
 

Tri-State Progressive Health, 600 St. Christopher Dr. Ashland KY 41101 

 

Payments and Cancellations POLICY 

 

Fee Schedule 

Initial Phone Consultation – Free 

Ketamine Infusion Treatments for mental health - $350 each 

 Infusion induction package - $1200 
 4 infusions over 2 weeks 

Comprehensive wellness package - $2000 
Initial 4 infusions over 2 weeks, up to 3 boosters as needed over the next 6 months plus 

discounted rate of $250 for additional boosters 

Ketamine Infusion Treatments for pain (2-4 hours) - $750-$1400 
variable by patient and condition 

Intramuscular injections - $200 each 

Oral medication management - $150/visit 
(bi-weekly visit for first month, then monthly once established; prescription for oral 

troche/ODT or nasal spray provided) 

Agreement to Pay 

I understand that I am directly responsible for all charges incurred for services, and 

that payment must be made in full by cash or credit card at or before the time of 

service.  I understand that treatment and services provided by Tri-State Progressive 

Health may not be covered by my insurance.  Tri-State Progressive Health and its 

medical practitioners are non-participating providers and do not contract with any 

insurance plan.  At my request, Tri-State Progressive Health will provide 

documentation of my treatments but will not submit claims nor speak to the 

insurance company on my behalf.  Tri-State Progressive Health will not complete 

insurance paperwork and is exempt from any payment/reimbursement dispute 

between myself and my insurance company. 

Cancellations 

We understand life is hectic, and we wish to make the best of your time and ours.  As 

such, the following cancellation policy has been implemented.   

Infusions must be cancelled at least 48 hours in advance via e-mail, telephone, 

text, or voicemail. 



 

Tri-State Progressive Health, 600 St. Christopher Dr. Ashland KY 41101 

 

Repeat/excessive cancellations may result in termination of the patient-

provider relationship at provider’s discretion. 

 

 

By your signature below, you have read, understood, and agree to Tri-State 

Progressive Health’s Payments and Cancellation Policy.   

 

Patient Signature: ________________________________________  Date: _____/_____/_______ 


