation to support my claim (e.g., divorce decree, approval to bill, other legal arrangements, et cetera).

5. I understand and agree that any and all amounts not covered by the health insurance plan(s) in effect for the patient identified above must be paid by me within thirty (30) days of receiving a bill from PPCCT, or in accordance with the terms of an agreement between me and PPCCT that specifies an alternative payment schedule. I further understand and acknowledge that failure to make payment as required under this or any subsequent agreement(s) with PPCCT may result in referral of the bill to a collections agency, and that I will be held responsible for payment in full of any unpaid balance as well as the costs of collection, attorney fees, and court costs.

6. I understand and acknowledge that any failure on my part to provide the required information about every and all health insurance benefit plans in effect for the patient identified above upon initiating services with PPCCT could result in my being held responsible for any and all unpaid charges incurred.
Assignment of Insurance Benefits: I request that payment from all third party payors, including Medicare and/or Medicaid, be made to PPCCT for any services furnished by that program to the patient identified above, for one year from the date of intake/admission. I understand that I am financially responsible to PPCCT for any charges not covered by the patient’s health insurance benefit plan(s) as allowable under the applicable plan(s). I also authorize PPCCT to release any and all Protected Health Information (PHI) with respect to the patient identified above that may be required in order for PPCCT to collect payment from the patient’s health insurance plan(s).

Authorization to Request External Appeal: I authorize PPCCT to appeal any adverse decision(s) on the part of the patient’s health insurance benefits plan(s), or on the part of any managed care organization(s) acting on behalf of the patient’s health insurance benefits plan(s), with regard to payment for services rendered by PPCCT to the patient identified above. I also authorize the release of any and all medical records necessary for the purposes of the external review. I understand that these records will be utilized solely for the purpose of conducting this external review and may be viewed by an auditor of the insurance department for quality surveillance and examination of record purposes. I understand that the decision of the external appeal entity is binding and that neither the Commissioner nor the external appeal entity may authorize services in excess of those covered by the patient’s health insurance benefit plan(s).

Benefits: I understand that any cost of treatment information provided by PPCCT at admission or discharge is only an estimate of what my balance may be and is based on the benefits information reported by the patient’s health insurance plan(s) or managed care organization(s). Actual benefit amounts may be different than those initially assumed by PPCCT to form cost estimates on the basis of information provided by my health insurance plan(s) or managed care organization(s).
I have read all of the provisions presented in this form, I understand and accept my financial responsibilities to the Progressive Psychotherapy Center of Connecticut (PPCCT), and I agree to abide by the terms specified above.

_________________________________________________


___________________________________________

Responsible Party Signature


Date


Staff Signature



Date

_________________________________________________


___________________________________________

Responsible Party Name (PRINT)





Staff Name (PRINT)




_________________________________________________

Relationship of Responsible Party to Patient

Patient Name: ______________________________


Patient DOB: _______________________________








