Timko Behavioral Healthcare

Client Payment Responsibility and Agreement

Client’s Name:________________________________________________

Initial Below

________ I have discussed responsibility for payment for treatment and I assume financial responsibility for myself and/or my family members. I understand that payment is due at the time services are rendered unless special arrangements have been made. Initial consultation is $175 (1 ½ hr) and follow-up sessions (50 min) are $125.  Fees for psychological testing vary and are based on the time required for administration, scoring, interpretation of results, and report writing.  Psychological Testing: ________________.  
________ In order to be flexible and responsive, there may be times that it will be necessary to speak with you out of the office so phone sessions are available.  Please be advised, however, that all calls exceeding ten minutes will be billed in a pro-rated fashion on the basis of you session fee. 

________ I understand that charges will be added to my account for other professional services rendered. This charge will be in increments of 15 minutes and we will always discuss additional charges with you. Other professional services include extended contact via email, consulting with other professionals with your permission, preparation of records or treatment summaries, and the time spent performing any other service you may request of us. 

________ Because my time has been reserved exclusively for me and/or my family members, I understand that I am required to provide at least 24 hours advance notice if unable to keep the scheduled appointment. In the event that I do not provide 24 hours of advance notice, I am financially responsible for the reserved appointment. We may make exceptions and waive the fee, at our discretion, for emergency or unusual circumstances. It is important to note that insurance companies do not provide reimbursement for cancelled sessions. Repeated missed appointments may result in termination of therapy. There may be a time when your therapist may need to cancel your appointment for an emergency; we will make every effort to reschedule you in an appropriate time frame. 
________ In the event that I fail to pay the balance of my account to Timko Behavioral Healthcare (within 60 days of service) and have not agreed upon a payment plan or am not complying with the payment plan, my account may be turned to collection. In the event that it is necessary to turn my account over to collection I will also be responsible for  all costs of collections, including attorney fees and interest charges. I agree that, rather than having my account sent to collection if I fail to pay within sixty (60) days, I would prefer that my account balance be charged to my VISA or MASTERCARD. This card is only to be charged if I fail to pay my balance within 60 days.

Credit Card Number:________________________________________________  Expiration:_______________ Date:_______________                Signature:______________________________________________________
Signature on File and Assignment of Benefits Agreement (for insurance patients)

________ I understand that if using an insurance plan, payment by an insurance company cannot be guaranteed. I understand that I am responsible to meet my insurance deductible and co-payments, in addition to payment for any services of treatment not covered by my insurance carrier. In the event that my insurance carrier refuses to make payment against my claim for services, I accept responsibility for prompt payment for any treatment/ services rendered to myself and/or my family. Additionally, if I receive insurance payments directly from my insurance carrier for services performed, I will immediately (no later than 5 days) pay over such payments to Timko Behavioral Healthcare.

________ Kindly accept a photocopy of this authorization as if it were an original executed authorization. I authorized the release of any payment and medical information necessary to process my or my family member’s insurance claim and related claims. I hereby authorize payment directly to Timko Behavioral Healthcare of the insurance benefits otherwise payable to me for all professional services.

I fully understand and agree to the above policies and conditions. This supplements previous agreements I may have signed. A copy of this agreement is available upon request.

Client/Parent/Guardian Signature ___________________________________________

Printed Name __________________________________________  Date____________

__________________________________________________________________________________________
Credit/Debit Card Payment Consent (optional)
Name as it appears on card: ________________________________________​​​​___________________________ 



                      (Print)    Last


              First

          
Middle Initial

I authorize Jennifer Butler-Timko Psy.D  to charge my card for professional  services as follows:
(Payee Initials)


______     This visit only, for the amount of $ _________________

______     All visits over the next _____ months, beginning ____/___/____, not to exceed $ _________ in total. 

______     Recurring charges, date(s) of service from ____/___/___ to ____/___/___, not to exceed $ ________,
                 ___ monthly, ___ semi-monthly, ____ weekly, ____ per visit.

Type of card: VISA __   MASTERCARD __    AMEX __    DISCOVER __

Card Number: ________ - ________ - _________ - _________

Expiration Date: ____ / ____         Security Number (on back of card): ______

Card holder’s billing address for monthly card statements:

_________________________________________________________________
Street/apt/floor


City


State

Zip Code





Card holder’s signature: ______________________________   Date: ___ / ___

* Services rendered by Timko Behavioral Healthcare will appear as Butler

Chiropractic Health on your credit card statement.

