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Starke Behavioral Health Services
INFORMATION AND BENEFIT AUTHORIZATION 

Our practice is a provider for most major medical/behavioral health insurance plans, and we will file one claim per covered service to any plan for which we are actively participating.  Please be aware if you provide us with an insurance card that is not current or accurate and the claim is denied, the charges will become your full responsibility. You may try to re-file the claim yourself for possible reimbursement, but prompt payment of your account balance with us will be expected upon receipt of your initial billing statement.  If a claim is successfully filed and processed, you will still be financially responsible for any applicable co-pays, deductibles, and non-covered services. If you do not have insurance or we are not providers for your plan, full payment for all charges will be collected at the time of service. 

ADDITONAL REMINDERS. Although we are happy to provide assistance in resolving any billing questions or concerns, it is ultimately your responsibility to understand your specific insurance benefits and coverage rules. If your plan requires a specialist referral, you will need to obtain one from your primary care physician prior to being seen or a signed payment waiver will be requested before services are rendered.

Financial Summary

Client Name:_______________ ________.__________________________________
Date of Birth:___________________  Social Security #::________________________

Insurance:______________________________________________________________

HMO: __________________________ ______________________________________
Responsible Party:_______________________________________________________
Relationship to client:__________DOB:_____________ ___SS#:__________________
Address:________________________________________ _______________________

Other Financial Information:________________________________________________

I have read and understand the financial policy of Starke Behavioral Health Services as stated above.  All of my questions concerning this have been answered to my satisfaction. I hereby authorize Starke Behavioral Health Services to release the information requested to the insurance company designated in my registration information. I hereby assign payment directly to Starke Behavioral Health Services of benefits otherwise payable to me.  I understand that I am financially responsible for any charges not covered by this authorization.  In the event that I fail to meet my financial obligations, I agree to pay attorney and/or collection agency fees in the amount of 30% of the total account balance at the time the account is turned over for collection, plus court costs and any additional collection fees. A late fee of $3 will be charged to each account at the 60-day, 90-day, and attorney notification letter delinquency mark.

Client Signature:________________________________________________Date:_____

Parent/Legal Guardian ___________________________________________Date:_____

FOR OFFICE USE ONLY
Date Insurance Verified:________________ ___________________________________

Co-Pay:_____        ____________ PA#_____N/A___________
Sessions Authorized:__________From:________ To:____________

Sessions Authorized:__________From:________ To:____________

Sessions Authorized:__________From:________ To:____________
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