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Fee Schedule
· At the time of service, all copayments, deductibles, and/or self payments are due. If unsure what your payment is, please ask your therapist.  

· Cash, credit cards, or debit cards are accepted. Personal checks are not accepted.
· MISSED APPOINTMENT FEE: If a patient fails to contact the therapist at least 24 hours in advance to cancel an appointment, the patient will be charged a $25 missed appointment feel. If a patient does not arrive within 15 minutes of the appointment time (without contacting the therapist), this will be considered a missed appointment and charged the $25 fee.  

· COURT: If subpoenaed into court, this therapist will charge the individual subpoenaing $100 / hour. This fee includes travel time to and from court, and the entire time spent at the courthouse. A $400 deposit will be collected prior to court date. If the fee is less than the deposit, the balance will be refunded. If additional fees are owed, the balance must be paid within 3 business days, or the balance will be turned over to collection agency.
· LETTERS: The fee for a letter to be written and sent to another professional is $25 / page.
· FAX: A fee of $5 / page for each page faxed to another agency / professional. This includes faxing notes, disability paperwork, or any paperwork needing to be completed by this therapist.

· SELF PAYMENT: The fee for self payment is $125 / session. Negotiated rate are also available depending on patient’s income.
· PHONE CONSULTATION (with doctor, attorney, etc.): This fee is waived if phone call is less than 5 minutes. For conversations over 5 minutes, the fee is $100 / hour, and can be fractioned (i.e. a 15 minute consultation is $25, 30 minutes is $50). 
An invoice will be sent to the patient or guardian (if patient is a minor) for any unpaid fees. A 30 day grace period will be granted for fees to be paid. If fees are not paid, the matter will be turned over to a collection agency.
Please ask your therapist if you have questions or do not understand any of the above fees.
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