CHERYL J. SHORT, MA, M.DIV, LMFT, LMHC

MARRIAGE, FAMILY, INDIVIDUAL AND PASTORAL COUNSELING

200 Jennings St. 

Wenatchee, WA.  98801

Phone: 509-662-9526
_____________________________________________________________
Fee Policy and Release of Information
Payment plan: please check:

Self Pay: _____; Insurance: ______; Managed Care: _____ 

EAP: _____, #number of sessions: _____.

Person/s responsible for payment of account: name and social security number:

                                     _____________________________________________

                                     ______________________________________________

Date of Birth:            ______________________________________________

Address and phone:  _____________________________________________

                                  _______________________________________________
If using Insurance or Managed Care:

Name: ______________________________________________________________

Policy Number etc.: ___________________________________________________

Co-payment: ________________.

I suggest you confirm the above with your insurance company.  The person/s responsible for payment of the account shall make payment for services which are not paid by your insurance policy, all co-payments, and deductibles.

Release of Information Authorization to Third Party Payer
I (we) ____________________________________________, request that payment of 

                                      Client/s

authorized benefits be made on my (our) behalf to : Cheryl J. Short for services furnished                                                                              

             






Provider


to me (us) by this provider.  I authorize Cheryl J. Short to release to _______________________________________ (name of insurance/managed care company/third party) and its agents any information needed to determine these benefits or the benefits payable for related services.  I authorize the Insurance or Managed Care or other Third Party to give information to Cheryl J. Short (provider) regarding benefits for payment.

I have read and understand the Fee Policy and agree to the conditions set forth in this form.  I have also filled out all necessary information and agree to the Insurance/Managed Care/Third Party to release of information as set forth in this form (for those using Insurance/Managed Care/Third Party).  I also agree to have the above information shared electronically; the on-line billing company is HIPAA compliant.  

I understand that I have the right to revoke this authorization at any time.

Signed:  ___________________________________.  Date: _____________________.

             Client/Parent/Guardian

Signed:  ___________________________________.  Date: _____________________.

              Client/Parent/Guardian

This Release of Information Authorization shall expire on the following date or event: 
________________________
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