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FINANCIAL AGREEMENT AND POLICY 

In consideration of services rendered to {client name} ("Patient"), by Families First Counseling and 
Psychiatry ("Provider'), we the undersigned, jointly and severally agree to the terms and conditions of 
this Agreement. This Agreement covers all services rendered by the provider beginning {system date} 
and continuing for as long as the patient receives services.

Release of Information and Authorization to Pay Insurance Benefits: I hereby authorize the 
Provider to release any information related to the care and treatment of the Patient to third-party payors 
and their review agents which may be necessary to obtain benefits payable under any medical insurance 
plan for services rendered by the Provider. I understand that any benefit quotes or coverage information 
given to us by any member of the staff or representative of the Provider is not guaranteed and is only 
what the Provider has been told by our insurer, review agencies, and/or third party payors. I assign to the 
Provider all benefits due me from insurers, health management agencies, and/or third-party payors. I 
further authorize the Provider to discuss financial information with third parties for the limited purpose 
of collecting payment for services rendered.

Responsibility for Payment: I hereby guarantee payment to the Provider for services rendered to the 
Patient in accordance with the rate schedule that is in effect at the time of service. If I notify the Provider 
that the patient is an enrollee or subscriber of a Health Maintenance Organization ("HMO") or other third-
party payor that requires preauthorization for services, I understand that for services covered and 
authorized, I will be responsible for co-payments or co- insurance payments. If a service is not covered by 
the third-party payor, I agree to pay for the full amount of the service. If I do not give immediate notice to 
the Provider of any third-party that may pay for services but requires preauthorization or timely filing. I 
agree to pay for any charges not otherwise paid. I understand that it is my responsibility to provide a 
referral from my primary care physician should one be required for payment by my insurance company.

Medicare Assignment and Authorization (for Medicare Patients only): I certify that the 
information given by me in applying for payment under Title SVIII of the Social Security Act is correct. 
I authorize any holder of medical or other information about me to release to the Social Security 
Administration or its intermediaries or carriers any information needed for this or a related Medicare 
claim. I request that payment of authorized benefits be made on my behalf for any services furnished by 
the Provider to this Patient. I assign the benefit payable for physician services to the physician or 
organization furnishing the services or authorize such physician organization to submit a claim to 
Medicare for me. I understand that I am responsible for any health insurance deductible and co-
insurance.

This document serves to confirm that ___________________ wish myself/child to receive service 
from Families First Counseling and Psychiatry.

I hereby represent that the above listed client is eligible to receive the services as a Maryland Medicaid 
beneficiary. I understand that I am required by law to provide, at this time, information on any and all 
alternative insurance that may provide coverage for myself/my child, and I represent that the following 
coverage maybe applicable.
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Additional Insurance Information (If no other insurance applies, please Indicate NONE): 
______________________________________________

I fully understand that any deliberate omission or failure to accurately report all insurance information 
may result in my being prosecuted for Medicaid fraud. In addition, I acknowledge that if any 
information provided herein by me proved to be incorrect or inaccurate, I may be personally liable for 
the cost of the services provided to me/my child.

I understand that it is the policy of Families First Counseling and Psychiatry to require that I/my child 
maintain a relationship with a therapist within the clinic. In addition to therapy services, therapists 
maintain the authorization for your insurance to pay your claims and they provide necessary treatment 
planning services. I understand that failure to keep the required therapist appointments will result in my 
not being allowed to schedule further appointments with the psychiatrist nor receive any prescriptions 
until I have done so.

________________________________ ______________________
Client Date:

_________________________________ ______________________
FFCP Assessor/Witness Signature Date:


