PSYCHOLOGICAL RESOURCE ASSOCIATES

479 JUMPERS HOLE ROAD, SUITE 106

SEVERNA PARK, MD 21146

(410) 647-8840

FINANCIAL AGREEMENT FOR PROFESSIONAL SERVICES

I.  PAYMENT ARRANGEMENTS
Psychological services provided to you by PSYCHOLOGICAL RESOURCE ASSOCIATES (PRA) may be totally or partially covered by insurance or some form of managed care.  If you plan to submit the bill for services to insurance, you must arrange to do so before we begin the services.  Many insurance contracts require authorization of services before the services are provided.  Such contracts deny payment for services when pre-authorization has not been obtained.  Because there are so many differences among insurance contracts, if you plan to file a claim, we must know the specifics of your insurance before we begin providing services.  As a courtesy and so that we know what to expect, we generally call to double check your insurance benefits.  However, please understand that decisions about coverage are made by your insurance company.  Your insurance company can help you to understand the procedures for obtaining coverage.  It is your responsibility to work this out with your insurance company.

Please note that in some cases, the requested services will not be covered by insurance (i.e., school meetings).  If you have any questions about what is likely to be covered, please be sure to address these issues with us and your insurance company in advance.  

Because the insurance scenarios have become so variable and complex, please read this agreement carefully to be certain that you understand which type of financial agreement applies to you and what your particular responsibilities are.  Read the following sections carefully and make your selection by initialing in the appropriate place on page 2.

FEE FOR SERVICE For those who are paying out-of-pocket.

Payments for services are due at the time service is rendered.  The fees are: initial consultation = $170.00 per 60- minutes; ongoing individual psychotherapy = $150.00 per 50-minutes; couples or family therapy = $150.00 per 50-minutes; and group psychotherapy = $90 per 90-minutes.  School and other off-site meetings are billed at $160.00 per hour.  Time in excess of standard sessions is prorated.  Fees for special services (e.g., forensic services, home or hospital visits) need to be arranged separately.  Fees for testing vary by the type of assessment needed; if applicable, please see the separate Psychological Testing Agreement attached.  You will be given advance notice of any fee increases.  In certain circumstances, a payment plan can be arranged.

Charges are based on the amount of professional time utilized.  If additional time or services (e.g., telephone calls lasting more than ten minutes, reports, treatment plans, or letters) are provided, a prorated fee will be charged.  When requesting any service it is best to inquire what the charge will be.

In the event that any psychologist in this office is personally subpoenaed to testify in any proceeding, or at any deposition, or requested to produce any files, documents and/or records by any party, any attorney, or any Court in any matter relating to you, you agree to pay for the professional time and expenses of the psychologist, administrative staff, as well as any attorney fees and costs. 

INSURANCE (NON-PROVIDER) If you will be filing with insurance but we are not participating providers in your insurance plan.

If you have insurance coverage and wish to use it, you should contact your insurance representative to obtain forms and coverage information.  The insurance contract is between policy holder and insurance company and not  between provider and insurer.  Therefore, you are responsible for all payments directly to PRA and the insurance company may reimburse you.  (See Fee for Service section for fee information.)  We will assist in the completion of the insurance forms by establishing a diagnosis, completing the part for the provider, and providing the appropriate signature.  You will be given a statement for you to sign and submit to your insurance company.

INSURANCE (PROVIDERS) If we are participating providers in your insurance plan.

Fees are reimbursed at the Usual and Customary rate allowed by our contract with your insurance company. Provided that services have been properly pre-authorized, you are responsible for the co-payment which you are expected to pay at the time of service.  Often, the amount is a percentage of the contracted fee.  This percentage may change as determined by your insurance.  If your deductible has not yet been satisfied, you will need to pay the full fee for each session until it is.  We will bill your insurance company for their portion of the fee.

Some services may not be covered under the mental health benefit of your insurance contract.  Those services which you have requested, and which are not a covered benefit, will be billed directly to you.

MEDICARE  If you are a participant in Medicare.

Since we are not Medicare providers we cannot submit for you nor can we be paid by Medicare. You are responsible for the full fee at the time of service. We will provide you with the billing form that you can submit to Medicare and your co-insurance company for their portion of the fee.

Please initial one of these five financial arrangements (which have been explained above), indicating the appropriate option for you.

____FEE FOR SERVICE For those who are paying out-of-pocket.

____INSURANCE (NON-PROVIDER) If we are not providers in your insurance plan.

____INSURANCE (PROVIDER) If we are providers in your insurance plan.

SPECIAL ARRANGEMENTS

_________________________________________________________________________________________

_________________________________________________________________________________________

II.  POLICY ON MISSED APPOINTMENTS

You will be charged for all time reserved for you.  With sufficient notice, an appointment can generally be rescheduled.  Failure to give at least 24-hours notice of cancellation will result in a charge at the regular fee.  Since insurance and managed care companies do not pay for missed sessions, you will be required to cover the full fee, even if you ordinarily only pay the co-pay.  You can leave a message on our voice mail (410-647-8840) at any time to cancel an appointment.

III.  POLICY ON DELINQUENT ACCOUNTS
A late payment fee of 1.24% will be charged each month that a balance remains outstanding.  A minimum payment of $25 each month is required on all overdue balances.  It is important that you understand that if the minimum payment is not made for two consecutive months, the account will automatically be turned over for collection.  Any expenses incurred to collect overdue balances are to be paid by the signing party.  There is a $10 charge for returned checks and a $5 charge for duplicate bills.

IV.  CONFIDENTIALITY
The patient/psychologist relationship is privileged and is protected by both Federal and State confidentiality regulations as well as the ethical standards of the American and Maryland Psychological Associations.  Ordinarily, no information can be released without your specific written approval.  Certain exceptional legal circumstances can arise whereby written documents can be subpoenaed.  Be sure to discuss any questions with your clinician.  Note that when you sign the Personal Background Form, you are authorized PRA to release information as noted.

Insurance companies often require diagnostic information before they will agree to pay benefits.  We will release that information to them with your permission, as indicated on the Personal Background Form.  If you wish, we will discuss with you the diagnosis and any other information your insurance company requests.  While this information is very sensitive and is generally treated as such by insurance carriers, we cannot guarantee how any particular insurance carrier or employer respects this information.  If you prefer that we do not release information to your insurance carrier for reimbursement purposes, you will remain responsible for the fee for services.

Unless specifically stated, special arrangements for when and how payments shall be made in no way affect the responsibility for full payment by the signing party.  Once treatment terminates, any balance not paid in full will be considered due.

My signature below indicates that I have read and understand this fee policy.  I agree to take responsibility for fees in accordance with my selection of options in Section 1.

__________________________________

____________________________

Signature





Date

__________________________________

_____________________________ 

Social Security Number 



Date of Birth

__________________________________

_____________________________________
Employer 





Employer’s Address

_____________________________________
______________________________________


Employer’s Telephone Number
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