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Financial and Insurance Policy

As a courtesy to you, claims will be filed on your behalf for psychological services performed in the office to the contracted primary insurance company. You will be responsible for paying for services in full and filing claims for reimbursement with insurance companies that this office does not have a contract with. 

There is no guarantee of benefits from the insurance company until a claim is received and processed by your insurance company. Therefore, benefits quoted to you are only an estimate provided by the insurance representative. Knowing your benefits is your responsibility. 

You are responsible for notifying this office of any insurance changes as soon as they occur. If payment is denied, and you have failed to notify the office of any changes with insurance, you are responsible for all charges denied by the insurance company. 

You are responsible for paying your estimated portion of service costs at the time that services are rendered. Payment of co-pays and deductibles at the time of service is part of your contract with your insurance company. Failure on our part to collect this payment may be considered fraud. Please assist us in upholding the law by paying your co-payment or deductible in full at each office visit. 

In addition, you are responsible for paying any remaining balance on your account after an insurance claim has been processed, including partial or non-payment of claims by insurance, within 90 days from the date of service. If you have questions regarding your mental health benefits or processing of a claim, please contact your insurance company for further information. _____________________________________________________________________________

I hereby assign all mental health/behavioral benefits to which I am entitled, including from private insurance and third party payors, for any and all services provided by Westlake Psychological Services, PLLC to Westlake Psychological Services, PLLC. 

I hereby authorize Westlake Psychological Services, PLLC to release all the information necessary, including medical or psychological records, to secure payment from and coordinate treatment with my insurance provider.  

I certify that I will be responsible for payment in full for all charges incurred from services rendered by this office. 

Printed Name: ______________________________

Signature:  _________________________________
Date: _________________________

