Community Mental Health for Central Michigan

FEE DISCUSSION FORM
	CONSUMER NAME:
	     


	CASE NUMBER:
	     
	DATE OF BIRTH:
	     


OPTION A: Using State Income Tax Return
	Total Annual Taxable Income from Line 16 of Michigan Tax Return:
	$      


OPTION B: Using Other Income Verification Documents
	TAXABLE  INCOME
	ANNUAL AMOUNT

	Compensation from Employment
	     

	Compensation from Employment (spouse)
	     

	Unemployment Compensation
	     

	Unemployment Compensation (spouse)
	     

	*Retirement Plans –ONLY if retired
	     

	*Retirement Plans –ONLY if retired (spouse)
	     

	Alimony
	     

	Interest Income
	     

	Rental Income
	     

	** Other Taxable Income
	     

	Total Annual Adjusted Gross Income
	     


*Retirement & pension benefits may be taxable or non-taxable based on individual’s compensation plan. Consumers must provide documentation to verify type of plan.
**Other Taxable Income DOES NOT INCLUDE Workmen’s Compensation, Social Security Benefits, Tribal Income, Veteran’s Benefits, Child Support, Adoption Subsidy, and DHS Assistance (including Bridge Card).

STAFF:   Enter “Total Annual Taxable Income” (Option A) or “Total Annual Adjusted Gross Income” (Option B) into the CIGMMO Financial Determination page. Calculate the Monthly Max Charge, and complete the remainder of that page. For non-insured and in-network insurance consumers, enter the Monthly Max Charge from the Financial Determination page below. For Licensed Residential Services, except Medicaid (non-Deductible/non-Spend-down) consumers, enter the monthly max charge from Worksheet B, Line 15 in the Financial Determination page and below.
VERIFICATION OF INCOME:  Unless the consumer has Medicaid (non-Deductible/non-Spend-down), copies of documents verifying income amounts listed above are to be scanned into CIGMMO. If this form is completed off-site (away from CMHCM clinic) and copies cannot be obtained, CMHCM staff completing form must sign below to verify that he/she has viewed documentation which supports accuracy of income information presented on this form.

Agreement to Pay for Services:

I certify that the above information is correct, and I agree to notify Community Mental Health for Central Michigan of any changes in this information during the course of treatment.  Further, I authorize payment directly to Community Mental Health for Central Michigan for any third-party benefits to which I am entitled and authorize the release of information regarding diagnosis, presenting problem, treatment progress, prognosis, treatment plan, and projected length of treatment, to process third-party claims.  **DCH requires Community Mental Health for Central Michigan to notify any individual with out-of-network insurance benefits that they will be accountable for any balance the out-of-network insurance does not cover regardless of personal income status and individuals should seek an in-network provider for Mental Health Services.  I understand that my total monthly liability to pay for mental health services has been determined as documented below, and if I refuse to provide income or insurance documentation, I will be held responsible for the full cost of services and will not be eligible for monthly liability consideration.  The total of my ability to pay plus insurance benefits will not exceed the total cost of the service.  I understand that all amounts billed to me are subject to collection; this may include collection agencies, court action, or other lawful means of collection.  I UNDERSTAND I HAVE 30 DAYS TO APPEAL THIS INFORMATION.

Check the appropriate box (es):
	 FORMCHECKBOX 

	Clinical and Residential Services for individuals with Medicaid (non-Deductible/non-Spend-down) will result in a fee of $0.00. 

Any change to Medicaid eligibility, including the addition of a deductible (spend-down), requires the consumer to notify CMHCM.

	 FORMCHECKBOX 

	Clinical Services for non-insured and in-network insurance consumer’s monthly max charge
	$      

	 FORMCHECKBOX 

	Licensed residential services monthly max charge from Worksheet B, ATP section line 15:
	$      


	Name of Staff Preparing Form:  
	     


	Signature of Staff Preparing Form:
	
	Date:
	     


	Name of Legally Responsible Party:
	     


	Signature of Legally Responsible Party:
	
	Date:
	     


	CONSUMER NAME:
	     
	CASE NUMBER:
	     


	Financial Information

	Total Household Income
	

	(include both taxable & non-taxable for consumer if single, consumer & spouse if married, parent(s) of minor)

	
	 FORMCHECKBOX 
 Income is below $10,000

	
	 FORMCHECKBOX 
 Income is $10,001 to $20,000

	
	 FORMCHECKBOX 
 Income is $20,001 to $30,000

	
	 FORMCHECKBOX 
 Income is $30,001 to $40,000

	
	 FORMCHECKBOX 
 Income is $40,001 to $60,000

	
	 FORMCHECKBOX 
 Income is more than $60,000

	
	
	

	Total Annual Taxable Income (Option A)
	     
	

	(Line 16-MI Income Tax-only)
	
	

	
	
	

	Total Annual Adjusted Gross Income (Option B)
	     
	

	
	
	

	Exemptions:
	
	

	# of Exemptions you are eligible to claim on your Federal Taxes 
	     
	
	
	x 4,000

	(always count the consumer as 1)
	
	

	# of Individuals qualifying for special exemptions:
	     
	
	
	x 2,600.00

	deaf, blind…or totally and permanently disabled
	
	
	

	# of qualified disabled veterans
	     
	
	
	x 400.00

	
	
	
	

	Calculated Total Deduction Amount
	     
	

	
	
	

	Calculated Annual Taxable Income
	     
	

	(amount ATP is calculated from unless “Total Annual Taxable Income” is entered)
	
	

	
	
	

	Monthly Max Charge 
	     
	

	(sliding scale)
	
	

	
	
	

	Residential Monthly Max Charge
	     
	

	(From Worksheet B)
	
	

	
	
	

	Full Financial Utilized?
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
	

	ATP Not Required  FORMCHECKBOX 

	

	If So, Reason:
	

	     
	

	
	

	Effective From
	Effective Thru
	Financial Information Next Review Date

	     
	
	     
	
	     
	

	

	Payee/Guardian Responsible to Pay Bill

	 FORMCHECKBOX 
 Check here if the patient is responsible for their own charges (Do not fill out fields below if checked)

	

	Payee/Guardian Name (first, middle, last)
	Responsible Party DOB
	Responsible Party SSN

	     
	
	     
	
	     
	
	     
	
	
	     
	

	

	Responsible Party Address
	Responsible Party Gender

	     
	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female    FORMCHECKBOX 
 Unknown

	     
	

	
	Client Relationship to Responsible Party

	     
	
	     
	
	     
	
	     
	

	City
	
	State
	
	ZIP
	

	

	 FORMCHECKBOX 
 Click to use client’s address

	

	Notes:
	     

	
	     

	

	 FORMCHECKBOX 

	Information from Page 2 of Fee Discussion was entered into CIGMMO by:
	


CMHCM-702 (Revised 01/20/16)

