DEBORAH K. LEPOROWSKI, PSY.D., LLC
PSYCHOLOGICAL SERVICES AGREEMENT & PAYMENT POLICIES
South Carolina License #1137

North Carolina License #4148

Florida License #PY4996

Client Name: ________________________________________________________
PAYMENT POLICIES:
It is usual and customary for the provider and the Client to agree upon fees by the first session.  Clients are expected to pay for services at each session unless agreed otherwise.  Initial consultations are 60 minutes long, individual psychotherapy sessions are 45-50 minutes long, and group psychotherapy sessions may be 60 or 90 minutes in length.  Telephone consultations, report writing, consultation with other professionals, etc., will be charged at the same hourly rate as individual psychotherapy unless other arrangements are made.  Please notify Dr. Leporowski if any problem arises regarding your ability to make prompt payments.  Payments may be made by cash, check, Visa, Mastercard, American Express or Discover.
Note that I do not currently participate on any insurance panels.   If you are utilizing out-of-network insurance benefits, I will provide you with a sufficiently detailed statement to submit to your insurance company for reimbursement.  Please note that any payment from your insurance company cannot be guaranteed as your insurance company may have misquoted your benefits or your benefits may have recently changed.  Please note that your insurance company will require a psychiatric diagnosis in order for your to be reimbursed.  You may wish to give some thought as to whether you wish to utilize any insurance benefits for psychological treatment.  Also note that most insurance companies do not cover any psychological testing, particularly that which is psychoeducational in nature.

RESPONSIBILITY FOR PAYMENT:

I understand that I am responsible for payments due at the time of service unless special arrangements have been made directly with Dr. Leporowski.

Client’s Signature:





Date:

_______________________________________________________
___________________________

NO-SHOW/CANCELLATION POLICY:

Dr. Leporowski recognizes that emergencies due arise, however, please understand that last-minute cancellations and no-shows prevent others from obtaining much-needed services.  Your hour has been set aside exclusively for you.  By signing below, you acknowledge your understanding that you are responsible for notifying Dr. Leporowski 24 hour in advance in order to avoid a $75.00 late cancel/no-show fee, and you are aware that insurance companies will not reimburse for missed appointments.

Client’s Signature:





Date:

_______________________________________________________
____________________________

RIGHT TO COLLECT FUNDS:

If my check is returned for insufficient funds, a credit card is declined, or a balance due has not been paid after 30 days, I , ____________________________________________ hereby authorize Dr. Leporowski to reveal my name to a collection agency or bank as necessary for Dr. Leporowski to collect the fee due.

Client’s Signature:





Date:

_______________________________________________________
____________________________
