
 
 

Dr. Michele Winchester-Vega & Associates 
(845) 562-9816  Fax (845) 863-0351 

 
3250 Route 9W   2 Industrial Drive 
New Windsor, NY 12553  Florida, NY 10921 

 
 

 Client Name:________________________________________ 
 

 WELCOME TO OUR OFFICE 
  

The mission of our caring and compassionate professional staff is to provide welcoming, collaborative, 
evidenced based effective and cost effective treatment approaches to improve outcomes for those we serve. We 
respect the complexity and diversity of each individual/family served towards promoting improved mental 
health, wellness, self-determination, self-empowerment, and resiliency. 
 
Please ask the Billing Coordinator if you have any questions about our fees, financial policy, or your requests in 
dealing with your insurance company. In order to have a satisfactory experience the following guidelines 
explain how we operate the business aspect of our practice. We are committed to providing you with the best 
possible care, and are available to discuss our professional services with you at any time. We want to know your 
experiences, so please feel free to provide feedback to our staff.  

 
CONFIDENTIALITY 

 
We recognize the privilege of confidential communication. By law, information about you will not be discussed 
with others, without your written consent and knowledge. If you request records to be released, your signature 
will be required.   
 
I authorize Dr. Michele Winchester-Vega & Associates to contact me at: 
 
______   Cell Phone#_______________________________   Can we leave a message?   Yes   No 
 
______   Home Phone#______________________________  Can we leave a message?    Yes   No 
 
______   Fax #_____________________________________ 
 
______   Email address:____________________________________________________________________ 
          (Your email address should be set to privacy settings with encryption for HIPPA compliance) 
 
______   Text Messaging    Yes   No 
 
Who referred you to our Practice?___________________________________________________________ __ 
How do you know them? ____________________________________________________________________ 
I would like you to speak with them about my treatment.   Yes   No Phone: ________________________ 
 
Why are you seeking treatment? 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 

 



MEDICAL 
 

 
1. Are you taking any over the counter or prescribed medications? __________________________________ 
________________________________________________________________________________________ 
 
2. Are you currently under the care of a health care professional (Dr.)? Name __________________________ 

 
 
 

HEALTH INSURANCE COVERAGE 
 
If you would like us to bill your insurance company, we will do so as a courtesy to you. Please notify us of 
both your primary and secondary insurance. Any changes to your insurance coverage, including termination, 
must be brought to our attention. A change in insurance carriers will affect your benefits and payment 
schedules. Your therapist may be required to obtain pre-authorization for treatment services. If you fail to report 
any changes and insurance claims are subsequently declined for payment, you will be billed the regular session 
fee.   
________ 
Initials 
 
In the event my insurance should send a payment directly to me instead of Dr. Michele Winchester-Vega & 
Associates, I will endorse the check and immediately forward to the therapist along with an explanation of 
benefits (which reflects the dates of services rendered) If I am unable to provide an endorsed check, (if check is 
for multiple providers), I will send payment for the same amount as issued by my insurance company.  
 
I would like Billing Coordinator to bill my insurance company and will provide all billing information by 1st 
session.   
  
I have primary insurance with   ________________________________________________ 
 
I have secondary insurance with ________________________________________________ 
 
 

 
CANCELLATION AND MISSED APPOINTMENTS 

 
Please keep all your scheduled appointments so your counselor can monitor your progress and treatment.  
Sessions are 45 minutes, unless otherwise agreed upon. Your time has been reserved for you. Due to the 
overwhelming need for patient appointments, please cancel at least 24 hours prior to your scheduled 
appointment, so that we may offer that time slot to other patients. Missed appointments and late 
cancellations (less than 24-hours notice) will be billed at $75.00 out-of-pocket fee, as we are unable to bill 
your insurance for no shows.   
_________ 
Initials 
 

 
 
 
 
 
 



PLAN BENEFIT AND ELIGIBILITY 
 
It is your responsibility to contact your insurance company to verify coverage and benefit eligibility for 
outpatient mental health treatment. You need to verify your percentage of payment per visit, any copayments, or 
deductibles and limits of visits per calendar or benefit year. If you are accessing out-of-network benefits, it is 
important to confirm that this benefit is available to you. The practice will make every effort to collect 
payment from your insurance company. However, you are ultimately responsible for the amount due.     
 
Fees are based on professional services provided and the amount for time involved. Please feel free to discuss 
finances openly with therapists and/or my Billing Coordinator. When multiple services are provided, fees for 
each service will be itemized (i.e., telephone sessions, preparation of special forms, reports, court time, etc.)  
The fee for these services should be discussed with us at the time of request, as some will not be covered by 
insurance. 
 
All co-payments, and deductibles are due for services at the time of the visit. Insurance contracts restrict us 
from waiving copayments. We offer debit and credit card processing, and payment by personal checks as a 
courtesy to you. If a check is returned for insufficient funds, you will be charged the bank fee in addition to the 
amount of the check. If insurance benefits pay you directly, you must forward these checks to our office.  
 
After the insurance company has paid their portion of your claim, should your financial responsibility be unpaid 
after 90 days (unless other financial arrangements have been made) the account will be turned over to a 
collection agency. Collection agencies charge 33% of the unpaid bill. Should these additional costs be incurred, 
you will be responsible for them in addition to any unpaid balance.   
 
I authorize the release of any medical information necessary to my insurance carrier to process claims.  I permit 
a copy of this authorization to be used in place of the original. I hereby authorize Michele R. Winchester-Vega, 
LCSW, PLLC to bill and correspond with my insurance for services rendered. I request that payment from my 
insurance company be made directly to Dr. Michele Winchester-Vega & Associates. I certify that the 
information I have reported with regard to my insurance coverage is correct. I understand that if I fail to report 
any changes to my insurance coverage, including termination, I will be responsible for any unpaid balances on 
my account.    
 
Please sign below indicating that you have reviewed and understand these guidelines. A copy of these 
procedures will be provided to you upon request.   
  
 
__________________________________  ____________________________________  
Patient or Parent/Guardian Signature Date   Therapist’s Signature   Date  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 



 


