DISTRICT 19 COMMUNITY SERVICES BOARD




DATE OF FINANCIAL ___________

FINANCIAL CONTRACT







NEW    /      ANNUAL     /     UPDATED

***************************************************************************************************************************************************

CONSUMER INFORMATION




 

ACCT NUMBER _______________________

Name, Last __________________________________ First ___________________________ MI __________DOB__________

Address _____________________________________City ____________________________St __________ Zip___________

Consumer SS# _______________________________Telephone (H) ___________________ (W) _______________________ 
Inhibit Bill:  Remove  /  Add with Code:  _______  1-Returned Mail  2-Clinical Reasons  3-Incarcerated 4-Bankruptcy 5-Homeless

***************************************************************************************************************************************************

RESPONSIBLE PARTY INFORMATION





Lapse Responsible Party   Y  /   N  
Name ______________________________________________________________Relationship ________________________

Address __________________________________________________City ______________________St ______Zip_________

SS# ________________________________________Telephone (H) ______________________ (W) ____________________

***************************************************************************************************************************************************
INSURANCE COVERAGE - COPY OF INSURANCE CARD, FRONT & BACK, MUST BE ATTACHED

(Please indicate priority of multiple policies with #1, #2, etc.)
_____
No insurance coverage

_____
Medicaid     #______________________ Type: Regular /FAMIS /SLH /QMB Only /QMB Ext /HMO
Effective/Lapse_______


      #______________________
  HMO : ______________________________    

Effective/Lapse_______

_____
Medicare    #______________________





         

Effective/Lapse_______

_____
Commercial insurance

_____
Priority Population - See Reimbursement Matrix for fee determination.  Attach copy of priority population wksht.

_____
Not Priority Population – See Reimbursement Matrix for fee determination.


Name of Insurance_______________________
ID# ________________________________    Effective/Lapse_______


Subscriber______________________________

_____
Other billable source 
Fund Source_________________
Effective/Lapse____________

***************************************************************************************************************************************************

SOURCE OF INCOME & FEE SUBSIDY INFORMATION

Annual Gross Income
$_________________
\      Source of Income:_____
\     SSI Eligibility_____  SSDI Eligibility_____




\      (1) Wages  
\     (1) Eligible/Receiving Payments


Family Size
  _________________
\
(2) Public Assistance
\     (2) Eligible/Not Receiving Payments

\
(3) Retirement/Pension
\     (3) Potentially Eligible

Self Pay Discount%
  _________________
\
(4) Disability   
\     (4) Determined Ineligible 



\
(5) Other
\     (5) Not Applicable




Effective date
 _________________
\
(6) None
\     (97) Unknown
(98) Not Collected

******************************************************************************************************************************************************

MEDICAID ELIGIBILITY:_____
If you are determined to be eligible/potentially eligible for Medicaid benefits which you are 

(1) Eligible/Receiving Benefits
not receiving, you have 30 days from the date of this form to provide us with documentation

(2) Eligible/Not Receiving Benefits
that you have applied for these benefits or you will be responsible for the full fee charged

(3) Potentially Eligible

for services as of ________________.


______________________________

(4) Determined Ineligible  (5) N/A



     Consumer/Responsible Party 

_____Applied within 30 days, remove lapse date          _____ Applied after 30 days, re-establish discount effective ___________

***************************************************************************************************************************************************
ASSIGNMENT OF BENEFITS AND RELEASE OF INFORMATION
The above information is necessary to determine your ability to pay and establish your fee.   If you decline to complete this form, you will be responsible for the standard fee for services rendered.  If you have insurance which District 19 participates with, it may pay all or part of your fee; however, you may be responsible for any fee not covered by insurance and this fee may or may not be discounted.  D19 CSB has established a schedule of fees available for your review at any of our locations.  District 19 offers extended payment plans and, if determined eligible, fee subsidies and fee appeals to assist with payment of your account.  To apply for any of these, contact your case manager, clinician, or the reimbursement office.

I certify that the above information is accurate and agree to notify District 19 CSB of any changes.  I agree to be responsible for payment of charges incurred.  I hereby authorize payment directly to District 19 CSB for any third party benefits to which I am entitled.  I further authorize the release of medical/clinical information, which may include drug and alcohol/substance abuse information, necessary to process third party claims, including contact with primary care providers and third party payers.  I understand that District 19 CSB may use established collection procedures if I do not meet my payment responsibility.  This may include forwarding my account to the VA Department of Taxation Debt Set-Off Program for further collection efforts.  I understand that failure  to pay may also result in suspension of services.

Consumer/Responsible Party_________________________________________________________Date____________

District 19 Representative__________________________________Clinic____________________Date_____________
h\finresp(rev 4/30/04)
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