Client Name: ____________________________________________ Date of Birth_____________________________

Mailing Address__________________________

Physical Location (if different from mailing address)

_______________________________________

____________________Town of ___________________

If Client is a minor, name and address of guardian _______________________________________​​​​​____________


Phone (H) __________________________(W) _________________________(CELL) ________________________

Client’s Social Security Number ______________________________ Employer____________________________

Medicaid Number:  ______________________________
Medicare Number: _______________________________

If Medicaid pending, documented proof required
Do you receive SSI?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No   FORMCHECKBOX 
Pending

Do you receive SSDI?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No   FORMCHECKBOX 
Pending

PRIMARY INSURANCE: Is this an HMO/Managed Care/Preferred Provider Plan?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  FORMCHECKBOX 
Don’t know

Name of Plan: _________________________________________________________________________________

Name of Company: _____________________________________________________________________________

Address: _____________________________________________________________________________________

Insured’s Name: ________________________________________ D/O/B of Insured:________________________

Insured’s ID Number: ___________________________
Relationship of Insured to Client: ___________________

SECONDARY INSURANCE: Is this an HMO/Managed Care/Preferred Provider Plan?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  FORMCHECKBOX 
Don’t know   
Name of Plan: _________________________________________________________________________________

Name of Company: _____________________________________________________________________________

Address:  _____________________________________________________________________________________

Insured’s Name: _________________________________________ D/O/B of Insured:_______________________

Insured’s ID Number: ___________________________  Relationship of Insured to Client: ____________________

Gross Weekly Income From All Sources: _____________  Number of People Supported: __________

(See Proof of Current Income List for Documentation Required)
YOU MUST PROVIDE INSURANCE INFORMATION TO ESTABLISH YOUR COPAY.  IF YOU DO NOT HAVE INSURANCE, 
YOU MUST PROVIDE DOCUMENTATION OF INCOME TO DETERMINE YOUR FEE.  IF YOU DO NOT PROVIDE 
INSURANCE OR INCOME INFORMATION, YOU WILL BE CHARGED THE FULL COST OF SERVICE.  
FAILURE TO PAY MAY RESULT IN A REDUCTION OF SERVICES.
I request that payment of authorized benefits be made on my behalf to Columbia County Mental Health Center for services furnished to me by the provider.  I authorize Columbia County Mental Health Center to release to the above insurance carriers, Medicaid or Medicare any medical or other information necessary to process my insurance claims.

_________________________________________________      _______________________________________
Signature of Client (or Guardian if client is a minor)                                             Date
Office Use Only:                Therapist:                    Fee per session:


Case No._________           ____________            ____________











Columbia County Mental Health








May 1, 2009
                                                       FEE SHEET                                         REVISED_2/2012__



