[image: image1.png]



The Somers Trust

Psychological Associates

Center for Comprehensive Psychological Services

873 Turnpike St., North Andover, MA  01845-6105

   TEL. (978) 688-8004   FAX (978) 686-8554

Client Consent and Fee Agreement
Client Name:_______________________________     DOB:_________________



  Parent or legal guardian must sign for client under 18.

Please initial each line to indicate understanding and agreement.
 Information re: Services, Confidentiality & Informed Consent:
_____1.  I have available to me the Client Rights and Responsibilities 
notice, the Client Information sheet and the Limits of Confidentiality fact sheet.  I understand and accept my rights & responsibilities, limits of confidentiality and know to discuss my concerns with my provider .



   Consent to Treatment:

          
_____2.  I agree to become a client of Somers Trust and give my consent to

                           treatment.  If recommended services are acceptable to me after an

evaluation, I consent to therapy with my provider.  I understand 

that if I do not adhere to these agreements, services may be    terminated.  


               Fee Arrangements:


_____3.  I understand my co-payment is _____/session and that the charge

for a evaluation is $225.00 and all other psychotherapy sessions are $175.00 and $150.00 for medication management follow-ups.  I agree to pay my co-payment  or hourly charge on the day of my appointment unless otherwise arranged with my provider.  In the event that my insurance plan does not cover the cost of this service due to termination of insurance, provision of a non-reimbursable service or my providing inaccurate information, I agree to be responsible for payment of any charges. 


   Cancellation Policy:


_____4.  I understand that I am required to cancel a scheduled appointment

                           with a minimum of 24 hours notice.  I agree to pay a $65 fee 

                           if I fail to do so.  Timely and appropriate cancellation and 

reschedule of appointments indicates mutual respect and consideration.



   Insurance Release and Assignment of Benefits:


_____5.  I understand that my insurance plan will be contacted to verify 

benefits.  I also understand that my insurance plan is entitled to request information regarding my treatment, payment and heath care operation.

_____6.  I authorize my insurance plan to make payment directly to Somers


                           Trust for services received.  I also authorize Somers Trust to submit

                           information to my insurer necessary to obtain reimbursement.

Client/parent signature:_________________________________Date:_________

Clinician:_____________________________________________Date:_________
