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Financial and Insurance Policy

Please be advised that all fees are due at the time of service.  Please see the Informed Consent for more details on the fees.  Due to the nature of assessment, a payment plan will be discussed in the first session that may involve paying the full fee up front or spacing payments out over the separate assessment sessions or other mutually agreeable options.  You are responsible for paying in full as agreed upon in the payment plan.  If you are unable to make a payment at an agreed upon time, you may carry one session’s balance forward to the next session.  If you are unable to pay at the next session, the session will be cancelled and you will be responsible for paying all fees, including the cancelled session fee, before services can resume.

Please remember that all arrangements for payments are between you and me, not between me and your insurance company, if any.  As a courtesy, I will submit a claim to your insurance company if you wish to use your insurance coverage and I am on your insurer’s panel.  However, you are still responsible for the charges for the complete assessment.  In the event that the claim is denied for any reason, you are responsible for paying the full fee for the assessment within 30 days after notice of the denial is received.  In the event your insurance company does not make a decision on the claim within 4 months of the claim submission, you will be responsible for the charge and it must be paid within 30 days.  Once a session is paid for, a retroactive bill will not be sent to the insurance company; it will be up to you to submit a claim to your insurer for reimbursement.

As an additional courtesy, if you wish to use insurance, I can check with the insurance company prior to our first session to verify the benefits.  However, insurance companies are notorious for providing inaccurate information and/or changing their minds at a later time about the information that they provided.  Any information I receive and pass on to you is understood to be tentative and does not represent a binding agreement between you and me regarding amount of payment due.  If the insurance company processes the claim differently from what was expected, you are responsible for any outstanding payment due.  The payment must be made within 30 days following the notification of claim processing.  I can provide you with a receipt, and it is up to you to follow up with your insurance company to obtain any refund that may be due.  I will not contest any charges or file any appeals with the insurance company but I am happy to provide you with any documentation you may need in order to pursue the claim further.

Please also be aware that even after a claim is paid, insurance companies are also notorious for coming back later and claiming that they made a mistake and should not have paid the claim and demanding their money back.  This tends to happen within 6-18 months after they pay a claim.  Should this happen, I will pay the claim back to the insurance company as requested and it will be your responsibility to pay the amount of the claim within 30 days regardless of the amount of time that has passed since the assessment.  I am happy to provide a receipt and any other documentation you may need so that you can follow up with the insurance company to resolve the problem and obtain any possible reimbursement.  Fees not paid within 30 days after I make the refund are liable to be sent to collections.

Please be aware that in order to submit a claim to your insurance company, I am required to submit your personal health information, including, but not limited to, your name, date of birth, medical diagnosis(es), reason(s) for assessment, date(s) of assessment, and type(s) of assessment tools used.  Without this information, the claim may be denied.  Please initial here to indicate your permission for me to submit all necessary personal health information to complete a claim:

Patient Initials:_________

Please note that insurance often does not cover pre-surgical evaluations, such as for bariatric surgery or neurostimulator or intrathecal pump implants.  Should you wish to attempt to use insurance for this type of assessment, I will submit a claim one time, subject to the same limitations as discussed above.  In addition, I will require a deposit to cover the cost of the materials used in the assessment.   Should insurance end up covering the assessment, the deposit will be applied to any remaining co-pay owed and any left over amount will be promptly refunded.  Should insurance not cover the assessment, the deposit will be applied to the balance owed.

While insurance plans may cover the bulk of the fees, they often require that you first meet a deductible and that you then pay a co-pay for covered services after the deductible is met.  All deductibles and co-pays are due at the time of the assessment as agreed upon in the payment plan.  If it is later determined that the amount paid was over the deductible or co-pay amount, the discrepant amount will be refunded.

I currently accept cash, personal check, money orders, or credit/debit cards as forms of payment.  The acceptance of credit/debit cards is contingent upon their acceptance by my credit card processing company.  Should the charge be declined, you are responsible for payment in an alternative form.  Please see the Informed Consent document for more information regarding payments.  I am happy to provide a detailed receipt or superbill that you can use to submit for third party reimbursement.

As a condition of using a credit card for payment, you agree not to initiate a credit card dispute (i.e. “chargeback”) for any of the charges made for our sessions or for no-call/no-shows.  If you are not satisfied with the quality of services, this should be discussed with me directly at the time of dissatisfaction and we will work out a mutually agreeable arrangement.  Should you initiate a chargeback, please be advised that I will contest it and will submit all necessary paperwork indicating that you received psychological services and agreed to pay for them using the credit card.  This may involve the release of your protected health information.  In addition, there will be an immediate $35 service charge per disputed charge (i.e., if you dispute 3 charges, the total service charge is $105.00) to cover my costs imposed by my credit card processor.  This service charge is payable regardless of the result of the dispute.  Should I incur additional costs to settle the chargeback, you are responsible for reimbursing me for those in addition to the $35 service charge.  Should your credit card company uphold the dispute, you are responsible for paying the disputed amount in full within 30 days.

Please be advised that “No Call/No Show’s” and/or not providing a minimum of 24-hours advance notice to cancel your scheduled appointment will result in a charge for the full rate for your scheduled session as determined by the agreed upon payment plan. Additionally, if you are using insurance to pay for assessment, your missed appointment will not be billed to your insurance provider. Instead, you will be responsible for self-paying for your missed appointment.  The fee for the missed session must be paid at the time of your next scheduled session or within 30 days of the missed session, whichever comes first.  Unpaid missed session or late cancellation fees are liable to be sent to collections after 30 days.

Please be advised that I utilize a collection agency to collect any unpaid charges 30 or more days overdue.  The involvement of a collection agency may be reported to one or more credit reporting agencies and may appear on your credit report even after the charges have been resolved.  I have no control over what tactics the collection agency may use or what the credit agencies may report.  In order to submit the charges to the collection agency, I may have to release your personal health information, including, but not limited to, your name, date of birth, and the fact that the charges are for unpaid psychological services.  While I will try to minimize the amount of personal information disclosed, please be aware that I will release as much information as needed to allow the collection agency to purse the unpaid amount(s).  Your signature below indicates your agreement with this policy and an agreement to hold me harmless for any adverse actions taken by any third party with regards to your credit and for the disclosure of any personal health information to a collection agency.

A copy of this policy will be provided upon request.

My signature below indicates my agreement with the above policies.  I agree to pay all fees within the required time frame.  I understand that if I do not, they will be turned over to a collection agency, which may involve the release of my personal health information.  I agree to hold Gregory J. Harms, Psy.D. harmless for any adverse actions I may encounter as a result of a claim being filed with a collection agency.  I further agree to hold Gregory J. Harms, Psy.D. harmless for any tactics used by the collection agency in pursuit of the unpaid fees.  I further agree not to initiate a credit card dispute (i.e. chargeback) for any charges made to pay for services.  Should I initiate a chargeback, I understand that my protected health information may be released as proof of the validity of the charge and I agree to hold Gregory J. Harms, Psy.D. harmless for the release of this information and for any actions taken by third parties based on the release of this information.  I understand that if I wish to use insurance, my personal health information will be released to my insurance carrier and will become a part of my permanent health record and agree to hold Gregory J. Harms, Psy.D. harmless for any actions that any insurance carrier or medical professional I may have now or in the future will take based on this information.

____________________________________________________
Client Printed Name								


____________________________________________________		____________
Client Signature								Date


____________________________________________________		____________
Psychologist Signature							Date
