

Please read carefully, initial where indicated (___), sign and date at the bottom.

I understand that full participation in mental health services is essential to the success of the treatment and that my participation is voluntary (___).

I understand that fees are to be paid at the beginning of each session and are my responsibility.  The standard professional fees are $110 per 60 minute session and $130 per 90 minute session.  Costs vary in cases of third party payers (___).

I understand that if I fail to keep an appointment or do not give 24 hours notice of appointment cancellation, I will be billed at full cost (___).

I understand that no billing services are available.  Fees not paid on the date of service are subject to a $10 billing/late fee.  Returned checks are subject to a $10 NSF charge (___).

I understand that I am able to request certain professional services that contribute to the care received and must be done outside of the office visit.  These services include letter writing, document completion, professional consultation that goes beyond 10 minutes, and site/school visits.  There are additional fees for the above mentioned services, as they are beyond professional office time and outside the scope of insurance covered services (___).

I understand that all services provided are confidential.  I understand that there are exceptions to this, however.  Disclosures of suicidal and/or homicidal intent, and child or elder abuse must be reported to the proper law enforcement/governing agency in order to prevent possible harm, and in conjunction with current laws (___).

I understand that service fees, co-payments, deductibles and cancellation fees are my responsibility.  I further understand that unpaid balances beyond 120 days will be submitted for collection services and my credit rating may be negatively impacted.  Further, I understand that I will be responsible for any costs associated with collecting on my unpaid balance. Utilizing collection services means that my personal information will need to be released to a third party, so that they may perform collection activities.  Personal information may include but is not limited to, name, address, phone numbers, employer, social security number and payment history with this office (___).

I understand that should my insurance company deny payment on services that I have received through this office, I am ultimately responsible for the balance.  Pursuant to said insurance, I understand that I am responsible for informing the office immediately of any coverage and/or benefit changes.  My failure to do so holds me liable and responsible for direct payment to the therapist of any and all denied claim amounts (___).
I have read, understand and agree to all of the above.

______________________________            ____________________

Signature






 Date
CLIENT CONSENT AND UNDERSTANDING


















