INNOVATIVE ALTERNATIVES, INC. 

CLIENT SELF-PAY AGREEMENT


Date _____________
I, _____________________________________ understand that:

· The charge for each session at Innovative Alternatives, Inc. is $125.00 unless otherwise noted on the Consent for Services form and/or the approved Sliding Scale Application.  An itemized receipt for services will be provided upon request.

· I am responsible for payment at the time of service.

· If I no-show or do not cancel my appointment within 24 hours of the scheduled time, I will be charged $50.00 for the untimely cancellation/no show as stated in the Untimely Cancellation/No Show Policy.

· If I present at my appointment without the fee for service, my appointment may be rescheduled and my or my dependent child’s account charged $50.00 for the untimely cancellation and rescheduling.
· I am waiving my right to utilize insurance benefits so that I may access services through the sliding scale, and will not, in the future, request or attempt to coerce Innovative Alternatives, Inc. to file insurance claims for any past sessions; nor will I attempt to file for reimbursement of these sessions with my insurance company.
· I am responsible to provide Innovative Alternatives, Inc. with documentation as required on the Sliding Scale Application to accurately assess fees and maintain documentation for justification for the reduction of fees, but I also understand that if I do have insurance benefits, Innovative Alternatives, Inc. cannot accept payment rates for less than the contracted rate with my insurance company.
· Innovative Alternatives, Inc. agrees not to submit claims to any insurance company under this agreement.

· I am responsible for notifying Innovative Alternatives, Inc. of any changes in my financial status and understand that client income is reassessed at 2 times during the year and I agree to provide updated income information.
· I will cooperate with IAI fully and promptly when information or action is requested of me, and I understand if the information is not provided, my fee will return to $125.00/hr. 

· I authorize information to be shared with a third party (i.e., collection agency) for the purpose of processing unpaid charges on my or my child’s account. 

The following is my billing information:
Name of Client _​​​​​​​​​​​​​​​​​________________________________________________________________________________________
Street Address ___________________________________________________ City, State and Zip  ______________________
Date of Birth _______________     Social Security # _____________________
Name of Party Responsible for Charges______________________________________________________________________
Street Address ___________________________________________________ City, State and Zip  ______________________
Date of Birth _______________      Social Security # _____________________     Relationship to Client _________________
Total Household Income  
Week ______________​​​___
Month ________________
Year __________________
I understand and agree that I am ultimately responsible for all charges incurred as a client of Innovative Alternatives, Inc.  I have read and understand all of the information above.  I certify that the information provided is true and correct to the best of my knowledge and will notify you immediately of any changes.

__________________________________________
_____________________________________           
Client’s Printed Name

    



Client’s Signature (parent/guardian if minor)




___________________________________________





                      Parent/Guardian Printed Name
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