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Billing Policy 
Last updated Feb. 2016 

Patients: Please read the following updated billing policy carefully and in its entirety.  Feel free 
to speak with Dr. Frazier about any questions or concerns you have.  Sections with an asterisk (*) 
indicate points of particular importance which will require initialing on the summary page.  Please 
make sure you understand and agree to these billing terms before initialing and signing 
acceptance as they will be adhered to precisely. 

1. Insured Patients 

a. Basics--if Dr. Frazier is a paneled provider for a patient’s insurance company, she 
will accept the contracted fee (Maximum Allowable Fee or MAF) as payment in full 
for services.  The MAF is comprised of a co-pay (a per-session fixed amount for 
which the patient is responsible), or a co-insurance (a percentage of the MAF for 
which the patient is responsible) plus an amount or percentage the insurance 
company agrees to pay on behalf of the patient.  For example, a patient may pay a 
$25 co-pay at the time of a session and then insurance is billed for the remaining 
portion of the MAF.  Or, a patient may pay a 20% co-pay at the time of service and 
the insurance is billed for the remaining 80% portion.  As a courtesy service, Dr. 
Frazier’s billing specialist, Carolyn, will bill patients’ insurance.  Please note, 
however, that payment for services is ultimately the responsibility of the patient.  
If an insurance claim is not responded to or denied, patients are responsible for 
the cost of the service.  It is important for patients to find out exactly what 
coverage they have.  Fully read the mental health coverage section in your 
insurance materials or talk to your plan administrator about mental health 
coverage, paying particular attention to deductibles, co-payments, number of 
sessions allowed, and authorization requirements.  * 

b. Co-pays and co-insurance payments—both insurance companies and Dr. Frazier’s 

policy require that co-pays and co-insurance payments be paid at the time of 

service (at check-in).  The co-pay/co-insurance amount due will be written on the 
super-bill slip patients sign at check-in.  Patients’ total outstanding balance will 
also be noted on the super-bill with a brief description of charges.  There is a $10 
service fee charged if patients choose to not pay the co-pay/co-insurance at the 
time of service.  Dr. Frazier will waive this fee if a patient brings in the co-pay/co-
insurance payment within the same business day of the session.  Parents paying for 
their children’s therapy need to either pay the co-pay themselves at check-in, send 
co-pay payment with their child, or pay the co-pays in advance.  If a patient does 
not pay his/her co-pay/co-insurance for two successive sessions, no further 
appointments will be scheduled until the payment is made.  Future sessions 
already scheduled may be cancelled until the payment is made.  * 



c. Deductible—many patients have deductibles at the beginning of their new policy 
year (usually in January, but July for some insurance companies).  This means that 
the patient is entirely responsible for paying for the service until their deductible 
is met.  Deductible amounts vary from plan to plan and are met by paying for any 
covered health services out of pocket, e.g., a $500 deductible may be met by 
paying $150 to a psychologist and $350 to a family doc.  After the deductible for 
the insurance year has been met, insurance companies are required to pick up 
their portion of remaining health services received that insurance year.  When the 

new insurance year begins and deductibles are being met, co- payments/co-

insurance payments are still due at the time of service.  Patients will be informed 

at check-in of the estimated amount of the deductible charge and asked to pay at 

the time of service.  If patients choose not to pay at the time of service, the 

amount will be billed in their monthly statement.  Balances must be paid in a 

timely manner and not exceed the $300 limit in order for treatment to continue 

uninterrupted.  Patients are encouraged to educate themselves as to how their 

deductible works and plan ahead for this time of year when their out of pocket 

expenses will increase.  * 
2. Services and charges 

a. Initial evaluation (90791)--$200.  This is a 60 min. initial appointment where 
paperwork is collected and a comprehensive diagnostic interview is conducted in 
order to form initial diagnostic impressions and begin treatment planning. 

