Southeastern Regional MH/DD/SAS                           
Client Billing Information (please print)

	1) PROVIDER Business Name:                                                                       
	(target POP (financial

	client Information

	2) Client Name:
	Record #:

	3) Sex:    ( Male     (  Female

	4) Date of Birth:
	5) SSN:
	6) Language (specify)

	7) Current Address:
                                                           
	8) County:

	9) City:
	10) State:
	11) ZIP Code:

	12) Diagnosis: Type:_______  Code:_________

Type:_______  Code:_________
	13) Health Code:

( None

( Substance Abuse

( Tobacco Use

( Unknown

( SA & Tobacco 
	14) Race (check one)

( R1-American Indian or Alaska Native

( R2-Asian

( R3-Black or African American

( R4-Native Hawaiian or Pacific Islander

( R5- White
	15) Ethnicity: (check one)

( E1-Hispanic or Latino (Other/Unspecified)

( E1.02-Mexican

( E1.06-Puerto Rican

( E1.07 Cuban

( E2- Not Hispanic/Latino

	Insurance information

	16) Please indicate client coverage:      ( Medicaid   ( Medicare   ( Insurance   ( IPRS

	17) Insurance Name:
	18) Group #:
	19) Policy #:
	20) Co-payment: 

$

	21) Patient’s relationship to subscriber:   ( Self   ( Spouse   ( Child   ( Other
	22) Self-Pay%: 

	23) Medicaid/IPRS#:
	24) Medicare#:
	25) Employed: (Yes (No

	Target population eligibility

	26) Please check all that are allowed: 

    (    AMAO    ( ASAO    ( ADAO    ( CMAO     ( CSAO     ( CDAO   ( AMSRE   ( AMSPM   ( AMSMI  ( ASTER  
· AMPAT   ( AMDEF  ( ASCDR   (  ASWOM  (  ASDSS  ( ASDWI  (  ASCJO  (  ASHOM  ( ASDHH  ( ASHMT 

· ADSN     ( AMSMI  ( AMOLM  ( CSSAD    ( CSWOM  ( CSCJO  ( CSDWI   (  CMMED ( CMSED   ( CMDEF 

    (   CMECD   ( CMPAT  (  CDSN    ( TANF     ( AMTNC   ( ASTNC  (  ADTNC  (  CMTNC (   CSTNC  (  CDTNC 

   Effective Date:


I have been informed of the provider’s policy for patient fees and the fee schedule has been explained to me.  I agree to pay all fees for treatment, which has been established based on my ability to pay.  I understand payment is expected on the day of treatment.  If a change of employment or other situations occurs which may affect my ability to pay in any way, I agree to notify my service provider and request a review of the above information.  

Insurance/Medicare Applicable – I understand my health insurance may cover a portion of treatment costs and I hereby consent for services to be billed to my insurance company and agree for any benefits to be assigned to my service provider.  By acceptance of this assignment of benefits, the service provider agrees to accept the approved charge as total cost for services.   I further understand I am responsible for co-payments as determined by the insurance company.  I have been informed and understand if I refuse to allow my insurance company to be billed, I will be required to pay the full charge for services. 

I understand Substance Abuse records are protected under the federal regulations governing confidentiality of Alcohol and Drug Abuse Patient Records, 42 CFR Paragraph 2, and cannot be disclosed without written authorization unless otherwise provided for in the regulations

IPRS Applicable - Based on my acknowledgement of an inability to pay the full charge for each visit, I authorize the service provider to pursue reimbursement for services from other sources to include state, local and federal funds.

I authorize my service provider and the billing LME, Southeastern Regional MH/DD/SAS to release diagnostic and treatment records when required to the Reimbursement Source specified above.  This authorization shall be valid until all claims have been adjudicated, not to exceed one year from date of discharge.

I fully understand the above statements and have received a copy of this form.

Date: ________________________

Client/Guardian_______________________________

Date: ________________________

 

Witness: ____________________________________
LME Form No.: BM:0004/040507                                                                               Client Billing Information Form
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