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Consent to Treat Form: Insurance, Private Paying & Victims Compensation Clients




	Client Name:
	
	DOB:
	
	Date:
	


I voluntarily consent to participate in mental health and/or substance abuse services with Caring Heart Counseling.

Financial Agreement:
Standard Service Fee:
Expect all sessions to be approximately 50 minutes.  Insurance companies and private paying clients will be billed appropriately based on the following rates unless previously arranged.
	CPT Code
	Description
	Billed at

	90785
	Interactive Complexity (add on code)
	$10.00 

	90791
	Psychiatric Diagnostic Evaluation
	$150.00 

	90832
	Psychotherapy, 30 min w/ pt and/or family
	$60.00 

	90834
	Psychotherapy, 45 min w/ pt and/or family
	$90.00 

	90837
	Psychotherapy, 60 min w/ pt and/or family
	$120.00 

	90846
	Family Psychotherapy without pt.
	$120.00 

	90847
	Family psychotherapy (conjoint) with pt.
	$120.00 

	H0004
	Behavioral health counseling & therapy, per 15 mins
	$25.00 

	T1017
	Case Management, per 15 mins
	$25.00 


Client is responsible for any and all co-pay amounts at time of service and any and all deductible amounts within 30 days of being invoiced.  Should any written or verbal reports, consultations, or testimony with an outside party be requested, client or responsible party understands that clinician will require time to prepare and standard fees will apply.
Discount Rates:
Previously arranged rates:

	CPT Code
	Description
	Billed at

	90785
	Interactive Complexity (add on code)
	

	90791
	Psychiatric Diagnostic Evaluation
	

	90832
	Psychotherapy, 30 min w/ pt and/or family
	

	90834
	Psychotherapy, 45 min w/ pt and/or family
	

	90837
	Psychotherapy, 60 min w/ pt and/or family
	

	90846
	Family Psychotherapy without pt.
	

	90847
	Family psychotherapy (conjoint) with pt.
	

	H0004
	Behavioral health counseling & therapy, per 15 mins
	

	T1017
	Case Management, per 15 mins
	

	Client Name:
	
	DOB:
	
	Date:
	


____Victims Compensation: 

If Victims Compensation is payer source, therapy sessions will be billed according to the approved Victim Compensation rate. Please see cancelation policy below for canceled or missed appointments.
Cancellation Policy:
In the event you need to cancel an appointment, please provide notice to your therapist within 24 hours of your scheduled appointment time.  If you cancel less than 24 hours before your scheduled appointment, you will be charged a fee of $____.  If no notice is given at all, your therapist’s standard service fee agreed upon in this disclosure will be assessed for that session.
Insurance:
The use of insurance is determined by you and your therapist.  If your therapist is not on your insurance panel, you can request and insurance-ready statement to be emailed to you at the end of each month detailing any direct payments you have made to the practice.  These statements can be used to initiate the reimbursement process privately through your insurance company if you choose.

Policy for Non-Payment:

In the event billing efforts fail, delinquent accounts may be subject to collections.  This therapist will make every attempt to develop a payment plan with any client struggling to pay a past due balance prior to sending a balance to collections.

I certify the information above is accurate to the best of knowledge.  I understand and agree to the proceeding Financial Agreement and Consent for treatment.  I authorize counseling of the person(s) named.  I understand my legal rights.  I agree to pay all fees and charges for such treatment upon rendering of services.  Should any of the information provided change, I agree to update my provider as soon as possible.
	Client/Guardian:
	
	
	
	
	

	
	Print Name
	
	Signature
	
	Date

	Clinician:
	
	
	
	
	

	
	Print Name
	
	Signature
	
	Date


As of: 8/21/16
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