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SERVICE AGREEMENT AND FINANCIAL POLICY 

 
Thank you for choosing me as your behavioral health care provider. It is my goal to provide you 
with the best care possible, as well as to exceed your expectations regarding the handling of your 
account. Because all successful relationships begin with clear and open communication, I wish to 
convey in precise and detailed terms the policies that will govern the full range of insurance 
billing, payment, and collection practices. This financial policy has been established to avoid any 
misunderstanding or disagreement concerning payment for professional services. I am happy to 
answer any questions you may have regarding this policy.    
 
Insurance:  If I am “in-network” (i.e., a contracted provider) with your insurance company, I will 
be glad to bill your insurance company for services rendered and “accept assignment” (payment) 
directly from them at the rate they set as “allowable.” This often constitutes a write-off for me and 
you are not responsible for paying the difference (i.e., “balance billing”). However, it is your 
responsibility to verify your insurance coverage and benefits and/or to obtain pre-authorization or 
pre-certification for services in advance of your visit, if required by your insurance plan. Failure to 
obtain pre-authorization may result in your financial responsibility for services. 
 
Please be aware that verification of insurance coverage and benefits and/or obtaining pre-
authorization do not guarantee payment, and that your insurance may or may not cover the cost 
of your office visits, tests, or certain procedure codes. You are ultimately financially responsible 
for the care you receive in my office, including non-covered and out-of-network services, as well 
as any denied claims. I will notify you of any issues I encounter with your insurance coverage and 
will work on your behalf to resolve these issues in a timely manner. It is unethical and fraudulent 
for me to change a diagnosis code, procedure code, or date of service solely for the purpose of 
securing reimbursement from any insurance carrier. 
 
If you have an insurance plan in which I do not participate or am “out-of-network,” you must pay 
for services in full and I will provide you with appropriate documentation to file a claim with your 
insurance company to receive reimbursement. Though reimbursement for an out-of-network 
provider is sometimes at a lower rate than the provider’s rates, in my experience the difference is 
often minimal. Please be aware, however, that your particular insurance plan may or may not 
include out-of-network benefits. I recommend that you check on this before filing claims. 
 
It is your responsibility to provide current, accurate insurance information and to provide a copy of 
your insurance card prior to your initial appointment, as well as when you receive a new one. It is 
also your responsibility to inform me within 30 days of any insurance coverage change. You will 
be financially responsible for any services received wherein I have been provided with incorrect 
or outdated insurance information.   
 
If I am working on a disputed claim on your behalf, you will be financially responsible until such 
dispute is settled. It can sometimes take a lengthy period of time to resolve some disputes.  
Please bear in mind that specific coverage issues are ultimately between the insurance company 
and the subscriber of the policy. As the provider, I am outside of the contractual agreement 
between these two entities. 
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Fee Schedule:  My current fee schedule for therapeutic services is listed below. These are self-
pay rates. If I have a contract with your health maintenance organization or insurance company 
that reimburses services at a specified (“allowable”) rate, you may be entitled to different rates 
than those specified below. Evaluative, forensic, consultative, and training services are provided 
on a different fee schedule, available upon request. 

Initial diagnostic evaluation/consultation (60 minutes): $225 
Psychotherapy session – individual (45-50 minutes): $150 
Psychotherapy session – couple/family (45-50 minutes): $160 

 
Co-Payment/Co-insurance:  Your co-pay or co-insurance (or deductible, if not yet met) is due at 
the time services are rendered.   
 
Self-Pay:  If you do not have insurance and/or wish to pay out-of-pocket for services, payment in 
full is due at the time services are rendered. 
 
Billing Arrangements:  In the event that the responsible party is someone other than the patient 
(e.g., a spouse/partner, parent, attorney, etc.), they can be billed for self-pay by special 
arrangement. Co-payments cannot be billed. 
 
Payment Methods:  Payment may be made with cash or check for in-office transactions. 
Payment for Telepsychology services may be made remotely via Cash App, a mobile payment 
service. I do not accept credit or debit cards at this time. Any checks returned by your bank for 
insufficient funds or written on a closed account will be subject to a $25 service charge, in 
addition to the amount of the check. 
 
Overpayments/Credit:  Overpayments will be credited to your account and applied to future 
visit(s) at your request. You will be issued a refund for such credit at any time you request it. 
 
Delinquent Accounts:  All unpaid balances after 60 days will be considered in default which 
could result in your account being turned over to a collection agency. In this event, you will be 
required to pay for collection costs, as well as the amount of your delinquent account balance. 
 
No-Show/Late Cancellations:  Please note that you will be charged a $75 fee for all scheduled 
appointments which are not cancelled or rescheduled with at least 24 hours notice, regardless of 
reason, unless I am able to fill your slot. You may provide notification via e-mail or voicemail at 
any hour and the time will be noted. Your appointment time is reserved exclusively for you and, 
without sufficient notice of your cancellation, is a “lost hour” that cannot be made available to 
another patient in need. The no-show/late cancellation fee will be billed directly to you, as a third 
party (insurance company) cannot be billed for your failure to keep your appointment. 
 
Court/Legal Services:  If I am subpoenaed by the Courts or requested to participate in any legal 
proceedings on your behalf and/or regarding your care, you will be billed at my hourly rate for 
forensic services which include but are not limited to time spent in Court or deposition, report 
writing, travel time, documents review, phone contact with parties or their representatives, or any 
other time deemed necessary to fulfill the requirements associated with the legal proceedings in 
which I have become involved. Please note that these charges are not billable to any insurance 
company and that, in all such cases, pre-payment is required. 
 
 
You are encouraged to ask any questions you have regarding the above policies and to 
retain a copy of this document for your reference.  You will be asked to sign an 
Acknowledgement and Authorization Form indicating that you have received and reviewed 
this document and agree to abide by the policies herein. 


