IROQUOIS CENTER FOR HUMAN DEVELOPMENT, INC.

FEE AND PAYMENT AGREEMENT


Client Name:  __________________________________________________ DOB:  ________________ Client #:  _________________

Responsible Person for Payment:  ______________________________________Relationship:  ________________________________

FEE DETERMINATION:  The fee for all residents in our catchment area will be based on their ability to pay for services.  In order to determine “ability to pay”, the Center has adopted a subsidized fee, which takes into consideration the resources of a family and the number of family members dependent upon those resources. Clients must provide proof of total household income in the form of the prior year income tax statement, recent payroll stubs, or other acceptable documentation to be eligible for the subsidized fee.  If proof of income is not furnished, you will be billed the full fee; however, if you provide it within 30 days from date of Intake, all services starting from Intake will be billed at subsidized rate.  If proof of income is provided after the 30-day time period, your subsidized fee will go into effect on the date you provide your income.  Fees will be re-calculated on an annual basis.  Clients residing outside of our catchment area will be served as time allows and will be charged at full fee.  No one will be denied services because of inability to pay.

CHECK ONE:  COMPLETE THIS SECTION EVEN WHEN YOU HAVE INSURANCE OR A MEDICAL CARD

 FORMCHECKBOX 

I do NOT live in the 4 county area served by Iroquois Center for Human Development, Inc. and understand I am not eligible for a sliding scale fee.                      

 FORMCHECKBOX 

I live in _______________ County and wish to apply for a sliding scale fee based on financial information which I have provided below.  

 FORMCHECKBOX 

I live in _______________ County and do not wish to apply for the sliding scale fee.  I am willing to pay the usual and customary fee for services.

Gross Annual Income (Gross Pay before taxes and other deductions)
$_____________________

Number of legal dependents that you claim on tax return __________________

Your subsidized fee is ______% of our regular charge.
Evaluations are $76.00/hour (Charges are billed separately for intake interview/testing, interpretation and report write-up) Subsidized fee does NOT apply
Alcohol/Drug Evaluations are $150.00 (total cost). Subsidized fee does NOT apply
Reports for court ordered evaluations will not be released to the courts until they are paid in full.  

A Medicare/MediKan co-pay will be billed if applicable.

NO-SHOWS FOR APPOINTMENTS MAY RESULT IN WALK-IN STATUS
During the first visit, information will be collected in order to better understand the current situation and make treatment recommendations.  It requires additional staff time to gather all the details, write treatment plans, and have everything reviewed by our Medical Director.  Therefore, the fee for the initial appointment is based on a set fee of $144.00, or your subsidized fee.  No insurance companies, except possibly Medicaid, will pay for Case Management, P.S. Groups, Couples Therapy, Med. Checks by RN, workshops, and some other services. Any services which are not covered by Medicaid, Medicare, commercial insurance, or private contractors become the responsibility of the individual at the subsidized rate.  The subsidized fee is not applicable for emergency screens, evaluations, medications, and various other services; therefore these services are billed at the full rate.
PAYMENT METHOD:  Payment is required at the time services are rendered.  Approved payment methods are cash, check, credit card or other approved financial arrangements.  A $20 charge applies for all returned checks due to non-sufficient funds.
FEE ADJUSTMENT:  A client who has unusual circumstances affecting ability to pay may request a fee adjustment.  This request should be in writing, documenting the reasons for the request, and addressed to the Executive Director.  

· I certify that the above information is true to the best of my knowledge.  

· I further agree to notify the Iroquois Center for Human Development, Inc. of any changes in this information during the course of treatment.  

· I shall pay the agreed upon fees at the time services are provided unless other arrangements are made.

· I understand that the Iroquois Center for Human Development, Inc. reserves the right to use established collection procedures if I do not meet my payment responsibility for services received from the Center. 

· I understand that delinquent accounts will be turned over to collections after 90 days.

______________________________________________

________________________________

Signature of Responsible Person/Client/Legal Guardian

Date

______________________________________________

________________________________

Witness






Date
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