DECLARATION OF AGREEMENT REGARDING

FINANCIAL RESPONSIBILITIES

The following is the current fee schedule related to my private practice:
· Initial Intake Session



$120.00

· Individual/Family sessions (50 minutes)

$100.00/session

· Group Therapy




$40.00/hour

· Reports/Letters/Case Management

$50.00/hour (1/2 hour minimum)

· Depositions/Court Witness


$200/hour

The above fees apply to clients paying out-of-pocket only, either because you have no insurance or you are meeting your insurance deductible. If you have insurance, your fees are dictated by your individual health insurance plan.
After-hour emergency phone calls and phone consultations for 15 minutes or less are complementary. In the event that a phone session of 20 minutes or more takes place, please be advised that such calls will be charged and prorated at my regular fee of $100/hour (phone calls are not typically covered by health insurance plans).
I understand and agree to the following:

1. By signing below, I give consent to Jeanette Troncoso to bill my insurance company directly, to accept direct assignment of benefits, and to provide Ms. Troncoso with all the necessary information to submit a claim. I will notify her immediately of any changes in coverage and personal information (i.e., changes in home address or phone numbers). 

2. It is my responsibility to verify with my insurance company my benefits for outpatient mental heath services, as coverage for psychotherapeutic services provided by Ms. Jeanette Troncoso in an office setting. I am also responsible for checking with my insurance company for pre-certifications, authorizations needed prior to services, or Ms. Troncoso’s membership as in-network provider in the organization managing the behavioral health services for my health insurance company. In the event that any of these (or any other issue related to my insurance) become an obstacle in reimbursement for services rendered, I assume complete financial responsibility for unpaid claims.

3. At the beginning of a calendar year, I will check with my insurance company to ensure I have current information on deductibles, maximum number of visits, and co-pay amounts. Although Ms. Troncoso may verify such information herself, I assume complete financial responsibility for claims denied due to incorrect information. 

4. In the event that the insurance company fails to reimburse Ms. Troncoso for services rendered, I will pay her directly any unpaid balance at her current rate of $100.00 per hour session. 

5. If I do not fulfill my financial responsibilities for an unpaid balance on my account for more than two months, I accept to pay additional collection services fees, unless an agreement has been made with Ms. Troncoso. By signing below, I give consent to Jeanette Troncoso to disclose my name, social security number, and date of birth to a Collection company for such purpose
6. If a dispute or appeal needs to be filed with my insurance company, I accept responsibility to pursue such actions myself to obtain reimbursement by my insurance company after I fully pay Ms. Troncoso for clinical services. 

7. If I pay Ms. Troncoso for services rendered through a personal check and the check has insufficient funds, I agree to pay Ms. Troncoso an additional $30.00 per returned check occurrence, to cover the bank’s costs for handling such matters. 

8. It is my responsibility to notify Ms. Jeanette Troncoso at her business phone number 720-982-3708, at least 48 hours prior to the scheduled appointment, if I am unable to keep the scheduled appointment.

9. I agree to pay Ms. Troncoso the customary rate of $100.00 per hour in the event that I miss an appointment without notice or fail to cancel/reschedule 48 hours prior to the scheduled appointment. In some cases, my insurance company may reimburse for a cancelled appointment; however, if such claim is denied, I will make payment to Ms. Troncoso within 30 days.

Patients (please print your name, sign, and date)

Jeanette Troncoso, M.A., LMFT (psychotherapist)
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