
Client ID _____________ Cascade Community Healthcare New _____
Financial Agreement Update _____

Client Information:   

Legal Name:  __________________________________________ Date of Birth: _______________________________

Social Security Number:  _________________________________ 

Financial Responsible Party Information:

Legal Name:  __________________________________________ Date of Birth: _______________________________

Social Security Number: _________________________________ Relationship to Client: ________________________

Mailing Address:  __________________________________________________________________________________
Street/PO Box City State Zip

Home Phone:  _______________________ Work Phone: ________________________ Cell: ______________________

Employer:  ___________________________________________ Employer Phone:  _____________________________

Employer Address:  _________________________________________________________________________________

Spouse Name:  ________________________________________ Date of Birth:  ________________________________

Spouse Employer:  _____________________________________ Employer Phone: ______________________________

Insurance Information:

Primary Insurance Name:  _______________________________________ ID Number:  _________________________

Group Number:   _____________________   Subscriber Name:  ___________________________ DOB: ____________

Secondary Insurance Name:  _______________________________________ ID Number:  _______________________

Group Number:   _____________________   Subscriber Name:  ___________________________ DOB: ____________

Medicare Information: 

ID Number:  ______________________ Primary? Yes / No

Medicare Supplement Coverage:  

Insurance Name:  ________________________________________ ID Number:  ________________________________

Please present insurance card(s) to receptionist. 

Cascade Community Healthcare does not guarantee that the cost of services is covered by third party insurance. Eligible services will be billed 
to third party insurance provided accurate billing information is received.   By signing this agreement, you understand that you are financially 
responsible for the services provided by the staff at Cascade Community Healthcare and for services not covered by reported insurance. 
Please sign that you have this document in its entirety (including the reverse side) and the information provided is accurate and true.  

_______________________________________________ ____________________
Signature of Financially Responsible Party Date

_______________________________________________
Witness of Cascade Community Healthcare



Client ID _____________ Cascade Community Healthcare - Fee Policies
Please Read Carefully

 I understand my Insurance Identification Card must be present at each service. Apple Health and all other insurance 
eligibility and benefits must be verified at each visit.

 I understand my third party insurance plan(s) must be billed primary to Apple Health. I am required to provide the 
necessary information for Cascade to bill for eligible services.

 I authorize cascade to release any and all medical records necessary for the completion of claims and coordination of 
treatment and treatment planning.  I assign any insurance benefit for services rendered to Cascade.

 I authorize payment from any third-party insurance and/or Medicare benefits be made to Cascade Community 
Healthcare for any services furnished.  

 I understand payments for services sent to the insurance subscriber for services provided by Cascade will be billed to 
the Financial Responsible Party.

 I understand the following services will not be billed to third party insurance and will be billed directly to the 
Financially Responsible Party as reported on this document:
· Case Management Services · Collateral Contact Services Missed visit/leave early fees
· Services provided outside of this facility · Supported Employment Services

 I understand I will be billed fee for service if my insurance coverage is inactive on the dates the services were rendered, 
or if the insurance benefit plan does not include mental health services, or if I am not authorized for services

 I understand Cascade Community Healthcare does not guarantee payment from my Medicaid, third-party insurance, 
or Medicare plans.  Any services not covered by these benefit plans will be billed to the Financial Responsible Party as 
reported on this document unless: the client is covered by Apple Health, has met Access to Care Standards, and is 
authorized for services by the Managed Care Organization.

 I understand not all services are eligible to be billed to third party insurance and will be billed directly to the Financially 
Responsible Party as reported on this document.

 Medicare beneficiaries and Medicare alternative plan beneficiaries:  Cascade Community Healthcare has limited 
Medicare providers.  This client’s Medicare plan will be billed only for services provided by a Medicare covered 
provider.  All other services provided will be billed directly to the Financially Responsible Party as reported on this 
document. 

 Labor and Industries Disability claims: Cascade Community Healthcare is not currently a labor and industries provider. 
All services must be preauthorized by Labor and Industries. Any unauthorized services provided will be billed directly to 
the Financially Responsible Party as reported on this document.

 I understand that if, during my course of treatment, I become eligible and obtain DSHS medical benefits that would 
cover behavior health services; I must notify the assigned clinician immediately.  The Mental Health Division requires 
an evaluation and authorization to be in place to determine eligibility for services.  I will remain fee for service until it 
has been determined that I meet the Mental Health Divisions minimum criteria for Medicaid covered Mental Health 
Services.

 I understand that co-payments and fees for services are due at the time services are rendered.  If I have insurance, 
the insurance will be billed according to the policies listed on this document. Accounts that are determined delinquent 
will be sent to a collections agency. I understand that if I do not pay for services at the time services are rendered and I 
am provided services, I will not be provided services until I have paid for prior appointments.

 All clients seeking mental health services at Cascade are assured that they will have access to services regardless of 
ability to pay. No one is refused service because of lack of financial means to pay.

 Accounts are considered delinquent sixty days after this agency has billed the Financially Responsible Party as reported 
on this document.  Fees for services will be mailed to the last address reported to our agency.  Delinquent accounts will 
be referred to a collection agency.

Should the account be referred for collection the undersigned shall pay reasonable attorney fees and collection 
expenses. All delinquent accounts bear interest at the legal rate. In the event of court action venue and jurisdiction shall 
be Lewis County in the State of Washington.

A missed visit fee will be billed to the Financially Responsible Party as reported on this document if the client:
o does not show for scheduled appointment
o does not cancel/reschedule appointment within 24 hours
o is late for scheduled appointment and it results in cancellation of the appointment due to time constraints 

Missed visit fees do not apply to clients with Medicaid coverage.

Billing procedures and policies are subject to change.  Notification of changes will be posted in the waiting area, provided at 
time of service and/or mailed to the mailing address as last reported. 


