Associates for Counseling & Therapy, LLC


Payment Contract for Services


Name(s): 	
Address: 	 City: 	State: 	Zip: 	
Bill to: Name of third-party payer/or insurance company/or Person responsible for payment of account: Name: 	
Address: 	 City 	 State: 	 Zip 	
Federal Truth in Lending Disclosure Statement for Professional Services Part One _Fees for Professional Services
I (we) agree to pay Associates for Counseling & Therapy, LLC, hereafter referred to as ACT or the clinic, a rate of $175.00 per clinical unit (a Clinical Unit is defined as approximately 40 - 45 minutes in length for each Individual, Family, Relationship (Couples session), and/or assessment, etc.). A fee of $80.00 is charged per person for group counseling.
A fee of $60.00 is charged for canceling a Group Session with less than 24 business hours' advance notice.
A fee of $120.00 is charged for any No-show, Rescheduling, or Cancellation of a scheduled Individual Session with less than 24 business- hours advance notice.
Please see the Fee Agreement form on the reverse side for the schedule of additional service fees
Part Two	Clients with Insurance (Deductible, Co-insurance and Co-payment Agreement)
This clinic has been informed by either you or your insurance company that your policy contains (but is not limited to) the following provisions for mental health services:
Estimated Insurance Benefits
1) $ 	 Deductible amount (paid by the insured party)
2) Co-payment 	 %	($ 	 /clinical unit) for first 	 visits.
3) Co-payment 	 %	($ 	 /clinical unit) up to 	 visits.
4) The policy limit is 	 per year:		annual 	 calendar
We suggest you confirm these provisions with your health insurance company. The Person Responsible for Payment of the Account shall pay for services not paid for by your insurance policy, as well as all co-payments and deductibles. We may also attempt to verify these amounts with the insurance company.
Your insurance company may not pay for services that they consider to be not efficacious, not medically or therapeutically necessary, or ineligible (not covered by your policy, or the policy has expired, claim not submitted on time, or is not in effect for you or other people receiving services). You are responsible for the balance if the insurance company does not pay the estimated amount. The amounts charged for professional services are explained in Part One above.
Part Three.  All Clients
Payments, co-payments, and deductible amounts are due at the time of service. Accounts not paid within 30 days of the billing date are subject to a 3.5% per month (17.5% Annual Percentage Rate) interest charge.
I HEREBY CERTIFY that I have read and agree to the conditions and have received a copy of the Federal Truth in Lending Disclosure Statement for Professional Services.
The person responsible for the account: 		Date: 	/	/	
Signature of Person responsible for payment of account: 	 Date: 	 / 	 / 	
Release of Information Authorization to Third Party
I (we) authorize Associates for Counselling & Therapy, LLC to disclose case records (diagnosis, case notes, psychological reports, testing results, or other requested material) to the above-listed third-party payer or insurance company to send payment directly to Associates for Counselling & Therapy, LLC, 400 Tenafly Road, # 441, Tenafly, NJ 07670-0441.
I (we) understand that access to this information will be limited to determining insurance benefits and accessible only to persons whose employment is to determine payments and/or insurance benefits. I (we) understand that I (we) may revoke this consent at any time by providing written notice, and after one year, this consent expires. I (we) have been informed what information will be given, its purpose, and who will receive it. I (we) certify that I (we) have read and agree to the conditions and have received a copy of this form.
Signature of Person(s) responsible for account: 	 Date: 	/	/	

Person(s) receiving services: 	 Date: 	/	/	

Please sign and Date Fee Schedule other side
Associates for Counseling & Therapy, LLC



Fee Agreement

* * PLEASE READ BOTH SIDES OF THIS DOCUMENT THOROUGHLY * *
* * BEFORE SIGNING * *

I/We _____________________________________ hereby agree to pay Associates for Counseling & Therapy, LLC (ACT) a fee of $175.00 for each 40-minute counseling/psychotherapy session received. I/We further agree to pay a fee of $120.00 for any canceled sessions without the requested 24 business hours advance notice, as stated on the Cancellation Policy Notice and the Payment Contract for Services form. I/We also agree to the fee schedule for additional services, as noted below.
I/WE HAVE READ AND UNDERSTAND THESE FINANCIAL POLICIES AND AGREE TO THE TERMS.
[bookmark: Fee_Schedule]Fee Schedule
· Standard Counseling/Psychotherapy session (Approx. 40 - 45 min)	$ 175 per clinical unit*

· Initial Intake Session (45-75 min)	$ 250
PLEASE NOTE: Your insurance generally covers the fees listed above. Insurance plans DO NOT cover the costs listed below. Therefore, when any of the following service(s) are indicated or requested, you are asked to make full payment before receiving the service(s).

· Report/Letter Preparation	$ 225 per clinical unit.
· Monthly Treatment/Progress Update to requested parties	$ 150.00 - $ 200.00.
· Consult with Client, partner, and/or Family	$ 225 per clinical unit.
(additional $50 passed clinical unit and every 15 minutes thereafter)
· Any telephone calls/consults (with patient/spouse, and/or
family) exceeding 10 minutes in length	$ 125 per clinical unit.
· Consultation with Other Professionals (lawyers, doctors,	$ 175 per clinical unit therapists, etc.) as indicated or requested by patient(s)
(NOT including travel time if not by telephone).
· Administration of psychometric and/or Drug/Alcohol Screen	$ 20 - $425
(per occurrence and fee based on type of screen, e.g., Urine, Hair, Breath, etc.)
· Emergency Session	$ 250 per clinical unit.
· 	Any Legal/Court-related consultations, testimony, or	$ 525 per clinical unit. drafting of letter/report, etc. (preparation time, travel,
reports, and/or waiting are a separate charge)

* Clinical Unit defined as each 40 minutes
	
Name (Print) of Client or other Responsible party:

Signature of Client or other of Responsible Party	Date

Name (Print) of Person Receiving Services

Signature of Person Receiving Services	Date:
PAYMENT CONTRACT FOR SERVICES & FEE AGREEMENT (Effective: May 2014, Rev. 9/23/17, 8/19, 9/23, 12/18, 1/20, 1/24, 2/3/25)
