


















NOTICE OF PAYMENTS 

To all insLuance con1panies and clain1s representatives: 

Payments for billings for patients are to be made out, addressed and 
sentto AMERICAN TRINITY PSYCHIATRY, P.L.L.C. 
22200 West Eleven Mile Road, Suite 224, Southfield, MI 48037 
(248-251-0354) for all se,vices rendered and billed. Payments are 
NOT to be sent to any other party including the patien½ anotl1er 
provider, patient's attorney, caretaker, and/or any otl1er

representative of the patient. 

*See attached signed "Payment Agreement." Also attached is an 
"Assignment of Benefits" signed by the patient and notarized. 

Signature of Patient and/o r guardian 

Printed Name: 
---------

Ametican Trinity Psychiatty, P.L.L.C. 
22200 \Vest Eleven Mile Rood, Suite224 

Southfield, Michigan 48037 

P: 248-251-0354 

F: 248-218-0662

Date: 
-----

Date: 
·------



Name 

AMERICAN TRINITY PSYCHIATRY, P.L.L.C. 
1655 Big Beaver 
Troy, Ml 48084 

Phone(248)251-0354 
Fax (248) 218-0662 

New Patient Information 

---------------------

Address, 
---------------------

City _________ State ____ Zip ____ _ 

Home Phone SS# 
---------- --------

Work Phone __________ _ 

Date of Birth 
-----------

Payment Agreement 

I understand that payment is due for seNices rendered at the time services are 
provided, and that I am responsible for payment. 
I agree that I am responsible for submitting proof of payment made to American 
Trinity Psychiatry, P.L.L.C. and to my insurance company for reimbursement. 
I agree that it is my obligation to provide my insurance company with any 
documents required to obtain payment for and on the behalf of American Trinity 
Psychiatry, P.L.L.C. for services provided. 
I understand and agree that in the event payment for services rendered are not 
made and/or liens and/or satisfactory guarantees therefore are not signed by you 
and your attorney and provided to my office within 60 days of my first billing of 
your insurance company for services rendered. that no further services will be 
provided and my billings may be turned over to collection services to assure 
payment of such services. 

Signature 
--------------

Date 
---------


