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ORAROSE COUNSELING, INC. 
1776 S Jackson Street, Suite 208, Denver, CO  80210

(303) 758-3846
Orarose@q.com
www.OraRose.org 
PSYCH THERAPY POLICIES AND FEES
CONFIDENTIALITY


Information shared with me is confidential and cannot be discussed or exchanged with anyone without a signed release form.  The only exception are in emergency situations in which I am bound legally to report to authorities immanent danger to yourself or to others or indications of current child abuse.

FEES
	Service
	 Standard Fee 
	 Discounted Cash Fee 
	Household Income
for sliding scale fees **
	% of Discount

	Intake Session
	 $ 150.00 
	 $ 120.00 
	 $              -   
	 $10,000.00 
	30%

	Therapy Session /Hour
	 $ 150.00 
	 $ 120.00 
	 $ 10,001.00 
	 $ 20,000.00 
	20%

	Medication Management/30 Min
	 $   75.00 
	 $   60.00 
	 $ 20,001.00 
	 $ 40,000.00 
	15%

	Therapy session with Medication Management (Minimum 1 Hour)
	 $ 150.00 
	 $ 120.00 
	 $ 40,001.00 
	 $ 60,000.00 
	10%


** Sliding Scale Fees: You must request and supply verification of household income to receive a sliding scale consideration.

All my professional time will be billed at a $150.00 rate (approx $2.50/minute).  This includes report preparation or letters on your behalf for insurance companies, or legal matters and phone calls of more then 15 minutes.
PAYMENT
Full payment is due at the beginning of each session.  Cash, Check, VISA, and MasterCard are accepted.  There is a $20.00 fee for all checks returned for insufficient funds and you will be put on cash only status from that point on.  After 90 days with no payments or efforts to arrange payment accounts will be turned over to a collection agency.
If you wish to arrange for reimbursement from your insurance company, I will complete any required forms you provide in order to submit your claim.

CANCELLATIONS

Please give at least 24 hours notice if you must cancel an appointment.  The first missed appointment without 24 hour notice will be without charge.  The second missed appointment without notice you will be charged ½ the session fee.  The third missed appointment, without notice, you will be charged the full session fee.

SPECIAL ARRANGEMENTS

If you have made special arrangements with me please list them in the space below.

______________________________________________________________________________

______________________________________________________________________________
______________________________________________________________________________

Patient’s Initials  __________



    Counselor’s Initials    __________

I have read and understand the above information and agree to the policies as written.
_______________________________________________              _______________________
PATIENT SIGNATURE





      DATE




