ROBERT E. PELC, Ph.D., P.C.

5961 S. Middlefield Rd., Ste. 100
Littleton, CO 80123

(303) 388-6761


FINANCIAL POLICY AND AGREEMENT

These policies are presented for your information and agreement.  Please read.  If you have questions, please ask before signing this form.

1. Fees: Fees are charged for professional services based upon standard rates of area practitioners.  Your rate is $____.  Treatment sessions are fifty (50) minutes.  Evaluations and consultations are billed an hourly rate.  Unless otherwise specifically stated, you will be charged for all consultations, including telephone time, initial interview, and related professional time.  For all credit card payments exceeding $500.00, a 5% surcharge will be added to your bill.
2. Payment:  For the first session, payment is required at the time services are rendered, unless otherwise arranged.  This is to allow time to determine your insurance benefits and for you to establish a credit record with us.  I understand in the absence of pending insurance claims, all charges are due and payable upon receipt of my monthly invoice and all delinquencies are subject to outside collections and that I may be responsible for attorney fees and reasonable collections costs.  I also agree to and understand that interest may be assessed on the unpaid balance over 30 days delinquent at the rate of 1 ½% per month, or 18% per annum.  

3. Insurance:  Please contact your insurance carrier and ask about your mental health coverage for these services in order to avoid any unexpected costs to you.  It is your responsibility to make initial contact with your insurance company should pre-certification and/or authorization be required.  Otherwise, you may be financially responsible for any and all non-authorized appointments.  Also, inquire about your co-payments and/or deductible amounts.  Please bring in insurance benefit information if you wish our office to file your insurance.  Insurance benefits will need to be verified and any deductible identified.  If I am a participating provider with your insurance plan, my office will bill services to your insurance carrier and accept assignment of benefits from them.  If I am not a participating provider, we will provide you a billing invoice.  In either case, clients are ultimately responsible for payment for services rendered.

4. Co-payments:  Co-payments required by insurance carriers are due and payable at the time of service.  

5. Missed Appointments:  Failure to cancel at least 24 hours before a scheduled appointment is subject to charge at your hourly rate.  Failure to appear for a scheduled appointment will be charged at your hourly rate stated above.
6. Legal Matters:  For all services related to legal matters, your insurance will not be billed.  You are responsible for all fees.  All scheduled time must be cancelled at least one week (7 calendar days) in advance, or you will be billed for the entire allocated time, including travel time if needed.  Retainers must be paid before any work is scheduled.  Failure to pay invoices promptly (within seven days of receipt) will result in a suspension of services.  All other policies remain in effect.

7. Special Conditions: $2,800 retainer.  All invoices are due and payable immediately upon receipt.

I have read, understand, and agree to comply with the provisions regarding this financial policy.


____________________________



____________________________


Signature






Witness


____________________________



____________________________


Date







Date                                                      

11/13