b. 30-minute psychotherapy session (90832)--$88.  This is a shorter psychotherapy 
session (16-37 min.), mostly used for brief, solution-focused work or with children 
or those who do better with shorter therapy sessions. 

c. 45-minute psychotherapy session (90834)—$131.  A common weekly therapy session 
length (38-52 min.), especially for mild or mild/moderate severity cases.   

d. 60-minute psychotherapy session (90837)—$175.  A common weekly therapy session 
length (53-67 min.), especially for mod to high severity cases.  If for any reason, 
the insurance company does not cover this service, patients may still chose it, but 
will then be responsible for the 15 min. of additional service (e.g., we will bill for 
a 45-minute session and the patient pays and additional $43.75 for the additional 
15-minute service). 

e. 60+-minute psychotherapy session--$175 per hour.  As of 2013, there is no longer a 
covered insurance code for sessions that go over one hour.  These longer sessions 
(exceeding 67 min.), most often used for complex or highly emotional work (e.g., 
trauma work or urgent or crisis management sessions where a safety plan must be 
put in place), may still be selected, but patients are then responsible to pay for 
the additional service provided.  E.g., if the patient selects/receives a 90-minute 
session service, we will bill insurance for a 60-minute session (or a 45-minute 
session in cases where 60-minute sessions are not a covered service) and the 
patient pays out-of-pocket for the additional 30-minutes of service ($87.50). 



f. Family therapy w/o patient present (90846)—$131. 45 min. session with the family 
member/s of a patient when the focus of the session is the primary patient. 

g. Family therapy w/ patient present (90847)--$131. 45 min. session with the primary 
patient and any family member/s when the focus of the session is the primary 
patient.  Patients and their families may choose longer sessions (exceeding 45 
min.), but are then responsible to pay for the additional service provided.  E.g., if 
the patient selects/receives a 75-minute session service, we will bill insurance for 
a 45-minute session) and the patient pays out-of-pocket for the additional 30-
minutes of service ($87.50). 

h. Psych testing (96100)--$175 per hour.  Includes diagnostic, intelligence/
achievement, memory and personality testing (e.g., depression inventories, 
personality inventories, trauma assessments, eating disorder symptom severity 
assessments, etc.)  Time charged includes administration, scoring, interpretation, 
write-up and/or verbal feedback of results. 

i. Miscellaneous Charges (90899)—$25 per 10 min. or $150 per hour.   These are 
services provided by Dr. Frazier that are not in her office therapy sessions (e.g., 
writing letters, crisis calls, facilitating hospital or residential admissions, 
consulting with other providers, consulting with teachers/schools, etc.).   
Miscellaneous services less than 10 min. will be provided as a courtesy and not be 
billed. Miscellaneous services 10 min. or over will be billed at this rate.  Most 
often, these services are not covered by insurance plans, in which case the patient 
will be billed directly.  If insurance does offer coverage, Carolyn will send in a 
claim and the patient will be responsible for his/her portion.  * 

i. Monthly email support—established patients only can receive this NON-
EMERGENCY support and feedback as an adjunct to their regular 
psychotherapy.  Dr. Frazier will supply an email address and will adhere to a 
response time of 1-2 business days (Mondays through Thursdays), with the 
exception of when she’s out of the office (vacation, sick, and holiday days). 
A charge of $1.33 per minute ($80 per hour) that includes her time to 
read, consider and respond to each email as well as to transfer the 
information to the treatment record, will be applied. E.g., a 5 min. service 
will be charged $6.65, a 10 min. service $13.30, a 20 min. service $26.60, 
etc.  In an effort to keep this non-covered service affordable, this fee 
represents a 47% discount from the usual $150 per hour fee for 
miscellaneous, out-of-session services.  If clients only wish to send 
information (to discuss in the next session) and not receive (and pay for) a 
reply until the next session, please indicate that by writing “no response 
please.”  911 services or a hospital emergency department is to be used for 
emergencies or any situations where the potential for self-harm or other-
harm exists.  Dr. Frazier reserves the right to deny or revoke this service if 
clinically indicated or misused (e.g., texting about suicidality).  * 

