Amber Tindall Rukaj, M.A., MFT

11772 Sorrento Valley Road, Suite 157

San Diego, CA 92121

619.616.6548

MFC47649
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FINANCIAL TERMS and INSURANCE COVERAGE

You are responsible for obtaining prior authorization for treatment from your insurance carrier.  You are responsible for co-payment amounts and deductibles as set by your benefit plan at the time of visit.  Missed appointments are not covered by your insurance and the charges associated with them are your responsibility.  

Fee For Services:

Individual therapy is $100.00; Couples/family therapy is $120.00.  Payment for sessions is required at time of service.  If you have insurance to cover her services, Amber Rukaj, MFT will provide you with the necessary forms to enable you to file claim for reimbursement directly from your insurance company.  She will accept a co-pay, if arrangements have been made in advance with the insurance company.  Initial Here: ___________



Cancellation and Missed Appointment Policy: Scheduled appointments are reserved especially for you.  If an appointment is missed or cancelled with less than 24 hours notice, you will be billed according to the scheduled fee and instructions of your insurance plan.  Your insurance company will not be billed for fees associated with missed or cancelled appointments, therefore you will be responsible for a cancellation fee of $
if 24 hour notice is not given.

Initial here:


Delinquent Accounts: You understand that you are responsible for all charges incurred and that services must be paid in full at the time of each visit, unless other arrangements have been made in advance.  Should your account become delinquent, you agree to pay interest at 1% per month, and if it becomes necessary for the account to be referred for collection action, you shall pay the actual balance due plus collection expenses and any attorney fees.







Initial here:



At any time during treatment should you become ineligible for insurance coverage, you are responsible for notifying your therapist and you will be responsible for full payment of services.












Initial here:


Release of Information: I authorize the release of information to my primary care Physician, other health care providers, institutions and referral sources for the purpose of diagnosis, treatment, consultation and professional communication.  If I am an insured client, I further authorize the release of information for claims, certification, case management, quality improvement, benefit administration and other purposes related to my health plan.


Initial here:



FEE AGREEMENT
I  





 authorize treatment and assume financial responsibility for all charges for services rendered for myself and/or a dependent family member I understand that I am ultimately responsible for obtaining insurance reimbursement and I agree to pay for services should there be a lapse in coverage.  I agree to pay for any cancelled or missed appointments unless 24 hours notice is given.  In the event of default, I agree to pay any fees required to collect the amount due.  I have read and fully understand these conditions and agree to comply with them.

Client or Parent/Legal Guardian Signature

Date

Amber Tindall Rukaj, MFT



Date

