Inspirations ror Youth and Families, LLC

Patient Name: MR#:

Private Pay FINANCIAL AGREEMENT

l, , as Parent/Legal Guardian for the above named patient, |
understand that | am entering into an agreement for medical treatment services for said patient. | further
understand that | am being offered a discounted rate for service because | do not have insurance coverage for
these services. | agree to Pay Inspirations for Youth and Families, LLC as follows:

Treatment Services

Educational Fee per Month

Activity Fee Per Month

Other:

Total

Paid on Account OCash OCheck OCredit Card

“wv N un n n n n

Balance Due

Balance payable as follows:

S Due:

Notes:

By signing this agreement, | understand that if | fail to abide by the payment schedule agreed upon above, the
account will be placed with a collection agency for collection. | may also be subject to finance charges, legal
fees and any other fees incurred while attempting to collect this debt.

Inspirations for Youth and Families, LLC. will NOT refund monies paid on account for days not completed. |
further understand that if the patient leaves the facility prior to completion of treatment, Against Professional
Advice (APA), and/or the above terms are not adhered to, Inspirations for Youth and Families LLC reserves the
right to revert the discounted treatment plan back to the standard fees of $1475.00 per diem for residential
treatment, $975 per day for Day/Night Treatment, $650 per day for Intensive Outpatient Treatment and/or
$200 per hour for Outpatient services. | will also become responsible for all ancillary charges that were
included in my discounted rate.

Parent/Guardian Signature Client Name

Staff Signature Date
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Inspirations for Youth and Families, LLC

Patient Name: - MR#:

Notice of Insured Patient Financial Responsibility

In compliance with commercial insurance regulations, arrangement for co-payment and deductible payments
will be made at the time of admission. As a courtesy, Inspirations for Youth and Families, LLC, hereafter called
“Facility, will bill your insurance company for treatment services. Any remaining balances are your
responsibility.

The following constitutes the financial policy of Facility, with respect to services rendered.

1. Facility charges are all inclusive, except as noted in the Financial Agreement, at the per diem rate of-
$1475 for Residential Treatment, $975.00 for Day/Night Treatment, $650 for Intensive Outpatient
Treatment and $200 per hour for Outpatient Services.

2. Facility will bill insurance carriers on behalf of the Client where applicable as a Courtesy service. This is
not a guarantee of payment and payment by the insurance carrier is based on their determination.
Client’s responsible party remains responsible for all charges incurred.

3. Facility has contractual agreements with many insurance carriers. Some contracts require that we
accept payment from the insurance carrier as payment in full. In such cases, client responsible party
may not be responsible for Co-Payments and Deductibles.

4. If insurance carrier fails to remit payment for services within ninety days, the Client’s responsible party
will be billed for the balance on the account. All statements are due in full upon receipt.

5. If Insurance company pays benefits in excess of that determined prior to admission and client has paid
additional deductible and co-pay based on benefits initially determined, Patient/responsible party may

be entitled to a partial refund in the amount of excess private funds paid.

6. An 8% billing fee incurred by the medical billing service for Facility will deducted from any refund
determined due on the Patient’s behalf.

7. Facility does not provide refunds of any moneys paid by or on the behalf of Client when the Client
leaves the facility Against Professional Advice (APA) or for major rule violations.

Client Initials
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Inspirations for Youth and Families, LLC

Notice of Insured Patient Financial Responsibility
continued

8. If Client is transferred for therapeutic or medical reasons, any moneys paid by or on behalf of the Client
will be refunded less our full per diem rate for each day Client was at our facility.

9. Initial payment for treatment is due upon admission unless insurance assignments are accepted.
Subsequent payments are due on the first day of each subsequent treatment period.

10. Refunds will not be granted until all claims have been settled with the insurance company from the
date of admission through the discharge date.

11. 1 understand that my insurance carrier by law has up to 24 months from the date of payment to
determine that benefits were overpaid to the Facility and request a refund of such payments. In this
event, | will be responsible for the amount refunded by the Facility to the insurance carrier.

12. 1 understand that my records are protected under Federal confidentiality regulations (42 U.S.C. 290dd-
3 and 42 U.S.C. 290ee-3 for Federal laws and 42 CFR Part 2 for Federal regulations) published August
10, 1987, and cannot be disclosed without my written consent unless otherwise provided in the
regulations. lunderstand that patient medical records may contain information concerning my
psychiatric, psychological, drug or alcohol abuse, HIV/AIDS and/or related conditions.

By signing below, | am stating that | have read and understand the above stated policy and terms of courtesy
billing and that | agree to said terms and that | am the party financially responsible for this patient.

Parent/Legal Guardian Signature Date
Withess Signatu.re Date
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Inspirations for Youth and Families, LLC

Patient Name: MR#:

Insured Patient FINANCIAL AGREEMENT

l, , as Parent/Legal Guardian for the above named patient,
understand that | am entering into an agreement for medical treatment services for said patient. | understand
that as a courtesy, Inspirations for Youth and Families, LLC will bill my insurance company per our standard per
diem rates of $1475 for Residential Treatment, $975 for Day/Night Treatment, $650 for Intensive Outpatient
Services and $200 per hour for Outpatient Services. This courtesy billing is not a guarantee of payment by the
insurance carrier and | understand that as the patients responsible party, | am responsible for any charges that
remain unpaid.

| agree to Pay Inspirations for Youth and Families, LLC as follows:

S Deductible and/or Co-pay

S Educational Fee per Month

S Activity Fee per Month

S Other:

) Total at admission

S Paid on Account OCash OCheck OCredit Card
S Balance Due

Balance payable as follows:

5 Due:

Notes:

By signing this agreement, | understand that if | fail to abide by the payment schedule agreed upon above, the
account will be placed with a collection agency for collection. | may also be subject to finance charges, legal
fees and any other fees incurred while attempting to collect this debt.

Parent/Guardian Signature Parent/Guardian Printed Name

Staff Signature Date
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