Payment Agreement
Insurance Information

· As a courtesy we will verify your insurance benefits before your initial visit.  Any co-payment, coinsurance, or deductible we charge is based on the benefits provided by your insurance company(s).  Patients are responsible for any outstanding balance in the event  that the insurance carrier denies benefits, changes co-payment, alters your deductible, retracts a payment, or does not provide benefits as estimated. Patients or the Responsible Party must pay the balance regardless of the reason the insurance company denies coverage.
_______
I agree to pay my co-payment, coinsurance, and/or deductible at the time of service.  I understand that services may be refused if payment is not made.
_______
I agree to notify Chesapeake Psychological Associates of any changes to my insurance policy.  If I fail to do so I understand that I may be responsible for the FULL standard fee for the appointment.
Self Pay Information

_______
I agree to pay the Self Pay rate of $_______per session at the time of service.

Additional Charges

· Services offered that incur additional charges include, but are not limited to:
· Letters (1-3 pages) = $25.00

· FMLA Paperwork = $25.00

· Disability Paperwork = $50.00
· Copying or records = $0.10 per page
· Payment for additional charges is due upon completion of the service.

_______
I agree to pay for the additional charges once the service is complete. I understand that the paperwork will not be submitted until payment is made.

Late Cancellation/No Show Fee
· Sessions must be cancelled at least 24 hours in advance.  Insurance companies do not cover fees for late cancellations or missed appointments.
______
I agree to pay the $50.00 fee if I miss my appointment or if I fail to give at least 24 hours notice of a canellation. 

Balances
· Standing account balances may prevent services from being continued. 
_______
I agree to pay my balance in full once it comes to my attention, or I will follow the agreed upon payment plan on time until the balance is paid in full.  I understand that failure to do so may result in suspension of services.
Signature:_____________________________________________Date:_____________

Therapist signature:______________________________________Date:_____________
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