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PAYMENT INFORMATION
and Refund Policies

Payment And Credit Card Info

Credit Card Issuer:       	VISA	            MC           	 AMEX 

Credit Card #: ____________________________________________ Expiry Date (mm/yyyy) _________________ 

Name on card: (please print) ______________________________________________________________________ 

Signature of Cardholder: ____________________________________________ Date: ________________________  

Name of Funder:  ________________________________________  Funder Phone: __________________________ 

Funder Email: ___________________________________________________________________________________ 

Funder’s Address: _______________________________________________________________________________  

City: ____________________________________________   Prov. _________________ Postal Code: ____________ 

Funder’s Signature: ______________________________________________________________________________

Refund Policy
By signing this document, I understand that Sunshine 
Coast Health Centre expects the client to complete the 
Program. As part of this understanding, I am expected 
to promptly advise Sunshine Coast Health Centre staff 
if I or the client in treatment expresses any intent to 
leave the Program early. I agree to support all reasonable 
efforts made by Sunshine Coast Health Centre staff to 
keep a client engaged in the Program. If a client, despite 
all efforts by staff, leaves the Program early, any refund 
will be negotiated directly between myself, as Payer, and 
the Administrator on behalf of Sunshine Coast Health 
Centre. Sunshine Coast Health Centre will notify the 
appropriate individual who is paying for the client’s stay 
in case of early discharge. 

I understand that refunds are not provided on a pro rata 
basis since daily average rates do not reflect intensive 
administrative and clinical services provided in the initial 
stages of treatment. 

Methods Of Payment
We accept cheque or money order issued by a Canadian 
bank, wire transfer, Visa, Mastercard, and American Express. 
Payment is due upon arrival. Funders agree for their credit 
card to be charged in the event of a late payment. 

Program Changes And Extensions
Clients wishing to change programs or extend their stay 
may do so without penalty. For example, a client who 
has originally enrolled in the Withdrawal Management 
Only Program may change to the Mental Health and/or 
Addiction Program by paying the difference in cost. No 
penalty will be assessed for clients choosing to start their 
treatment in a program of shorter duration.

Our Fair Refund Policy
Refunds are calculated by the number of unattended 
days multiplied by the daily rate of that program. An 
admin charge of $2000 will be charged on all refunds 
where the length of stay is less than 30 days. The admin 
charge will be waived for clients staying longer than 30 
days if seven days notice is provided. Day 1 and the last 
day of a client’s stay are based upon the calendar day the 
client arrives and departs, regardless of the time of day.

I have read and agree to these terms.

Initial: Date:

T H I S  D O C U M E N T M U ST B E  C O M P L E T E D  A N D  FA X E D  24  H O U R S  P R I O R  TO  A D M I S S I O N.  P L E A S E  FA X 
CO M P L E T E D  F O R M  TO  1 . 8 8 8 . 8 7 5 . 0 5 1 1  .  A L L CO R R E S P O N D E N C E  W I L L R E M A I N  CO N F I D E N T I A L .
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7. Employment Status

Current employment status
	 Employed
	 Unemployed
	 Length of current status
 
If employed, please describe nature of job: 
 
 
 

Please describe impact of alcohol/drug use on employment 
history: 
 
 
 

8. Legal History

Have you ever been charged or convicted with a Criminal 
Code offence*?  
         Yes           No  
*Note: for American applicants, Criminal Code offences refer to 
misdemeanor or felony convictions.
 
If yes, please describe (include DUIs): 
 
 
 
 

 
If yes, do you have any pending hearings? 
         Yes           No 
 
If yes, when? 
 
 

9. Nutrition

Do you have any special dietary concerns? 
         Yes           No 
 
If yes, please describe.

10. Recovery

Please identify any strengths or resources for recovery, e.g., 
family support, employer support, personally  
motivated, etc:
 
 
 
 

 
Please identify any current obstacles to treatment or 
recovery:

 
 
 
 

 
What are your top three goals (objectives) for coming to 
SCHC? 
 
 
 

What is your understanding of your addiction? Why do you 
think you engaged in your addiction? 
 
 
 

What is your understanding of your current struggles and 
challenges in life? 
 
 
 

 
Thank you. If you have any questions regarding this 
application or prefer to complete the questionnaire over the 
phone, please contact us toll-free at 1-866-487-9010. 

 
   For Office Use Only 
         RP          I          GAW         Y         WM         A          O 

 
SUBMIT
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