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Medicaid & CORE Financial Information and Consent to Treat
_______________________________     __________    ___________________    ___________________
              Client Name


         DOB                 Medicaid ID

    Date

Financial Information 

  _____ Not applicable as funding will be sought from Medicaid/CORE Services 
Appointments     

Appointment times are not automatically held open for you from week to week.  It is the client’s/parents’ responsibility to reschedule at the end of a session or to call if you wish to schedule an appointment.  

Cancellations    

In the event you need to cancel an appointment, please provide notice to me within 24 hours of your scheduled appointment time. I do work very hard to be flexible with my schedule for clients in crisis or acute need and this, from time to time, may affect a set schedule. If you are using Medicaid to pay for your services (CORE is exempted) and if you do not show up for your appointment or cancel less than 24 hours two times, I reserve the right to discontinue services. If this occurs you will be given a list of other providers from whom you can seek further services.  Should client become ineligible through Medicaid or CORE, client will be financially responsible for services at a rate equal to the Medicaid reimbursement rate.
Telephone Calls    

If you need to speak with me between sessions you may call or leave me a voicemail on my secure line. All telephone consults will be billed appropriately.
Termination  


You may end treatment whenever you choose and you may seek a second opinion if you wish to do so.  Treatment will usually have a natural end point.  If you are the guardian of a child and services are terminating, please plan to schedule a final session to talk about the child’s progress and allow the child and I to say good-bye which models important relationship closure skills.

CONSENT TO TREAT & Agreement to the above-stated Information
I authorize counseling of the person(s) named. I understand my legal rights.  If services are to be billed to a Medicaid Managed Care company, I authorize the release of any medical or other information necessary to process this claim.  I further understand that I am liable for charges if I am no longer eligible for Medicaid.  I agree to provide any necessary forms or documentation to assist in settling my account. Charges shown by statements, if statements are rendered, are agreed to be correct and reasonable unless protested in writing within thirty days of statement date.  Furthermore, I attest that I have read this information form, that I understand the conditions as stated above, and that I consent to therapy, including evaluation, treatment and/or referral.
	Client/Guardian:
	
	
	
	
	

	
	Print Name
	
	Signature
	
	Date

	Clinician:
	
	
	
	
	

	
	Print Name
	
	Signature
	
	Date
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