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CRANBERRY PSYCHOLOGICAL CENTER

FINANCIAL AGREEMENT

Patient Name:_______________________________________
Birthdate: ___________________________

FORM OF PAYMENT:
________
I (We) will personally pay each charge in full.

________
I (We) choose to have charges submitted to insurance and pay amounts not paid by insurance.

This office does not bill secondary insurance.  Any amount not paid by your primary insurance company is your responsibility, including deductibles, co-payments and denied claims.  It is your responsibility to know the deductible, co-payment and yearly maximum on your policy. You are also responsible to ensure that you do not exceed the yearly maximum.  In addition, it is your responsibility to know if your insurance requires authorization for these services and to ensure that authorization is in place prior to starting treatment.  If an insurance check is sent to the insured, it must be promptly reimbursed to Cranberry Psychological Center, Inc.  Any applicable co-payment must be remitted on the day of your session, otherwise a $5.00 billing fee will be added to your account balance. 
OTHER SERVICES: 

Any additional services (other than office visits) such as letters, reports, phone contacts, depositions, court appearances, etc. are not covered by your insurance and will be billed if you request said services. For gastric bypass evaluations, forms submitted at the time of the session will be completed at no additional charge.  For any other report or letter, a fee will be charged, and is not covered by insurance.  A $5.00 prescription fee will be assessed for prescriptions that must be called in to your pharmacy due to a missed medication management appointment or for failure to schedule a follow up appointment per the instruction of your psychiatrist. In addition, there will be a $5.00 fee to cover the cost of mailing of samples and/or savings cards.
DELINQUENCY:

If your account should become delinquent, you will be responsible for finance charges of 1.5% for each month we do not receive payment.  Minimum finance charge is $ 5.00.  Should the amount remain unpaid, the balance plus 35% for collection fees will be transferred to a collection agency.

NO SHOWS AND LATE CANCELLATIONS:

A 24-hour notice is required to avoid being charged for cancelled / non-attended appointments.  Failure to give 24 hour advance notice of cancellation or non-attendance of a scheduled session will result in the following fees:    THERAPY SESSION- $50.00, PSYCHIATRIST (MD) INITIAL EVALUATION- $160.00,  

PSYCHIATRIST (MD) MEDICATION MONITOR SESSION- $70.00.        

RETURNED CHECKS:

A fee of $30.00 will be charged to your account for a check returned to us for any reason. 

ALL FEES ARE SUBJECT TO CHANGE.
Person(s) Financially Responsible for Account:  I (We), the undersigned, hereby agree to be financially responsible for this account and agree to the above terms.  
Name: _________________________________________ Social Security Number: ______________________

Address: __________________________________________________________________________________

Home Phone: ________________________________     Work Phone: ________________________________
Signature: _____________________________________Date: _______________________________________

Name: _________________________________________ Social Security Number: ______________________

Address: __________________________________________________________________________________

Home Phone: ________________________________     Work Phone: ________________________________ 

Signature: _________________________________________________________________________________

100 Northpointe Circle, Suite 306Seven Fields, PA  16046Phone (724)772-4848Fax (724)772-4888
3402 Washington Road, Suite 304* McMurray, PA  15317 * Phone (724) 941-5363 * Fax (724) 941-5464

1378 Freeport Road, Suite 2A * Pittsburgh, PA  15238 * Phone (412) 406-8080 * Fax (412) 406-8081

