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Office and Financial Policies

INTRODUCTION

This document contains important information about our professional services and business policies. Please read it carefully and discuss any questions you may have at your next scheduled appointment. By signing this document, you establish an agreement between the patient and/or the patient’s representative (hereinafter termed “you”) and D’Arienzo Psychological Group (hereinafter termed “DPG”, “we” or “us”). 

DURATION AND NATURE OF TREATMENT

Both individual and family psychotherapy typically involve regularly scheduled weekly or bi-weekly appointments with your psychologist or counselor. The total duration of treatment depends upon your diagnosis, your compliance with treatment, your response to treatment, and other individual variables. You must come to your appointments to receive proper care. You are responsible for making and keeping your appointments. We will accommodate school and work demands by providing documentation as needed.

If you miss a scheduled appointment and are otherwise in good standing in this practice, we will reschedule you on a space-available basis. However, if you have a pattern of missing appointments, or if you do not schedule a follow-up appointment within 120 days, you are considered to have discontinued treatment and we will consider you discharged from this practice. In some cases, you may request to return to DPG at a later date. 

CONFIDENTIALITY

All information about you and your treatment is confidential and will not be disclosed to anyone without your written consent, EXCEPT:

1. If your psychologist or counselor believe you are a clear and imminent danger to yourself or to another person;

2. If a person under 18 is being physically, emotionally, or sexually abused by another person;

3. If a court subpoenas DPG for your records;

4. If an insurance company paying for your treatment requires information about diagnosis or treatment;

5. If information in your records is necessary for emergency medical care (e.g., you are being treated in a hospital emergency room and the treating physician needs information from DPG).

In all other cases, DPG will not even acknowledge that you are a patient here unless you sign a release of information.

MINORS

All members of the family, including children and adolescents, can expect their privacy to be protected except in the circumstances described above. However, if you are under the age of 18, your parents may have a legal right to see your treatment records. Our policy is to ask parents to relinquish this right and, if they agree, to provide them with general information about the minor child’s treatment. Before giving parents this information, we will discuss the matter with the patient if possible, addressing any objections the patient may have. As previously noted, confidentiality will be suspended and the parents notified if the minor patient is deemed dangerous to himself or to someone else.

YOUR RIGHTS TO YOUR RECORDS

You are entitled to a copy of your records, or a summary thereof, unless your psychologist or counselor believes that access to those records would be emotionally damaging to you (for example, if your psychologist believes that medical terms used in records would be misinterpreted by a non-clinician). In this event, we recommend that you review your records with a mental health professional who can clarify any information you don’t readily understand. We will furnish your records to a mental health professional of your choice. Patients will be charged an appropriate fee for copies of records.

OFFICE HOURS

Regular office hours are Monday through Friday 9:00 a.m. to 5:00 p.m., but appointments are scheduled between 8:00 a.m. and 8:00 p.m. in order to accommodate patients’ work and school schedules.   

CONTACTING US

ALWAYS REMEMBER: If you have a potentially life-threatening emergency and need help NOW, CALL 911 or GO TO AN EMERGENCY ROOM IMMEDIATELY. You can contact DPG once the situation is stabilized. For situations which can be handled by telephone, you can call the office during hours listed above and speak to a staff member.  Your psychologist or counselor is usually with patients during business hours and may not be able to take your call immediately, so be prepared to leave a detailed message and we will call you back. The details you provide are crucial to obtaining a prompt and accurate response from us. Urgent matters are handled first. Nonspecific messages, such as those requesting a call back with no further details, are likely to be considered less urgent. 
APPOINTMENTS

Your appointment time is scheduled only for you; there is no double booking. If you cancel your appointment with at least 48 business hours notice, we can give that appointment to someone else, and you will not be charged a cancellation fee.  If you cancel with less than 48 business hours notice, that appointment time is considered lost, and you will be charged for the appointment.  
If you arrive for your appointment and find that your psychologist or counselor is running late, we apologize for the inconvenience. In many cases, the delay results from an emergency involving another patient or family, and your psychologist or counselor needs extra time to handle the situation. Should you have an emergency one day, we will do the same for you. If your wait will be more than a few minutes, we will inform you as promptly as possible and offer to reschedule your appointment. If you choose to wait, be assured you will receive the same careful attention during your appointment, even if we are late. 

PAYMENT AND INSURANCE

Payment for services is due at the time of your appointment, and your account must be settled after each visit.  You can pay with cash, credit card or check. DPG requires that you keep a credit card number on file at our office in order to cover any unpaid balances. Please complete the attached Credit Card Agreement Form. This form will be maintained in a secure location in the administrative office.

