Teaching Family Homes of Upper Michigan


Federal Truth in Lending Disclosure Statement for Professional Services and Payment Contract

TEACHING FAMILY HOMES OF UPPER MICHIGAN is committed to providing caring and professional mental health care to all of our clients. As part of the delivery of mental health services we have established a financial policy that provides payment options and agreements with all consumers in accordance with Federal Truth in Lending Disclosure law for Professional Services.

RESPONSIBILTY FOR PAYMENT OF SERVICES:

The Person Responsible for Payment of Account is required to sign this form as a Payment Agreement for Services. The Person Responsible for Payment will be responsible for payment of services received.

If insured, it is important to understand that your insurance policy is a contract between you and the insurance company.  Teaching Family Homes is not part of the contract with you and your insurance company.  As a service to you, the clinic will bill insurance companies and other third-party payers, but cannot guarantee such benefits, the amounts covered, and is not responsible for the collection of benefits.

Payments methods include check, cash, or the following charge cards: Visa or MasterCard. Clients using charge cards will complete a Credit Card Purchase Documentation slip at each session.

Questions regarding the policies and disclosures of payment practices may be directed to the Counseling Office Accounting Clerk who can be reached at 1-800-292-5260.

Part One:  Fees for Professional Services

Teaching Family Homes charges clients the usual and customary rates for the area. Clients are responsible for payments regardless of any insurance company’s determination of usual and customary rates.  Client’s deductible and coinsurance amounts are defined under the Estimated Insurance Benefits subheading and are applied as stated unless otherwise notified by the client’s insurance carrier.  A client’s signature on the bottom of this document indicates that the client is aware of their responsibility in payment on account based upon the Estimated Insurance Benefits and the rates listed below.

Teaching Family Homes current rates for usual service provision are:

$200.00______per initial assessment (defined as 75-80 minutes)

$100.00______per clinical unit (defined as 45-50 minutes for testing and/or individual, family or relationship counseling).

$200.00_____ per clinical unit is charged for group counseling.

$25.00______ is charged for missed appointments or cancellations with less than 24 hours notice. 

Teaching Family Homes will provide further rate information in the event that services other than those listed are available and would be beneficial to the client.

Part Two:  Clients with Insurance (Deductible and Co-payment Agreement)

This clinic has been informed by either you or your insurance company that your policy contains (but is not limited to) the following provisions for mental health services:

Estimated Insurance Benefits

1) $_______________ Deductible Amount (Paid by Insured Party)

2) Co-payment ______%($___________/clinical unit) for first___________ visits.

3) Co-payment_______%($___________/clinical unit) up to___________ visits.

4) The policy limit is _____________per year:
___ annual
___ calendar

We suggest you confirm these provisions with the insurance company. We will also attempt to verify these amounts with the insurance company.  The Person Responsible for Payment shall make payment for services that are not paid by your insurance policy including all co-payments and deductibles at the time of service unless other payment arrangements are arranged. 

Policy renewal date: ___________________

Deductible Calendar: __________________

All insurance benefits will be assigned to this clinic (by insurance company or third-party provider) unless the Person Responsible for Payment of Account pays the entire balance each session.

Your insurance company may not pay for services that they consider to be non-efficacious, not medically or therapeutically necessary, or ineligible (not covered by your policy, or the policy has expired or is not in effect for you or other people receiving services). If the insurance company does not pay the estimated amount, the Person Responsible for Payment becomes responsible for the balance. The amounts charged for professional services are explained in Part One above.

Teaching Family Homes will bill your insurance company per a signed Release of Information Authorization to Third Party form.  Any and all disputes over an insurance claim are the responsibility of the Person Responsible for Payment to address with their insurance company. Upon any denial by the insurance company, the Person Responsible for Payment will be presumed responsible with payment expected within 30 days of the billing date.

Part Three:  All Clients

Payments are due at the time of service unless other arrangements have been made.  There may be a 1% per month (12% Annual Percentage Rate) interest charge on all accounts that are not paid within 30 days of the billing date.  Payments not received after 120 days of the billing date are subject to collections.

Part Four:  Minors

Any adult accompanying a minor (or guardian of the minor) is responsible for payments for the child at the time of service unless other arrangements are made with the Person Responsible for Payment of Account. Unaccompanied minors will be denied non-emergency service unless charges have been preauthorized to an approved insurance plan, or payment is made at the time of service.

I HEREBY CERTIFY that I have read, understand and agree to the conditions and have received a copy of the Federal Truth in Lending Disclosure Statement for Professional Services and Payment Agreement.  My signature further indicates that I have agreed to contract with Teaching Family Homes for services to be rendered for the following client:

Client Name(s): _________________________________________________________

Address: _______________________________________________________________


Street
City
State
Zip

Bill to: Person(s) Responsible for Payment of Account___________________________

 Address: _______________________________________________________________

                Street                      City                                         State                     Zip

__________________________________________________
__________________

Signature of Person Responsible for Payment of Account
Date

__________________________________________________
__________________

 Signature of Co-responsible Party                                               Date 

