COMPREHENSIVE PSYCHOLOGICAL SERVICES, P.C.
TREATMENT CONTRACT
PATIENT NAME: _________________________________
You have requested professional services from a member of our clinical staff and this letter sets forth the
agreement concerning our understanding of such services. This agreement shall become effective upon
our receipt of a signed copy of this letter.
1. You understand that these services involve evaluation and therapy and may include: Individual
and/or Family Therapy, Psychological or Neuropsychological Testing.
2. If you participate in whatever services are recommended by your therapist, you agree to pay for
these professional services according to the fee schedule discussed with you. Payment is expected
in the form of personal check, cash or credit card. A $25.00 fee will be charged for any check
returned due to non-sufficient funds.
3. We will charge you on the basis of the time expended and we reserve the right to terminate the
doctor-patient relationship for non-payment.
4. At the discretion of the therapist, you may be charged $25.00 for missed appointments or
cancellations made less than 24 hours in advance.
5. Please be advised that the business office will arrange a fee payment schedule upon your request
if the need for such arrangements is necessary.
6. We reserve the right to designate the performance of professional services to our associate(s) if it
becomes necessary in order to provide appropriate care.
7. In the event that it becomes necessary to utilize the courts to collect any unpaid balance, you
agree to pay reasonable attorney’s fees and any and all court costs which may be incurred by us in
connection therewith.
8. The initial Diagnostic Interview fee is $250.00. Standard fees for Individual and/or Family
Therapy are $175.00 per 45 minute session. Fees for psychological testing are determined by the
specific assessment instruments being utilized and will be presented to you before testing occurs.
Testing fees must be paid in full before the final written report will be distributed. All fees are
expected at time of service unless other arrangements have been made.
9. Payments received from your insurance company will be credited to your account, however, if an
insurance company has not settled a claim within 60 days of submission, the patient will be
notified and responsibility for the balance will transfer to the patient.
Please sign this agreement and return it to your therapist so that we will have a mutual memorandum
of our understanding. Thank you.
_______________________________
Responsible Party (Parent or patient)

_________________________________
Therapist
Date

