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Insurance Benefits Responsibility and Agreement Form
Dear Patient/Responsible Party:

Payment is due at the time services are rendered, unless prior arrangements have been approved in advance. ______ We accept cash, check, CareCredit or credit card (except for American Express). Annual deductibles and co-pays must be collected according to state law.

All cancellations must be made 24 hours in advance to avoid a charge. Late cancellations will be charged a fee of $35.00. No-show/No-call for appointments will be charged the full session fee of $70.00 for group and $120.00 or $150.00 for individual sessions. _______ Insurance companies will not reimburse for this, and so claims will not be filed. Repeated cancellation/no-shows (greater than 3) may result in discontinuation of services.
We will be happy to process your insurance claim for you. It is your responsibility to provide us with full and accurate insurance information at the time of your visit, and to update our office in the event of any changes in your insurance. _____We must emphasize that our relationship is with you and not with your insurance company.  We will make an effort to be an advocate for you and will notify you of your insurance benefits prior to our first meeting. Please be advised that information given to you by us is just what was told us by your insurance company. We are not responsible for discrepancies in benefits that have been quoted or misquoted to us by your insurance company. ______ You are ultimately responsible for knowing and keeping up to date with your insurance benefits, not us. This includes keeping track of session limits and numbers. ______We will support you in monitoring the number of allowed visits, or dollar limits according to your insurance policy, but we are not able to guarantee the accuracy. You will need to remain in regular contact with your insurance company to assure your benefits are continuing as expected. Please ask for clarification at any time. Open communication is appreciated.
Accounts have a 30-day grace period. Any account that has an unpaid balance (not counting insurance which is pending) after that date will accrue interest at a rate of 18% per annum (1.5% monthly). Unpaid balances that are over 30 days old will be charged a $10.00 fee to cover additional expenses for billing—every month. ______ You will be billed immediately for any claims denied payment by your insurance company at which time, all the above policies apply. ______ Unpaid and late accounts which are 90 days old or greater will be turned over to a collection agency and/or attorney for collection. Balances not paid in 60 days will result in suspension from services until balances are paid in full. In the event of insurance claims delayed greater than 60 days, such as in the case of medical claims review, account balances must be paid in full and the treatment fee must be paid at the time of service for all continued sessions. In the event that your insurance company pays on a claim, you will receive credit to your account or a refund if services have been completed. ______
By signing this agreement, you acknowledge that your confidentiality will be breached with the collections agency who will be getting your name, address, and any personal identifying information needed for collections. The non-prevailing party agrees to pay reasonable attorney’s fees and costs as set by the court having jurisdiction, including cost in any appellate court. Finally, returned checks (for any reason) will be assessed a $25.00 NSF fee. ______ You will be required to pay this charge as allowed by Oregon Law in order to clear your record with our office. Partial payments are not acceptable on returned checks. Your understanding is greatly appreciated.
TO BE FILLED OUT BY PERSON FINANCIALLY RESPONSIBLE FOR THE ACCOUNT:
Full Name___________________________________________ Employer_______________________________________
Address_____________________________________________________________________________________________
Social Security #__________________________________ Insurance Co.________________________________________
Signature____________________________________ Date_________________ Phone____________________________
