Barry B. Hart, Ph.D

LICENSED CLINICAL PSYCHOLOGIST

10 South Rockburn St.
York, PA 17402

Ph: (717) 600-8181
AGREEMENT FOR PROFESSIONAL SERVICES

NAME:  ___________________________________________

ADDRESS: ________________________________________

PROFESSIONAL SERVICES TO BE PROVIDED: Outpatient psychotherapy

FREQUENCY OF APPOINTMENTS: To be negotiated
FEE: $170 for initial evaluation; $150 per 45 minutes thereafter

======================================================
Unless otherwise arranged, it is expected that the fee be paid following each session.  I agree that I am responsible for all charges not covered by my insurance company.  Any balance that extends beyond sixty (60) days will be assessed at 1.5% carrying charge per month until the balance is paid in full.

In the unlikely event that bills are not paid and a collection agency must be employed, I agree to pay all collection costs and any legal fees incurred.

Coming regularly for scheduled appointments is essential to promoting change and realizing my goals.  Should it be necessary to cancel an appointment, I will contact Dr. Hart no less than twenty-four hours before our scheduled appointment.  Except in cases of emergency, I will be charged for the time not cancelled twenty-four hours in advance.   Missed or late appointments are not reimbursed by insurance coverage and will be billed at the full rate (co-payment plus insurance portion).
I have read, understand, and agree with the above.

Signature _____________________________________

Date ________________________________________
