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Fee and Payment Agreement Page 1 of 1 Last Update:  11.16.14 
 

 
 
 

Client #:  ______________________   Date:  ______________________      SS #:  ______________________ 
 
Name (Last, First and Middle): _______________________________________________________________ 
                                          
PLEASE CHECK YOUR STATUS:    ( √ all that apply.) 
 
UNINSURED    
Based upon my family’s total yearly income of $      and my total family size of      , my portion of the cost 
of services rendered by Le’Chris is     .    
 
Document providing proof of income is:                                                                                           
This fee is calculated according to my ability to pay based on the document showing my proof of income.   
 
PRIVATE INSURANCE   (Attach copies of all cards.) 
Insurance Company ____________________________ Policy # __________________________ Copy of card attached   Yes   No 
Insurance Company ____________________________ Policy # __________________________ Copy of card attached  Yes   No 
Insurance Company ____________________________ Policy # __________________________ Copy of card attached   Yes   No 
I understand that if I have private insurance: 

(a) If I have not met my deductible, I am responsible for the deductible amount as well as the co-
pay amount. 

(b) If I have met my deductible and my insurance assigns co-pay, I am responsible for that co-
pay amount. 

(c) If I have met my deductible and my insurance does not assign co-pay, I am responsible for 
the charged amount LESS the amount paid by my insurance. 

 
MEDICAID   (Attach copy of card.) 
Medicaid ID # ________________________________________ Copy of card attached  Yes   No 
 
If I am Medicaid insured, I understand that I will not be charged an out of pocket expense for Medicaid reimbursable services.  
If at any time my eligibility expires, I understand that I am responsible for the full charged amount until I sign a new fee and 
payment agreement or my Medicaid eligibility is reestablished.  
 
MEDICARE   (Attach copy of card.) 
Medicare ID # ________________________________________ Copy of card attached  Yes   No  
If I am Medicare insured, I understand that I will only be responsible for fees assigned to me by Medicare.  

 
By signing this fee and payment agreement,  

• I agree to have information concerning my case released to my insurer, including any substance abuse information.   
• I agree to provide Le’Chris with proof of income within 30 days of signing this fee and payment agreement.  If I do 

not provide Le’Chris with proof of income within 30 days, I will be charged the full rate until proof of income is 
provided.  From the date proof of income is provided, my account will be charged accordingly.   

• I agree to notify Le’Chris of a change in my insurance, Medicare, Medicaid benefits or any other change in status, 
such as change of address, phone number, employer or loss of employment.  In the event that any change does occur, I 
understand that a new fee and payment agreement must be established. 

If I am unable to keep my appointment, I will notify the office at least 24 hours prior to the scheduled session in order to avoid 
being charged for the time. 

 
PLEASE PRESENT YOUR INSURANCE CARD(S) AT EACH VISIT 

 
 
___________________________       ________       ____________________________________       __ ______ 
Staff Signature                                 Date         Signature of Client/Responsible Person            Date 
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