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                                                                  TREATMENT GUIDELINES

                                 
                                                                                FINANCES
I understand each therapy session is 45/50 minutes and my copay will be _________ per session, unless other arrangements have been made, payable at each session. I understand my insurance company will not cover for missed appointments, or cancellations, and I will be responsible for paying Dr. Nelson’s usual and customary fee, and not a negotiated rate. I understand, if for any reason my insurance company does not cover payment for psychotherapy services rendered to me, I agree to be responsible for full payment of these services, within 30 days from the last date of service, and if  my bill remains unpaid after 30 days, I will be charged interest at a rate of 18% annually, or the maximum annual interest rate permitted.  If my bill is not paid in full within 60 days, of the first unpaid date of service, interest will continue to accrue and my unpaid bill may be turned over to a collection agency , attorney, credit reporting agency or other agency for collection, and that I hereby waive confidentiality.  I also understand if my account becomes delinquent, it may be sent for collection, and I will be responsible for these ADDITIONAL CHARGES, INCLUDING COLLECTION FEES. If my check is returned for insufficient funds, I will be charged $36 for each returned check for insufficient funds. I agree to pay an administrative surcharge of $10.00 for each payment made by credit card, and a backcharge of $15.00 should there be a problem with my credit card charge. Any other services or fees are not included in this agreement for letter writing, gathering of information, testimony, court procedures, photocopying, or telephone consultations with attorneys, accountants, etc.These types of additional services  will be negotiated at the time when they are requested.

 

                                                      APPOINTMENTS AND CANCELLATIONS
I understand I am responsible for the time set aside for my use, and that my appointment time  is allocated for me, and cannot be used in any other way.  Therefore any scheduled appointment cancelled with less than 24 hours notice or missed session will be charged to me,  at Dr Nelson’s usual and customary fee, and will not be billed to my insurance company. Therefore, all missed sessions must be paid for, unless a 24 hour notice of cancellation is given.If I can’t reach my Psychotherapist and I have an emergency, I will call 911 and seek emergency help, or go to the closest hospital emergency room.

 

                                                                         CONFIDENTIALITY
I understand my Therapist will maintain confidentiality of all information disclosed in therapy. However, I understand there are certain situations in which my Therapist is required by law to reveal information to other persons, including physicians, insurance companies, or agencies without my permission.  These situations include the threat of bodily harm to myself or to another, the threat of harm to one’s property,
suspected information or evidence of child or elder abuse,or the issuance of a subpoena by a court of law 
  
     



                   TELEPHONE CALLS
I can be reached at (561) 859-7779 and if the time is limited to 5 - 10 minutes, there is no charge. If your needs cannot be met within this time frame, a scheduled appointment at my office is recommended.

 

                                        AUTHORIZATION TO DISCLOSE MUTUAL INFORMATION
I understand my Psychotherapist will be discussing my treatment information with my insurance company and or my physicians, and give permission to her to give and receive information. I also give permission for my child to receive Psychotherapy from Stacey J Nelson Ph.D.LMFT. I have read and agree to the terms in these TREATMENT GUIDELINES.

 

__________________________________________ _________________________________________
Client       
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