3. Self-Pay Patient Rates—patients who do not have insurance or do not use their insurance 
will be offered a courtesy discount as follows: 



a. Initial evaluations—official fee is $200; 25% discount =$150 per session 

b. 30 min. sessions—official fee is $88; 25% discount = $66 per session 

c. 45 min. sessions—official fee is $131; 25% discount = $98 per session 

d. 60 min. sessions—official fee is $175; 25% discount = $131 per session 

e. 60+ min. session—will be charged at the rate of $175 per hour minus a 25% 
discount.  E.g., a 75 min. session would be $219 less a 25% discount = $164.   

4. No-Show and Late Cancellation Fees—when patients fail to show up for an appointment 
with no cancellation call or a call not more than 1 business day in advance of their 
appointment (unless in cases of sudden illness or emergency which should be infrequent), 
they will be charged an $85 out-of-pocket fee.  Patients may speak with Dr. Frazier if they 
feel circumstances warrant a discount or waiving of the fee.  Number and frequency of 
no-shows, ratio of no-shows to shows, as well as unique circumstances may be taken into 
consideration.  Patients who no-show for two consecutive sessions will be contacted to 
determine whether they want to continue therapy.  If no response is received within 3 
business days, all future appointments will be cancelled.  To resume the option to 
schedule further therapy after two consecutive no-shows, the no-show fees must be paid 
in full.  * 

5. Outstanding balances—interest is charged on outstanding balances at a rate of 1.5% per 
month, 18% per year.  Patients will be informed each week at check-in what their total 
balance amount is and have the opportunity to pay a portion or all of their balance.  
Patients owing a balance will also be sent monthly statements reflecting the portion they 
owe for services provided.  Statements can be confusing to read (e.g., our billing software 
system, automatically applies payments to the oldest outstanding charge in order to 
reduce patients’ interest charges; it may therefore appear that a co-pay paid wasn’t 
credited to the account when it was, but it was applied to an older charge).  If patients 
have questions about their statement or amount owed, they are encouraged to contact 
Carolyn (ext. 207) or speak with Dr. Frazier.  Patients whose balances (patient portion) 

exceed $300 will be given one month to bring their balances back under $300.  If that 

does not occur, patients will be contacted to make a payment or payment arrangements.  

Payment arrangements must be made (and followed) in order to schedule further 

appointments and/or to retain existing appointments.  Patients will be sent a late-letter 
reminder on outstanding bills.  Patients will be sent a second late-letter reminder warning 
them to make payment to avoid being sent to collections.  Although we will make every 
effort to work with patients on payment plans in cases of financial hardship, patients who 
refuse to make payment arrangements or adhere to them will be sent to collections.    

a. Collections--When reasonable efforts to collect an amount owed fail, the account 
is turned over to a collection agency or a claim is made in small claims court.  
Should the account be turned over for collection, the undersigned agrees to pay all 
costs to collect the debt, including, but not limited to, interest in the amount of 
18% per annum, attorney’s fees, court costs, and collection fees in the amount of 
40%.  The obligation to pay the collection fees shall be imposed at the time of 
assignment of the debt to a third party debt collection agency.  State law requires 



us to inform clients that a negative credit report is submitted to a credit reporting 
agency upon failure to fulfill financial obligations.  * 

6. Insurance changes 

a. If a patient’s insurance changes—patients are responsible for informing Dr. Frazier 
or Carolyn of any changes in insurance immediately so that there is time to get an 
authorization if needed (same day notifications may result in us not being able to 
obtain an authorization for the session, resulting in the patient having to pay for 
the session out-of-pocket).  If a patient’s insurance changes to a company that Dr. 
Frazier is not paneled with, but the patient prefers to continue treatment with Dr. 
Frazier, we have a few options. 1) Dr. Frazier will consider applying for panel 
membership if the company is within an acceptable range in their fee schedule, 
paperwork demands, and rules and regulations; 2) Patients can contact their 
insurance company to request a single-case agreement.  If they are willing to 
negotiate such an agreement and will meet the requirements specified above, we 
can make those arrangements; or 3) the patient may be shifted to self-pay rates 
(see #3 above).  If self-pay costs are prohibitive, Dr. Frazier can facilitate a 
transfer to a therapist who is paneled with the patient’s new insurance or provides 
services on a sliding-fee scale.   

