




   
Mequon Clinical Associates, SC 

 
 

Patient Name:______________________________   DOB:________________________________ 
   Please print 
 

 
18+ to be filled out by client only; under 18 to be filled out by legal guardian 

 
 

FINANCIAL POLICY 
Payment is expected at the time of service. You are ultimately financially responsible for all services you or members of your household 
receive from Mequon Clinical Associates. 
 
Consent to Treatment/Privacy Policy 
I hereby consent to treatment as agreed upon by my MCA Provider and myself, and I understand my rights as a patient. I have received 
and understand the written Notice of Privacy Practices provided by Mequon Clinical Associates. 

 
                                     __________initials  

 
Private Pay 
If you will be paying for visits privately (i.e., not through an insurance company or your insurance is a Medicaid policy), clinic 
policy requires payment at time of service. Please be prepared to make payment upon arrival for your session.  

 
   __________initials  

 
Health Insurance  
I have been advised that Mequon Clinical Associates does not accept any Medicaid insurance (which includes HMO Medicaid and 
Badgercare policies) and that I will be financially responsible if I have or obtain a Medicaid policy in the future. 
 
I authorize insurance payment of medical benefits to Mequon Clinical Associates for services described on the itemized claim form. I 
also authorize the release of information necessary to process this claim. Payment of benefits should be paid directly to Mequon 
Clinical Associates. I recognize and accept personal responsibility for all services rendered and will make payment in full of 
any self-pay charges, co-payments, or deductibles, and for any balance outstanding after payment or denial of such 
insurance benefits. 

          
   __________initials  

 
 
Outstanding Patient Balances 
After insurance is billed any portion not covered will be billed to the patient. Any balance that is billed to the patient must be paid in full 
no later than 60 days from the billing date. The clinic charges a $30 fee to you for any returned checks, which is payable before or at 
the time of your next scheduled visit.   
 

       __________initials 
Cancelled Appointments 
I understand that any appointments cancelled or missed without 24 hours notice may be charged a minimum fee of $75 and my 
insurance does not cover this fee. If you are 15 or more minutes late for your appointment, it will be at the providers 
discretion to charge this fee.  

__________initials 
Failure and/or Inability to Pay 
In the event it becomes necessary to assign your account to a collection agency, you are responsible for any/all costs of 
collection which may include attorney fees and other costs incurred. 
 

     __________initials 
 

I have read and understand the above financial policy. 
 

 
 
Client or Legal Guardian: __________________________________________________         Date: _______________________    
 
 
Legal Guardian Name (print): ________________________________  Legal Guardian DOB:_____________________ 








