James L. Duff, Ph.D.

Licensed Clinical Psychologist
Billing Practices / Financial Agreement
Client Name: _____________________________________

Date of Birth: _________________

Financially Responsible Party: SELF___Other_________________________________________
As the Financially Responsible Party for the client please carefully review this information and sign below:
Session Fees:
Payment for services will be due at the end of each session. Our full fee rates are:
$225.00 for an Initial Intake session
$165.00 for 38-52 minute Individual Therapy Session

$170.00 for 50 minute Couple/Family Therapy Session
$195.00 for 53+ minute session

While this is the full fee, our contracts with individual insurance companies determine what the allowable fee will
really be, with the amounts above that being written off. Your insurance company may well pay a portion of the
cost of your therapy per session. In this case, your patient responsibility becomes your allowable session fee
which may include a deductible; co-pay (a fixed amount specified by insurance companies for certain services); or
coinsurance (a percentage of costs specified by insurance companies for certain services), while I collect the
remainder of your fee from the insurance company. Please remember, however, that you are ultimately
responsible for payment of your costs, not your insurance company. You are responsible for obtaining any
authorization your insurance requires prior to treatment.
Changes in Insurance Coverage:
As a reminder, it is the client’s/responsible party’s responsibility to inform service providers of any changes in
insurance coverage. Your insurance company will only inform service providers about any changes in insurance
coverage after a bill for services has been submitted to the insurance company.
“No show” and Cancelled Appointments:
If appointments are missed without notification, you, not your insurance company, will be charged a no show
fee of up to $165.00. If you need to cancel your appointment for any reason, please do your best to cancel 24
hours in advance, or you may be subject to the no show fee.
Phone Calls:
There is no charge for phone calls with me or the on-call therapist if they are less than 10 minutes. For calls over
10 minutes you may be charged at the usual hourly rate.
Fees for Unpaid Bills:
To offset the cost of paper, printing, and administrative time needed to resend unpaid billing statements, bills that
need to be resent due to non-payment will be charged a $3.00 administrative fee. In addition, there will be a 1.5%
interest fee per month added to balances that have received no payment for over 30 days. Bills that remain unpaid
for over 90 days are subject to being sent to a collection agency, unless other arrangements can be made.
Non-Sufficient Funds (NSF) Check Returns:
Checks that are returned as NSF will incur a reprocessing fee of $10.00 per occurrence.

____________________________________
Signature of Responsible Party

____________________________________
James L. Duff, Ph.D.

____________________________________
Date

____________________________________
Date
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