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FAMILY SERVICE AND GUIDANCE CENTER OF TOPEKA, INC.

Client Responsibility and Acknowledgement Form
Family Service and Guidance Center (FSGC) is a not-for-profit Community Mental Health Center.  Family Service and Guidance Center is obliged to determine each client’s ability to pay for services, and to render care based on an objective treatment plan.  Payment for services rendered, based on ability to pay, is expected as per the agreements below.

CLIENT NAME: ______________________________________________________________ID#___________________________
ADDRESS: _____________________________________________________
PHONE: ______________________________


           _____________________________________________________
COUNTY: ____________________________
FAMILY SIZE: ___________________________
ANNUAL GROSS FAMILY INCOME: _______________________________

CLIENT FEES:    Outpatient: ___________%;        
Other Service: ___________________________​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​__Fee:____________Hr . / %. 
 





Estimated Fee:  Weekly $______________
Monthly $_____________


THE FOLLOWING APPLIES TO ALL THIRD PARTY PAYORS:
1. I certify that the above information concerning family annual gross income and family size is accurate.    I understand that I will pay 100% of the fee if I do not provide information concerning family annual gross income and family size. 

2. I understand that as a service to me FSGC will bill my insurance company. I also understand that ultimately it is my responsibility to obtain referrals from my primary care physician and / or precertification authorization prior to my appointment if required.  I will work with FSGC in receiving the correct reimbursement from my insurance company.   I further understand that this constitutes advance notice to me, the beneficiary, that if all program requirements are met by FSGC and payment is not made by Medicaid or any third party  payor, I will be held responsible for the charges if services are not covered.  
3. I understand that I am responsible for 100% of any charges incurred in meeting my insurance deductible.  ______ (Initial)   
4. I hereby authorize payment directly to FSGC for any third party benefits to which I am entitled.  I further authorize the release of information needed to process third party claims.
5. I acknowledge that FSGC has the right to use established collection procedures if I do not meet my payment responsibilities including releasing my name, and other information about my account to those involved in collection procedures.
6. I understand if I am having difficulties paying the fees or feel the fees are creating a significant financial hardship for me I can contact Accounts Receivable to discuss a possible fee reduction.  Services will not be denied based on the inability to pay.  

7. I understand that a portion of my scheduled appointment time may be utilized to complete the required documentation of the service.   

8. I hereby acknowledge I have received a copy of FSGC’s CLIENT RIGHTS AND RESPONSIBILITIES and have been offered the PRIVACY PRACTICES INFORMATION.    ______ (Initial)   
9. I agree to notify FSGC in writing of any changes in this information including name, address, phone, family size, annual gross family income, third party payors, and client’s legal status. Therefore, it is it very important to have all information available each time you check-in.  
10. I agree that I am financially responsible for this account.   I will remain responsible after the client reaches the age of 18, unless I revoke this agreement in writing or the client signs as financially responsible.
I have read the above Client Responsibility and Acknowledgement Form and understand that should I have any questions I may contact Family Service and Guidance Center for clarification and/or additional explanation.

______________________________________________________
                _______________________________________________________________

Client Name if Adult / Legal Guardian (Please Print)

Client Signature if Adult / Legal Guardian



_______________________________________________

______________________________________________________

Social Security #





Date













_______________________________________________

______________________________________________________

Witness Signature





Date
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