
Lyon Counseling Center, PLLC 
127 N Lafayette St  

South Lyon, MI 48178 
 
 

Medicaid Beneficiary Financial Acknowledgment 
 
 
Lyon Counseling Center, PLLC is committed to providing quality services to Medicaid Beneficiaries and we will not 
bill you for the following circumstances:  
 
Ø  Medicaid-covered services. Our office will inform you before the service is provided if Medicaid does not 

cover the service.   

Ø          Medicaid-covered services for which the provider has been denied payment because of improper billing, 
failure to obtain PA, or the claim is over one year old and has never been billed to Medicaid, etc.   

Ø  The difference between the provider’s charge and the Medicaid payment for a service.   

Ø  Missed appointments.   

Ø  Copying of medical records for the purpose of supplying them to another health care provider.   

 
Lyon Counseling Center, PLLC is however entitled to payment from you directly for the following and you will be 
billed for these amounts: 
 

v Copayments and Co-Insurance, Deductibles and Cost Sharing 
v Services that are rendered for non-covered services (i.e. more than one visit in the same day) 
v Amounts that are paid to you by another insurance  
v You will be held financially responsible if your Health Plan does not authorize the service and your provider 

informs you of this.  
v You have primary insurance coverage and you do not follow the network rules. 
v You have primary insurance coverage and you do not disclose this information and/or provide proof of 

coverage.  
v When you elect not to use your Medicaid policy and you want to be billed directly for services.  

 
We will not deny services to a beneficiary who is unable to pay their copay at the time of service.  However, you will 
be billed for this debt and after 90 days of sending you monthly statements and non-payment, your care may be 
terminated and transferred to a provider of your choosing.  We will provide you with 30 days’ notice of the care 
termination and we will provide one copy of your medical record at no charge to you.   
 
 
_______________________________________   _____________________________________ 
Patient/Beneficiary Name      Guarantor Signature and Date 
 
_______________________________________    
Provider Signature and Date 
 
 


