SINNISSIPPI CENTERS, INC.                                                                                  CLIENT PAYMENT INFORMATION
Fees for professional service are necessary for SCI to continue providing quality services.  All clients are expected to pay at the time services are provided.    If you are entitled to insurance benefits or other types of "third party" coverage for mental health or substance abuse services, you may find that these sources will pay for all or part of the cost of our services.  You are responsible for charges not covered by your third party coverage.

The current full fees for SCI services effective 08/05/2020 are:

	Clinical (Direct) Services
	$150
	per hour

	These services include, but are not limited to, the Intake Interview, Individual Therapy,  Family Therapy, 
Medication Monitoring,  Case Management, Telephone contacts, and Individual/Family Case Consultation
	
	

	Psychiatric Services
	$275
	per hour

	Physician Assistant/Advanced Practice Nurse
	$275
	per hour

	Group Therapy
	$55
	per hour

	Recovery Support Group
	$35
	per hour

	Intensive Outpatient (for substance abuse)
	$35
	per hour

	Crisis Services
	$220
	per hour

	Crisis Evaluation
	$325
	per hour


SCI has a fee adjustment application process, that needs to be completed at six month intervals, which may assist in paying a certain percentage toward the cost of services for those individuals who meet specific eligibility requirements.  If you wish to apply for a fee adjustment for purposes of reducing the full fee charges, you must furnish financial information and provide us with documentation to verify income and insurance eligibility.  

Income verification is voluntary; however, if you choose not to volunteer financial information, you will be responsible for paying SCI's full fee as outlined above.

Client's Name:








SSN#:



First                      Middle               
  Last

Source of Family Income:  If your gross income is under 200% of the federal poverty guidelines for your family size, you may qualify for a sliding fee by providing us with your most recent check stubs (for four weeks) and a copy of your last Federal Tax Return.

	Source 
	Amount Per Pay Period
	# Pay Periods
	Annual Amount
	Source
	Amount Per Pay Period
	# Pay Periods
	Annual Amount

	Wages
	
	x
	
	Supplemental Sec. Inc. 
	
	x
	

	Self Employed/Farming
	
	x
	
	Social Security Disability 
	
	x
	

	Unemployment or Workman's Comp
	
	x
	
	Social Security Aged
	
	x
	

	Pension(s)  
	
	x
	
	Public Aid  
	
	x
	

	Child Support
	
	x
	
	Other:
	
	x
	



FOR OFFICE USE ONLY

NOTE:  See Sliding Fee Scale for client discount % if current annual income is under 200% of federal poverty guidelines for your family size.
	Family Size:___________________
	Verified Total Family Annual Gross Income: ____________________
Verified Total Client Annual Gross Income: $____________________

	Effective Date:_________________
     Select one of the Following:
	Discount % from Standard Fee:____________ (Discount of 100% will result 
in applicable nominal fee)


	Service Type:
	_________
	__________
	_________
	_________
	__________
	_________

	
	
	Individual
	Psychiatric
	PA/APN
	Group Therapy
	Recovery Support/IOP Group
	Crisis Services/Intake

	Full Hourly Rate:
	$150.00
	$275.00
	$275.00
	$55.00
	$35.00
	$220/$325


Special Instructions:   
If you have insurance, please bring in your insurance card.
	Primary Insurance Information: 

	Insurance Co. Name:
	Insured's Name:

	Ins. Address:
	Insured's Address:

	
	

	Ins. Phone #:
	Insured's Phone #:

	Member ID #:
	Insured's Social Security #:

	Group or Plan #:
	Client's relationship to Insured:

	Does Insurance Company require Pre-authorization or Pre-certification?                     FORMCHECKBOX 
Yes   FORMCHECKBOX 


 FORMCHECKBOX 
No

	If yes, phone number to call: 


	Secondary Insurance Information:

	Insurance Co. Name:
	Insured's Name:

	Ins. Address:
	Insured's Address:

	
	

	Ins. Phone #:
	Insured's Phone #:

	Member ID #:
	Insured's Social Security #:

	Group or Plan #:
	Client's relationship to Insured:

	Does Insurance Company require Pre-authorization or Pre-certification?                      FORMCHECKBOX 
Yes   FORMCHECKBOX 
 FORMCHECKBOX 
No

	If yes, phone number to call: 


CLIENT STATEMENT OF RESPONSIBILITY
I certify that the financial information concerning family annual income and family size is accurate.  I agree to notify SCI of any changes in this information during the course of services.  Family income verification must be done every six months.
I understand that I may be billed for services other than face-to-face services, including but not limited to consultant services and case management services.

I understand that, if I find it necessary to cancel an appointment, I must notify SCI in advance (not less than 24 hours) or I may be charged for the failed session.

I agree to pay my portion of the fee for each of the services provided.  I shall pay these charges at the time services are provided unless I contact the Business Office to establish alternate payment arrangements.  I understand that failure to pay for my services as agreed to may result in service being terminated.

I understand that current fees are subject to change without prior notice.

*Insurance Coverage:  I understand that, if I have insurance, I am expected to use it.  If my insurance does not cover the full cost of my services, I will pay the difference up to the level of my payment responsibility.  I also understand that if I have insurance and choose not to use it, or fail to provide my insurance information to the Billing Office, my payment responsibility will be the standard charge for the services that I receive.

I understand that if my insurance requires pre-certification/re-certification or pre-authorization/re-authorization, it is my responsibility to follow the procedures needed to obtain pre-certification/re-certification or pre-authorization/re-authorization before I start or continue in services.  If I fail to do so, I will pay the standard charge for services which are denied due to the lack of pre-certification/re-certification or pre-authorization/re-authorization.

*Medicare Coverage:  I understand that Medicare Part B will only cover face-to-face services provided by a psychiatrist, physician assistant, advanced practice nurse, and/or licensed clinical social worker.  I agree to pay my portion of the fee for services not covered by Medicare.

I have read and understand the above statements.
	Signature of Client                                                  Date
	
	Witness (Staff/Business Office)                    Date

	
	
	

	Signature of Parent/Legal Guardian                       Date
	
	


Revised 09/21/2020
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