Health Insurance Release Form

I authorize the release of any medical or treatment information to process claims for reimbursement to The Center for Youth and Family Solutions.

Signed 






Date 






   Patient or Authorized Person

I authorize payment of medical benefits to The Center for Youth and Family Solutions.

Signed 






Date 






   Insured or Authorized Person

If the client is not the primary insured person, please provide the following information:
Insured’s Name:            __________________________
Insured’s Address:        __________________________

Insured’s Date of birth:  __________________________
Insured’s Employer:      __________________________
Fee Collection Policy

It is our policy to collect as much of the copay and or deductible as you can afford. We offer several payment options including credit card payments. If it is necessary for you to carry a balance on your account we will send monthly statements.  