Dr. D’Arienzo participates in Tricare’s insurance plan. If you are not using insurance, or if you are using insurance and will be billing your insurance carrier directly for reimbursement, your payment will be the entire cost of the service rendered. If you have Tricare Standard or Tricare Prime Retired, you will pay a fixed cost determined by the insurance company. If you have questions about insurance and billing, please ask at the front desk. 

AVOIDING UNPAID BALANCES

We want this practice to be here to care for our patients for many years to come.  One way we can do this is by minimizing expenses associated with billing and collecting so that we can focus on providing extraordinary behavioral health care.  For this reason, we require that your account be settled after each visit. If adverse circumstances temporarily interfere with your ability to pay your entire balance, we, at our discretion, may take no action for 30 days. After 30 days, your account will be assessed an additional charge and will begin incurring interest charges.  DPG requires that you keep a credit card number on file at our office to prevent unpaid charges due to missed appointments or balances not paid at time that services are rendered. 

FEE DISCLOSURE FOR NON-COVERED COSTS

Many services that our patients need are not covered by insurance.  Letters and other paperwork, and consultations with lawyers and other professionals are just some of these services, which are of considerable value to our patients.  This type of work, once an infrequent inconvenience, now requires a substantial amount of a psychologist or therapist’s time outside of scheduled appointments. Often this work requires an additional two hours to a full day of appointments. Please note that insurance does not cover fees assessed for missed appointments, and you will be responsible for the allotted time at the billed rate of $160/hour. Therefore, the following charges will apply:  
	Letters to employers, schools, lawyers, etc. 
	$160-$300  per hour

	Disability paperwork 
	$160-$300  per hour 

	Comprehensive chart reviews 
	$160-$300  per hour

	Consultation with schools, lawyers, parents, etc. 
	$160-$300  per hour

	Office Services and Fees: 
	

	Medical Records to non-providers 
	$1.00 first 25 pages, then $0.25/page (as per state law) 

	Cancelled appointments >48 hrs. notice
	$0 

	Missed appointments or late cancelled appointments <48 hrs. notice
	$160-$300 

	Returned checks 
	$35.00 ($25.00 automatic debit from acct. of origin) 


Professional Services:

ASSIGNMENT OF BENEFITS FOR TRICARE PATIENTS

I authorize Dr. Justin D’Arienzo to bill Tricare directly for services rendered to me. I authorize Tricare to send payment for services directly to Dr. Justin D’Arienzo. 

RELEASE OF RECORDS FOR BILLING PURPOSES

I authorize DPG to release to Tricare, other third-party payers, or collection agents information needed to process my insurance claim or collect overdue balances. I have been informed that such information may include details of my mental health evaluation and treatment, or alcohol and substance abuse diagnosis and treatment (if applicable).

ACKNOWLEDGEMENT

I have received a copy of this document, I have read it, and I understand the policies described in it. I understand that I am entering into a binding agreement with D’Arienzo Psychological Group and consent to psychological evaluation and/or treatment. I authorize the assignment of benefits and the release/receipt of medical/mental health information as described herein. I also acknowledge that I have reviewed the HIPAA Notice of Privacy and Health Information Practices Form located in the patient forms section at www.livebetterjax.com.

____________________________________________________
___________________
___________________

Signature of Patient



 

Date 


Witness
CREDIT CARD AGREEMENT FORM

Dear Valued Client/Patient,

You must completely fill out this form.

D'Arienzo Psychological Group requires a legible signature on this form.

This form must be accompanied by a photocopy of your driver’s license as well as a photocopy of the front and back of your credit card. Your credit card will only be used for the purpose intended and will be charged for the specified amount as indicated on the Office and Financial Forms Document, which is a binding agreement between you and our office. This form will act as a permanent signature on file for any future credit card transactions.

	Patient’s Name(s):
	     
	Dates of Birth:
	     

	Person Responsible for the Bill:
	     
	Date of Birth:
	     

	

	

	 FORMCHECKBOX 
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VISA



     FORMCHECKBOX 
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     FORMCHECKBOX 
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NETWORK




     FORMCHECKBOX 
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	Credit Card Number:
	     
	Expiration Date:
	     

	Card Security Number:
	      
	(3-digit # on back for Visa, MC, Discover cards; 4-digit # on front of AMEX card)

	Name (as it appears on the card):
	     
	     
	     

	
	(First)
	(MI)
	(Last)

	Billing Address:
	     

	City:
	     
	State:
	     
	Zip Code:
	     

	Phone:
	(     )       
	Fax:
	(     )       

	Email:
	     

	

	Initial Here:
	     

	I, knowing that my account information is private, hereby authorize Justin A. D’Arienzo, Psy.D., ABPP, PA, 11512 Lake Mead Avenue, Suite 704, Jacksonville, Florida 32256, to charge my credit card for all missed or late cancelled appointments or for any additional unpaid balances to my account. I understand this charge will appear on my billing statement as Justin A. D’Arienzo, Psy.D., ABPP, PA. I further agree that this payment is irrevocable.


