Financial Agreement and Office Procedures                              Pathways to Success       435-901-3218
The guidelines below are intended to familiarize you with the procedures of the office. If you have any questions about these, feel free to discuss them prior to signing.
Length of Sessions   Sessions are 45 minutes. Additional time is pro-rated at $120/hour. During our time together you will have my undivided attention.

Payment   It will be to your advantage to have your payment prepared in advance of our meeting in order to maximize our time together. Please pay at every session - cash or check payable to Marlo Bennett. At your first appointment, payment is at end of session.

Fees   The fee for sessions is $110.00. Payment is due at time of service. If I am a preferred provider with your insurance company & you use your insurance, the therapy fee is the contracted rate set by the company. Prior to the first appointment, obtain from insurance: 
(1) pre-authorization if required; (2) the co-payment for outpatient mental health services; it may be different from co-payment listed on insurance card; (3) if you have a deductible and if it’s been met. 
If you don’t obtain the above information, please be prepared to pay the fee in full. If and when insurance pays the claim, I will reimburse you.

Claims for preferred provider services are submitted to insurance once. If insurance does not provide payment within 45 days of claim submission, and for no error of the claim sent, you agree to pay the billed amount upon receipt of invoice. A $15.00 late fee and an 18% APR is applied to balances over 30 days due. If insurance denies a claim, you agree to pay for the date(s) of service and contact your insurance company for reimbursement.

If I am not a preferred provider with your insurance company, a claim form can be provided for you to submit to insurance for reimbursement.

If insurance coverage changes during the course of therapy, it is your responsibility to provide the applicable information before the new policy takes effect.

Crisis Care and Case Management   Crisis phone calls, text messages, & emails are billed at $120/hour for time over 5 minutes. Case management is billed at this same rate and includes contact with behavioral health and medical providers, health insurance companies, school counselors, teachers, other individuals or institutions whom you request I contact, or it is necessary to involve, in coordinating care for your child. By signing below, you agree to pay these fees.

Rescheduling Your appointment time is reserved only for you. Cancellations within 24 hours of appointment are charged your full appointment fee; insurance cannot be billed for missed sessions. I understand emergencies may arise which would prevent you from keeping a scheduled appointment. Please contact me as soon as you know you will be unavailable, so we can reschedule the appointment. 
Confidentiality   Services of this office are confidential. Information contained in your child’sfile is considered protected  health information and cannot be released to other parties without your consent. There are exceptions to this. There are specific circumstances (e.g. risk of suicide, disclosure of child abuse, subpoena) in which this information can or must be released without your permission. I will explain the most common in our first session. Information released to your insurance company for the purpose of confirming benefits and obtaining payment does not require your consent. Without your consent, information required to obtain payment can be released to a billing agency or court if your account is past due. Managed care companies and EAP benefit plans may require the therapist to submit reports that include some treatment information.

Other Resources   I am at your service to share my resources with you…doctors and other health professionals, etc. Feel free to ask for these sources. I regard our association as an important relationship. If you feel you benefit from our time together, I welcome you to refer others to my services.

The signature(s) below indicate agreement to abide by the above policies and that any questions about the policies have been addressed to your satisfaction. Your signature(s) indicate you accept full financial responsibility for services. Insurance companies never guarantee benefits.
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Child/Adolescent’s Name (Printed)                                                    
                                                                         Parent Name (Printed)                                                                 
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