
PATIENT FINANCIAL RESPONSIBILITY STATEMENT

I understand that mental health services provided to me by ______________________
may or may not be covered by my health care insurer.   I am choosing to have all services
billed to me directly and ask that no claims be submitted to my insurance carrier.  I agree
that I am financially liable for all expenses incurred.

____________________________________________     _________________________
Patient/Parent/Guardian Signature                                      Date

____________________________________________    _________________________
Witness Signature         Date


