Standardized Financial Intake Form (attachment 2)
	

	Name:
	Record #:

	Record #:
	Effective from:
	Effective to:

	County of Medicaid:


Financial Intake Form

Date:







Person Receiving Services Identifying Information:

Social Security #:        




Date of Birth:          





           

Primary Insurance Information:

Insurance Co. Name:   




MH Carrier (if applicable)


    

Insurance Co. Address:   




MH Carrier (if applicable)


      

Insurance Co. Phone:   




MH Carrier (if applicable)


 

Policyholder’s Name:  
            
           
          Relationship:   FORMCHECKBOX 
 self   FORMCHECKBOX 
 dependent   FORMCHECKBOX 
 spouse

Policyholder’s Employer:   



  Policyholder Social Security #:   




Policyholder’s Birth Date:   






Policy #:  





  Group #:  







Effective date of Insurance:   






Referring Doctor (if any):  




   Doctor Phone #:  





Secondary Insurance Information:

Insurance Co. Name:   




MH Carrier (if applicable)


    

Insurance Co. Address:   




MH Carrier (if applicable)


      

Insurance Co. Phone:   




MH Carrier (if applicable)


 

Policyholder’s Name:  
            
           
          Relationship:   FORMCHECKBOX 
 self   FORMCHECKBOX 
 dependent   FORMCHECKBOX 
 spouse

Policyholder’s Employer:   



  Policyholder Social Security #:   




Policyholder’s Birth Date:   






Policy #:  





  Group #:  







Effective date of Insurance:   






Referring Doctor (if any):  




   Doctor Phone #:  





Sliding Scale Benefit:

Gross Monthly Household Income:  




    Family Size:  

      

Sliding Fee Scale %  (staff use only):  






Name:








Record #:

Financial Agreement

Agreement to Pay:   Payment is due at the time service is provided.  I agree to pay the established fee on each visit.  I understand that I may be denied an appointment if I refuse to pay, when I have the ability to pay.  It is my responsibility to inform                                                                          (Provider) of any changes that affect my ability to pay.

We may accept assignment of insurance benefits if we are contracted with your private insurance company.  However, please understand:

1. We file insurance as a courtesy and it is your responsibility to verify insurance benefits.  All charges are your responsibility, whether your insurance company pays or not (see Medicaid provisional below).

2. If the private insurance company does not pay your balance in 45 days, we ask that you contact the carrier.

3. If the private insurance company does not pay within 60 days, we ask that you pay the balance due (see Medicaid special provision below).

Assignment of Benefits:  I authorize and direct all private and public insurers who have responsibility for payment of services to directly pay                                                                        (Provider).  I authorize and direct any person or corporation having notice of this assignment to directly pay 




    (Provider) all medical, liability or other insurance or third party benefits.  I understand that I am financially responsible to 




 (Provider) for charges applied to the insurance deductible and for all charges not paid by the insurance company (see Medicaid special provision below).

Release of Information for Payment:  I authorize 




 (Provider) to disclose any and all parts of my medical record and health information, which may include health information pertaining to psychiatric, drug and alcohol abuse conditions, AIDS, AIDS-related conditions, or HIV, for the purpose of review and payment as required by Medicaid, Medicare, PBH and / or

(Insurance Company / or Third Party Payer)

Medicaid Special Provision:  With the exception of applicable co-pays, Medicaid recipients may not be held liable for any charges not paid by the Medicaid program.  It is the responsibility of the recipient of services to present a Medicaid card each month and to inform 




 (Provider) of any changes in Medicaid status, to include loss of benefits, to avoid financial liability.

We understand that temporary financial problems may affect timely payment of your balance.  We encourage you to communicate any problems so that we can assist you in the management of your account.

Signature of Person Receiving Services



Date

Signature of Legally Responsible Person



Date

Signature of Witness (
Required only when         


Date

Signature is ‘X’, mark or symbol) 
