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Billing Notice
· I give permission for my insurance carrier to be billed for my services at Heart 2 Heart Wellness Center. 
· Copayments are due at time of service. Client responsible for costs incurred. 
· I authorize Heart 2 Heart Wellness Center to charge for outstanding balance or policy violations. 
· There is a late cancel fee for appointments canceled within 24 hours of appointment time (Fee is $50)
· There is a no show fee for appointments forgotten or missed (Fee is $50)
· There is a virtual appointment fee of $15. 

Client Information 
Date of Birth: ____________________       Social Security Number: _______________________

Insurance Information
Medicaid ID Number: ______________________________________
Medicaid Provider: Medicaid Traditional/ Medicaid Anthem /Medicaid MDWise/ MD Cenpatico Other______________
-OR-
Primary Insurance holder 
Name:  _______________________________ Relationship to client: ______________________
Date of Birth:  _____________________     
Insurance Company Name: _______________________________
Insurance ID Number: ___________________________________
Group Number: __________________________________________
-OR-
I elect to use Self Payment option and am responsible for all associated fees with my services. The self-pay rate is ______________. 




Card on File: 
_______________________       ____________________      ____________            ________
Card Number                                                 Expiration Date 		CVV                           Card Type 

Signatures Required

Client/Guardian: _________________________________    Date: ____/____/____

Witness/Credentials: _____________________________       Date: ____/____/____
Heart 2 Heart Wellness Center
3306 Plaza Dr. New Albany, IN 47150
director@heart2heartservices.com
(812) 725-1089
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