INDIANAPOLIS INSTITUTE FOR FAMILIES, INC.

618 N. High School Road
Indianapolis, IN 46214

317-381-0355   Fax 317-381-0356

FINANCIAL CONTRACT

Thank you for choosing the Indianapolis Institute for Families, Inc. as your service provider.  We are pleased to be able to provide you with exceptional treatment services.  Please be aware that if your insurance/Medicaid does not pay for the following services, you may be responsible for all costs of service at the following rates:
INDIVIDUAL THERAPY (50 minute session)
$125.00

COUPLES/MARITAL THERAPY (50 minute session)
$125.00

FAMILY THERAPY (50 minute session)
$125.00

GROUP THERAPY (60 minute session)
$50.00

I give my consent for the Indianapolis Institute for Families, Inc. to file my insurance and release my mental health records as determined necessary for the filing of insurance reimbursement.  I authorize release of payment of medical benefits to Indianapolis Institute for Families, Inc.
Initial Here: ____________
These services are available and NOT billable to insurance/Medicaid; the need for these services will be determined on an individual case basis and may be discussed with your therapist for additional information.  You will be responsible for costs of service at these rates:

COURT PREPARATION/TESTIMONY (per hour)
$250.00

PSYCHOLOGICAL TESTING (per hour)
$125.00

REPORT WRITING (per hour)
$125.00

CONSULTATION WITH OTHER PROFESSIONALS- i.e. teachers, attorneys, doctors (per hour)
$125.00
TRAVEL TIME (per hour) plus MILEAGE 
Standard Government Mileage Rate + $125.00

Initial Here: _________
FAILED OR LATE CANCELED APPOINTMENTS (each)
$50.00

Twenty-four (24) hour notice is required when canceling and rescheduling appointments. Clients not attending an appointment or failing to provide this notification may be charged $50.00 for these sessions.  This fee is not billable to insurance.  Repeated cancellations or failed appointments will result in termination from services.
Initial Here: __________
I agree that I am responsible for the payment of all co-payments, co-insurance, and all other fees to the Indianapolis Institute for my/our participation.  I agree to pay these fees at each scheduled session.  I understand that failure to pay these fees will result in not being scheduled until full payment is made.  I understand that non-payment of fees is a violation of this contract and will result in termination and possible further court action.  If for any reason my account should become delinquent, I understand that I am responsible for all costs of collection including, but not limited to, collection fees, attorney fees, and court costs.   

Please provide the Indianapolis Institute with your card(s) to copy. 

Please check insurance coverage and fill out the attached page as needed.  
____ Private Insurance (Primary Coverage)

____ Private Insurance (Secondary Coverage)

____ Hoosier Healthwise/Medicaid

____ No Insurance or Medicaid Coverage.
____ I choose not to file Insurance/Medicaid, and I will pay full fees.

I, the undersigned, assume full responsibility for my/our fees and agree to the terms herein.

_________________________________________________ 
_________________

       Signature of Responsible Party

  Date
_________________________________________________


    Printed Name of Responsible Party
INSURED’S/POLICY HOLDER’S INFORMATION:

Full Name: 


Address: 


City: ____________________________________________  State: _________________   Zip: 


Date of Birth: ________________________________     Sex:   M     F

Social Security Number: ________________________    Home phone: 

Employer’s Name: 


Insured’s ID Number: __________________________   Group/FECA #: 


Member Services Phone Number: ________________   Plan Name or Network: 

Precertification Required? ______________________   Certification Phone: 


Family member’s covered on this policy:

	Full Name & Address (if different from Insured)
	Date of Birth
	Relationship 
to Insured
	ID Number 

(If different from insured’s)
	Other Health Benefits? (Please list)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


OFFICE USE ONLY: Verified by: 
 Date: 


Eligibility Period: 
 Network: 


Deductible: 
 Max Sessions: 


Co-Pay: 
 Co-Insurance: 


Pre-certification Contact: 
 Contact Phone: 


Authorization #: 
 Sessions Approved: 


Notes: 


Claims Name: 
 Phone: 


Address: 


CSZ: 

NOTES:
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