BRIDGEVIEW COMMUNITY MENTAL HEALTH CENTER
Statement of Financial Responsibility

[bookmark: Text2][bookmark: Text11]Client Name:      							Client DOB:      

Person Responsible for Account
[bookmark: Text1][bookmark: Text12]Name:      							Phone Number:      
Relationship to Client:    ☐Self		☐Parent	☐Guardian	☐Conservator
[bookmark: Text13][bookmark: Text14][bookmark: Text15][bookmark: Text16]Address:      				City:      			 State:      	Zip:      	
[bookmark: Text17]Email Address:       

I authorize Bridgeview Community Mental Health Center (Bridgeview CMHC) to bill the insurance plan(s) for services provided to the client listed above.  I authorize the payments made by the insurance plan(s) to be assigned as payments to my (or the above client’s) Bridgeview CMHC account balance.  I have provided Bridgeview with the current insurance information.  
I understand that I am personally responsible for the payment of my own (or the above client’s) mental health care. I further understand that the payments for which I may be personally responsible include, but are not limited to, co-payment(s), deductible(s) and/or any outstanding balances or fees that are not covered by my own (or the client’s) health insurance policy. 
A copy of Bridgeview’s current fee schedule is provided along with this agreement.
A receipt for each payment will be provided to me via email or written receipt. I am aware that if the insurer pays Bridgeview CMHC after my payment has been made, I will be promptly reimbursed the amount paid by the insurance company. I will be reimbursed according to the method in which I paid. In the alternative, if I so desire, I can request that Bridgeview CMHC retain all or some part of that amount, as a credit on my (or the client’s) account for my next visit.
As a courtesy, Bridgeview CMHC will check my (or the client’s) insurance eligibility. Checking eligibility is not a guarantee of coverage. The final determination of coverage is made when the insurance processes the claim. Ultimately, it is my responsibility to understand the insurance plan coverage.

Signature of Client or Legal Representative:						Date:
Name of Legal Representative/Relationship:
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