ACKNOWLEDGEMENT OF FINANCIAL RESPONSIBILITY

FOR PRIVATE PAY:

[] You are required to pay your sliding-scale fee prior to each visit.

FOR INSURANCE BERT NASH CONTRACTS WITH (Blue Cross, HMS,
Medicare, New Directions, Tricare, and EAPs):

[ ] We require a copy of your insurance card. Otherwise your fee will be set at
our full-fee.

[] You are required to pay your co-pay, if applicable, prior to each visit.

[ ] Anything not covered by your insurance will be your responsibility. (For

example: phone contacts, case management, and phone medication renewals)

FOR MEDICAID:

[] We require a copy of your medical card each month. Otherwise your fee will
set at our full-fee.

[ ] There is a $3.00 co-pay after the first visit to be paid prior to each adult
therapy appointment.

[] Anything not covered by Medicaid will be your responsibility. (For example:
phone contacts and phone medication renewals)
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