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FINANCIAL RESPONSIBILITY
Participant’s name:
Address:
Telephone Number: ( )

Financial Responsible Party:
Private Pay

Long term Health Insurance (Company and policy #

Private Pay Financial Responsible Party:

Name: Home#

Work # Cell #

Address to be billed:

Relationship to participant:
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| agree to pay for the services of Family Adult Day Care at the price, in force at the week
enrolled. | agree that | will be billed in advance and agree to pay by the Friday prior to the
specified week.

Checks will be made payable to Family Adult Day Care

| understand that | will not be billed for the days that | am absent from the program, including;
illness or leave of absence

Signature Date
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