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400 E. Pine St., Suite 220
Seattle, WA 98122

(206) 729-2829 ext.3

Financial Agreement 

Patient Name:  __________________________
I. ____  (initial only if applicable) Psychological Testing-Insurance.  I understand that my insurance company may not cover the cost of psychological testing depending on reasons including medical necessity, benefit, or diagnosis code submitted at the conclusion of the evaluation.  In that case, I am responsible for paying Dr. Hiraga’s full fee of $185.00/hour for the evaluation.
II. ____ (initial only if applicable) Psychotherapy-Insurance. I understand that psychotherapy services may not be covered by my insurance plan for reasons including diagnostic exclusion, type of psychotherapy (e.g. family therapy) and pre-existing condition.  In that case I agree to pay Dr. Hiraga’s full fee of $150/hour.
III. ____  (initial only if applicable) Patient choice to not use insurance. Although  services are covered by my insurance plan, I voluntarily choose to pay Dr. Hiraga her full fee of $150-$300/hour for these services out of pocket.
IV. _____ Other Services.  I agree to pay Dr. Hiraga’s fee of $15/ brief email and prorated rate of $150.00/hour for telephone calls or letters in which clinical information is discussed.  (Patients are not billed for contacts in which only scheduling or billing matters are discussed.)  I also understand that other services, such as school visits, including travel time, are billed at the rate of $150.00/hour.
V. ____ Missed/Late Appointments.  I understand that if I cancel any appointment without giving 48 hours notice or if I am late, I am responsible for the full $150 -$300 fee for that appointment.  Insurance cannot be billed for missed or late appointments.

_________________________________________________

_______________
Printed name/signature





date
Yumi Hiraga, PhD









400 E. Pine St., Suite 220
Seattle, WA 98122

(206) 729-2829 ext.3

Please provide the following information only if your insurance company is  Regence Blue Shield.

PRIMARY INSURANCE INFORMATION
SECONDARY INSURANCE INFORMATION

Insured Name:___________________________
Insured Name:___________________________

Insured SSN: ________________ 


Insured SSN: ________________ 

Insured’s Date of Birth:  __________________
Insured’s Date of Birth:  __________________


Employer:_______________________________
Employer:_______________________________

Insurance Plan Name/



Insurance Plan Name/

Program Name:  _________________________
Program Name:_________________________

Patient’s  Relationship to the Insured:

Patient’s  Relationship to the Insured

   ( Self

( Spouse
( Dependent
   ( Self

( Spouse
( Dependent

Member/ID#: _____________________________
Member/ID#:______________________________

Policy/Group:_____________________________
Policy/Group:______________________________

Revised: 3/25/2011

