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Office Administrative and Payment Policies 2019
Please read the following office policies that will apply to administrative operations, as well as policies related to private payment and payment by insurance companies and managed health care.

· I fully understand and accept that regardless of my method of payment for services, I am fully responsible for the timely payment for services rendered.

· Please understand that we file insurance as a courtesy to our patients. If you choose to have our office file for your insurance, all insurance information MUST be presented prior to your session. Our office will not backdate any claims.  Please bring your insurance cards with you and be aware of your insurance contract information. Your insurance benefits, deductibles, copays and coverage are not determined by our office. We can only assist you in estimating your portion of the cost of treatment.  YOU are responsible for unpaid balances due to a lack of information or for services provided but not covered by your plan.   

· If you choose to have our office file your insurance, you accept our assistance in managing claims, while you maintain FULL responsibility for all unpaid claims. We will file claims by mail or electronically on a regular basis; therefore, we will not be responsible for delays and denials.  It will be your responsibility to ensure we receive prompt payment from your insurance company.  We will re-file unpaid claims (usually every 45 days). A $25 filing fee may be charged per re-filing if deemed excessive.

· Our office expects that all deductibles, co-payments, co-insurance or fees not covered by your insurance carrier will be paid at the time services are rendered. Although we will verify your insurance for you, it is your responsibility to be aware of insurance coverage limits, and we encourage you to monitor the number and type of services approved.  PLEASE remember that any benefits quoted by your insurance company are NOT a Guarantee of payment.
· Our office will bill only one responsible party.  It is your responsibility to arrange payment at the time services are rendered.
· Although sessions often vary in length from 20-60 minutes, most sessions are typically 40-60 minutes including time for paperwork, therapeutic activities and scheduling.  Individual and Family sessions may be billed at different rates.  Individual rates are $140.00, Family rates are $150.00. Testing rates will depend on the particular testing provided. Crisis or emergency sessions are billed at $225 per session. 
· Phone contact, case management, collateral contacts, reviewing emails, after hours calls and reviewing of records, for assisting a patient are billed per 15-minute increments at the rate of $150.00 per hour. 

· Cancellation Policy:  You are responsible for scheduling and attending your or your child’s appointment(s).  The office has a standard 24-hour notification (business day) of appointment cancellation.  We will charge a fee for our providers’ time for late cancellations and/or missed appointments, with no prior notice. No-Show appointments will be charged the full fee for service and any late cancellation (less than 24 business day hours’ notice) will be charged a fee of $50.  Note that insurance does not pay for a missed, scheduled appointment. We will be unable to accept cancellations by email. 
· You agree to reimburse us the fees of any collection agency, which may be based on a percentage at a maximum of 33% of the debt, and all costs, and expenses, including reasonable attorneys’ fees, we incur in such collection efforts.
· Bounced Checks: There will be a $25 fee for checks returned with insufficient funds.

Thank you for allowing us the opportunity to serve you and your family.
By signing I acknowledge that I understand the above policies and agree to them.

Patient Name: ______________________________________________  (please print)
Patient/Parent Signature: _____________________________________    Date: _____________
Address ____________________________________________________________Phone____________________

