Agreement to Pay for Services Outside of Insurance Plan

I. Services requested from Angela Hungelmann, Ph.D. for 

_____________________________________(client name):

________ psychological testing
 ________ individual therapy

________
family therapy
 ________ other

II. _____ (initial only if applicable) Psychological Testing.  I understand that if I choose to submit for reimbursement, my insurance company may not cover the cost of psychological testing depending on medical necessity, benefit, or diagnosis code submitted at the conclusion of the evaluation.
III. _____ (initial only if applicable)  Although the services in I. may be covered by my insurance plan, I voluntarily choose to pay Dr. Hungelmann her full fee of $150-300/hour for these services out of pocket and can submit a Health Insurance Claim Form (provided to me by Dr. Hungelmann) to my insurance for reimbursement.
IV. _____ (initial only if applicable)  I understand that if I cancel any therapy appointment without giving 48 hours notice, I am responsible for the full $150 fee for that appointment.  
_____________________________________________________________________

Printed name/signature
___________________

Date
