Aspen Counseling & Consulting, LLC
Assignment of Benefits / Guarantee of Payment

Client Name: __________________________________________________           Client ID: _______________
Client DOB:______________

Release of Information
This release of information is to secure payment for services provided by Aspen Counseling & Consulting, LLC (“Aspen”) and applies to the following information: your presence in treatment; your demographic and medical information; treatment information and records including assessment, diagnosis, treatment plan, dates of service, type of service and level of care received; financial information; and any other information that is necessary to obtain authorization for services, to determine eligibility, to coordinate benefits, to submit health care claims, and to obtain reimbursement from a third-party payer or funding source.

Indicate which of the following people or entities are allowed to exchange information with Aspen:

	X
	Name
	Description

	
	
	Parent/Guardian/Spouse

	
	
	Parent/Guardian

	
	
	Third Party Payer

	
	
	Third Party Payer


Insurance Plan Information

I hereby authorize my plan administrator, the plan fiduciary, the insurer, and my attorney to release to Aspen any and all Plan documents, summary plan benefit description, insurance policy, medical necessity criteria, reasons for denial, and settlement information upon written request from Aspen or its attorneys in order to claim benefits or to pursue any internal or external appeal or legal or administrative remedies.

Parent Companies and Subsidiaries

I authorize Aspen to exchange information with the entities listed above and any subsidiaries or Affiliates of that entity who are involved in processing claims and handling my insurance benefits.  

Purpose and Condition

The purpose of this disclosure of information is for Aspen to obtain authorization and payment for treatment services provided to the client. I understand that treatment is being provided to the client in reliance on obtaining payment for services rendered.

Revocation

I understand that I have a right to revoke this authorization, in writing, at any time by sending written notification to the Medical Records Department at Aspen. I further understand that a revocation of the authorization is not effective to the extent that action has been taken in reliance on the authorization.  

Expiration and Redisclosure
Unless sooner revoked, this consent expires one year after the last date on which services were provided, or until all claims relating to my treatment are paid in full, whichever is later.  State and Federal law prohibit the person or organization to whom disclosure is made from making any further disclosure of this information unless further disclosure is expressly permitted by the written authorization of the person to whom it pertains or as otherwise permitted by law.  

________________________________________________________________       
________________
Signature of Client                                                                
 Date

_____________________________________________________        _______________________________________________________________
Name of Parent, Guardian or Personal Representative (Print)                Signature of Parent, Guardian or Personal Representative             
Date         
If you are signing as a personal representative of an individual, please describe your authority to act for this individual (power of attorney, healthcare surrogate, etc.).__________________________________________________________

_____________________________________________________
______________________________________________________________

Printed Name of Staff                                                                                       Signature of Staff Witness Attesting to Identity                                        Date
Financial Responsibility and Assignment of Benefits

To provide timely and accurate payment to Aspen for any services provided by Aspen to the client listed above:

· I certify that the information given by me for purposes of payment for the client’s treatment at Aspen is, to the best of my knowledge, complete and accurate and that no other coverage or insurance exists.
· I assign my right to receive payment of authorized benefits to Aspen.

· I also assign and convey to Aspen any legal or administrative claim or action arising under any group health plan, employee benefits plan, or health insurance incurred as a result of the treatment I receive from Aspen (including any right to pursue those legal or administrative claims or chose an action). This constitutes an express and knowing assignment of ERISA breach of fiduciary duty claims and other legal or administrative claims.

· I authorize Aspen to file an appeal on my behalf for any denial of payment or adverse benefit determination.

· If my Insurance Plan will not direct payment to Aspen, I agree to forward to Aspen all health insurance payments, which I receive for the services rendered by Aspen and its health care providers.

I further acknowledge and agree:

· That some or all of the services provided to the client by Aspen may not be covered by insurance.  

· That misrepresentation of this information may make me legally responsible for payment to Aspen.

· That I am responsible for all charges for services provided to the client listed above which are not covered by insurance or that are required under my Insurance Plan, such as co-payments or deductibles.

· That this financial form with assignment of benefits applies and extends to subsequent visits and appointments at Aspen.
· That Aspen will verify benefits prior to starting treatment and will share the information with me, but this does not guarantee payment.  My insurance company’s failure to process claims according to the verification of benefits information provided does not indicate an error by Aspen.
Unless revoked, this assignment is valid for all administrative and judicial reviews under PPACA (health care reform legislation), ERISA, Medicare and applicable federal and state laws. A photocopy of this assignment is to be considered valid, the same as if it was the original.

I intend by this assignment and designation of authorized representative to convey to Aspen all my rights to claim the benefits related to services provided by Aspen, including rights to any settlement, insurance, or applicable legal or administrative remedies (including damages arising from ERISA breach of fiduciary duty claims). Aspen is given the right by me (1) to obtain information regarding the claim to the same extent as me; (2) to submit evidence; (3) to make statements about facts or law; (4) to make any request, including providing or receiving notice of appeal proceedings; (5) to participate in any administrative and judicial actions and to pursue claims or actions against any liable party, insurance company, employee benefit plan, health care benefit plan, or plan administrator. As my assignee and my designated authorized representative, Aspen may bring suit against any such health care benefit plan, employee benefit plan, plan administrator or insurance company in my name with derivative standing at provider’s expense.

I certify that I have read and understand the above statements, that all of my questions have been answered to my satisfaction, and that I agree with each statement above.
I understand that I have the right to inspect and copy the information to be disclosed. I will be given a copy of this authorization for my records.

_____________________________________________________          _____________________________________________________________

Printed Name of Client or Person Financially Responsible                         Signature of Client or Person Financially Responsible             
Date                                    


_____________________________________________________          _____________________________________________________________

Printed Name of Insurance Subscriber/Member

                     Signature of Insurance Subscriber/Member

             
Date     
 FORMCHECKBOX 
 Check here if client or financially responsible person refuses to sign authorization 

_____________________________________________________
______________________________________________________________

Printed Name of Staff                                                                                       Signature of Staff Witness Attesting to Identity                                        Date
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