
College Health IPA  Statement of Financial Responsibility 

ASSIGNMENT OF BENEFITS AND RELEASE OF INFORMATION 
 
I hereby authorize and direct payment of my mental health benefits to College Health IPA (CHIPA)* for 
any behavioral health services provided to me.  I authorize my provider to release any information, 
including diagnosis and the records of any treatment or examination rendered during the period of such 
services to third party payers and/or behavioral health providers.  
 
Initials ____________ 
 
AUTHORIZATION OF PAYMENTS 
 
I understand that CHIPA will assist me in submitting my claim to my insurance carrier.  I hereby 
authorize payment directly to CHIPA and its providers, otherwise payable to me, for the services 
provided. 
 
Initials ____________ 
 
CO-PAYMENTS AND DEDUCTIBLES 
 
I understand that I am financially responsible for my health insurance deductibles and co-payments. 

• I will pay my provider the co-payment at the time service is provided 
• Within 30 days of notification, I will pay CHIPA for any covered services that are not paid due to 

my deductible 
 
I understand that if payments are not made within 90 days of notification, the bill may be sent to a 
collection agency. 
 
Initials ____________ 
 
NON-COVERED SERVICES 
 
In the event that my health plan determines a service to be “not covered” I will be responsible for the 
complete charge.  I agree to be responsible for payment of all unpaid services rendered on my behalf, 
including any fees for collection serviced needed. 
 
SIGNATURES 
 
 
Patient Name (Please Print) Date 
 
 
Responsible Party Name (Please Print) Responsible Party Signature 
 
 
CHIPA Provider Name (Please Print) CHIPA Provider Signature 
 
 
*Your provider is contracted with College Health IPA, a provider organization, to deliver services for 
PacifiCare Behavioral Health and United Behavioral Health members.  Even if you did not call CHIPA for 
your referral, CHIPA is still the organization responsible for payment of services to your provider. This 
financial statement allows CHIPA to collect any annual deductible amount owed by you so that your 
provider may be reimbursed for services rendered. 
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