b. If a patient loses his/her insurance—patients who begin treatment insured and then 
lose their insurance will have the options of continuing services at self-pay rates 
(see #3 above) or if self-pay rates are prohibitive, have Dr. Frazier facilitate a 
transfer to a therapist at a community mental health center or sliding fee scale-
based treatment center.   

c. If a patient’s insurance company reduces their fee schedules—recently, some 
insurance companies are dramatically cutting the rates at which they reimburse for 
psychological services.  Each year, Dr. Frazier will assess whether or not to remain 
a paneled provider for various insurance companies based on their fee schedules, 
paperwork demands, and level of support offered toward providing quality 
treatment of patients.  If Dr. Frazier discontinues panel membership with a 
patient’s insurance and the patient wishes to continue treatment with Dr. Frazier, 
patients may call their insurance provider and request a single-case agreement, 
which we can negotiate with them.  If they are unwilling to do so or their terms 
are not within reasonable limits, we will shift the patient to self-pay rates (see #3 
above).  If no single-case agreement can be negotiated and self-pay costs are 
prohibitive, Dr. Frazier will facilitate a transfer to a therapist who is paneled with 
the patient’s insurance.* !!! !!

Monique Frazier, Ph.D., P.C. Billing Policy 
Key Points and Agreement 



Patients/responsible parties: Please review the summary below, initialing key points and signing at the bottom to 
indicate understanding and agreement of the terms of this billing policy.   

_______ I agree to pay my co-pay/co-insurance payment at the time of service.  I understand 
that I will be charged a fee for failure to do so and that further sessions will not be held/scheduled 
after missing two consecutive co-pays until the co-pay balance is paid in full. !
_______ I agree to pay my estimated deductible payments in a timely manner and that 
failure to do so may result in an interruption of services until the deductible balance is paid in full. !
_______ I agree to pay for miscellaneous (non-session or out-of-office) services provided by 
Dr. Frazier and understand that insurance companies do not usually cover such charges.    !
_______ I understand that support texting services are only to be used as an adjunct to 

regular psychotherapy in NON-EMERGENCY situations.  I understand that insurance does not 
provide coverage for these services. !

_______ I agree to notify Dr. Frazier’s office at least one business day in advance of 
cancellations (except in cases of illness/emergency which should be infrequent).  I understand that 
failure to do so will result in a substantial fee and that in order to continue treatment after two 
no-shows, those fees must be paid in full. !
_______ I agree to maintain my outstanding patient balance below $300 by making payments 
within two weeks of notification of said balance.  I understand that there will be an interruption in 
treatment for failure to do so and that refusal to pay may result in the debt being assigned to a 
third party debt collection agency. !
_______ I understand it is my responsibility to educate myself as to my insurance company’s 
mental health coverage and that I bear ultimate responsibility for payment of my fees.  !
_______ I understand that if my insurance company changes, changes its payment rates and 
requirements, or I no longer have insurance, I may contact my insurance about negotiating a 
single-case agreement, switch to self-pay rates, or be referred to a paneled provider or one who 
provides services on a sliding fee basis.   !!
I, ____________________________________________________, have read, understand, and agree to abide by 
   (patient or party responsible for payment)                       

Dr. Frazier’s billing policy.  I understand this policy supersedes former billing policies/statements (e.g., in the original 
information and agreement form).   

!
_________________________________________________          ________________________ 
Signature of client      Date !!
_________________________________________________  ________________________ 
Signature of responsible party if other than client   Date


