[image: image1.jpg]Methodsst
@a/mé}?y&/zée/b




[image: image2.jpg]



717 N. 11th Street

Boise, Idaho 83702

208.319.1002
 SEQ CHAPTER \h \r 1
INSURANCE INFO AND ASSIGNMENT OF BENEFITS 

Financial Responsibility 

I understand that insurance billing is a service provided as a courtesy and that I am financially responsible to the Methodist Counseling Center and/or its affiliated entities for any charges not covered by health care benefits. It is my responsibility to notify the Methodist Counseling Center of any changes in my health care coverage. In some cases exact insurance benefits can not be determined until the insurance company receives the claim. I am responsible for the entire balance of the bill if my insurance has been billed. I understand that by signing this form I am accepting financial responsibility as explained above.
Assignment of Benefits 
I authorize direct payment of all insurance benefits to the Methodist Counseling Center. I understand and agree this Assignment of Benefits will have continuing effect for so long as I am being treated or cared for by the Methodist Counseling Center.
Authorization to Release Information 
I authorize the release of information to my insurance carrier(s), or other entity necessary to determine insurance benefits payable for services and/or supplies provided to me by the Methodist Counseling Center. The original authorization will be kept on file by the Methodist Counseling Center. 
	Patient (Printed Name) 

	                               Patient Date of Birth 

	Patient (Signature)
 
	                             Date of Signature 

	Insured’s Place of Work
	Insured’s Date of Birth
/            /

	Insurance Carrier
	Member Or Policy # / Group #



	Insured (Printed Name)
	Insured’s Signature




