IROQUOIS CENTER FOR HUMAN DEVELOPMENT, INC.

INSURANCE AUTHORIZATION AND ACCEPTANCE OF FINANCIAL RESPONSIBILITY

Client Name:  _________________________  DOB:  _________  Client #:  __________

I hereby authorize payment directly to the Iroquois Center for Human Development, Inc. of insurance benefits payable under terms of my policy(ies).  In addition, I authorize the disclosure of any protected health information necessary to process my insurance claim.  I also request payment of government benefits, if any, to the Iroquois Center for Human Development, Inc.  A copy or facsimile of this authorization shall be considered as effective and valid as the original.  I understand that I may revoke this authorization at any time except for information that has already been sent.  Unless I revoke it earlier, this authorization will expire when claims for all services provided to me have been settled.  


I DO wish to have my insurance carrier be billed at full fee of $120.00 per hour.  I understand that if my insurance carrier does not reimburse ICHD for the full fee, then I am responsible for payment of my subsidized fee.  I also understand that if my insurance carrier sends payment directly to me, then I will agree to send payment to ICHD for the amount in which I was paid, which could be greater than my subsidized fee.

I do NOT wish to have my insurance carrier billed at full fee of $120.00 per hour.  I understand that by checking this, I am giving my permission to be billed at full fee of $120.00 per hour and waive my right to apply for the sliding scale fee.

I understand that it is my responsibility to contact the Iroquois Center for Human Development, Inc. and inform the business office of any changes in my insurance carrier.  If I fail to do so, I will be billed for full fee.  
_____________________________________
_____________________

Signature of Responsible Person/Client/Legal Guardian
Date

____________________________________________
_________________________

Witness






Date
10/20/03/Revised 5/17/05


