Susan MacDermott, MA, LCMHC
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FINANCIAL POLICY STATEMENT

· Co-pays are due at the time services are rendered.  Only cash or checks are accepted methods of payment.  No credit cards are accepted.  

· If you have a deductible on your health insurance plan, a $50 payment is due at the time of service.  If your insurance company pays for part or all of your service, you will be refunded any balance due.  

· If you have co-insurance or a deductible, a bill will be sent to you for prompt payment of any remaining balance due.  

· It is your responsibility to immediately notify us of changes to your insurance before and during your care.  Any treatment provided that is not paid by your insurance because we were unable to obtain prior authorization because we did not have current insurance information is ultimately your financial responsibility.   

· Be advised, if you claim worker’s compensation benefits and are subsequently denied such benefits, you may be held responsible for the total amount of charges for services rendered to you.

· If any payment is made directly to you for services billed by us, you recognize your obligation to promptly remit the same amount to Susan MacDermott, MA, LCMHC.  

· If you pay by check and your check is dishonored or returned for any reason, we will expect payment in full plus a returned check fee of $25 within 14 days of the returned check.

· By signing below, I understand and agree that if I fail to make any of the payments for which I am responsible in a timely manner, I will be responsible for all costs of collecting monies owed, including court costs and attorney fees.  

· There is a $75.00 fee for all missed, broken or rescheduled appointments without 24 hour advance notice.  This fee is not covered by insurance.  

Signature  _______________________________________    Date   _______________________



BENEFIT ASSIGNMENT

I, ______________________________________, hereby assign all medical benefits to which I am entitled, including private insurance and third party payers, to Susan MacDermott, MA, LCMHC for services rendered.  

Signature  ________________________________________   Date   ______________________