	Cardholder's Signature:
	
	Date:
	


 CANCELLATION POLICY

You are responsible for scheduling and attending your appointments. Please remember that reminders are a courtesy only and do not alter your responsibility for missed appointments.

When we schedule an appointment, the allotted time is set aside specifically for you. It is very important that you keep this appointment, or if you are unable to, that you notify the office (904-379-8094) at least 48 hours in advance so that we may schedule another patient during that time. 

**If your appointment is scheduled for a Monday and you need to cancel or reschedule: We MUST receive notification by the Thursday prior.

**If your appointment is scheduled for a Tuesday and you need to cancel or reschedule: We MUST receive notification by the Friday prior.

**Please keep in mind the same policy applies to designated federal extended weekends and holidays.

If you wish to cancel or reschedule your appointment, and do not give the proper 48 hour notice:

· You will be charged the full amount for the missed appointment. THERE WILL BE NO EXCEPTIONS.

· $175 for the initial one hour consultation(s)
· $160 for a one hour follow up appointment

· $135 for a 45 minute follow up appointment

· $85 for a 30 minute follow up appointment

· This fee will be will automatically be charged to the credit card that we have on file and it must be paid before your next visit. Accounts with unpaid balances for 30 days are automatically sent to a collection agency.

Your signature at the bottom indicates that you have been notified of our cancellation policy, you understand it, and you agree to pay charges of the full appointment, if you do not notify our office in the time stated above.

Thank you.

Patient Name (Printed):______________________________________________            Date of Birth:_______________

Patient Signature:____________________________________________________           Date:________________
Patient Name (Printed):_______________________________________________          Date of Birth:_______________

Patient Signature:______________________________________________         Date:_______________

CLIENT INFORMATION SHEET
	DATE:
	     

	Client's Full Name:
	     
	     
	     

	
	       (First)
	(MI)
	(Last)

	Nickname:
	     

	If Client is a Minor, Parent/Guardian Name(s):
	     

	Date of Birth:
	
	SSN (Last 4):
	     

	Street Address:
	      

	City:
	     
	State:
	     
	Zip Code:
	     

	Phone Numbers:
	 Home:
	     
	Cell:
	     

	
	Work:
	     
	
	

	Email Address:
	     

	Method that You Prefer Us to Contact You:
	 FORMCHECKBOX 
 Home    FORMCHECKBOX 
 Work    FORMCHECKBOX 
 Cell     FORMCHECKBOX 
 Email  

	

	Marital Status:
	 FORMCHECKBOX 
 Single     FORMCHECKBOX 
 Married       years      FORMCHECKBOX 
 Engaged        FORMCHECKBOX 
 Widowed     FORMCHECKBOX 
 Divorced      

	
	 FORMCHECKBOX 
 Separated       FORMCHECKBOX 
 Domestic Partnership

	Spouse’s Name (if applicable):
	     

	How did you hear about our office? (check all that apply):
	 FORMCHECKBOX 
 Internet  
 FORMCHECKBOX 
 Yellow Pages   

	 FORMCHECKBOX 
 Friend/Coworker:

	     

	 FORMCHECKBOX 
 Physician:
	     

	 FORMCHECKBOX 
 Other:
	     

	


	Emergency Contact Name:
	     

	Relationship to Client:
	     

	Address:
	     

	Phone Number:
	     


CLIENT INFORMATION SHEET
	DATE:
	     

	Client's Full Name:
	     
	     
	     

	
	       (First)
	(MI)
	(Last)

	Nickname:
	     

	If Client is a Minor, Parent/Guardian Name(s):
	     

	Date of Birth:
	
	SSN (Last 4):
	     

	Street Address:
	      

	City:
	     
	State:
	     
	Zip Code:
	     

	Phone Numbers:
	 Home:
	     
	Cell:
	     

	
	Work:
	     
	
	

	Email Address:
	     

	Method that You Prefer Us to Contact You:
	 FORMCHECKBOX 
 Home    FORMCHECKBOX 
 Work    FORMCHECKBOX 
 Cell     FORMCHECKBOX 
 Email  

	

	Marital Status:
	 FORMCHECKBOX 
 Single     FORMCHECKBOX 
 Married       years      FORMCHECKBOX 
 Engaged        FORMCHECKBOX 
 Widowed     FORMCHECKBOX 
 Divorced      

	
	 FORMCHECKBOX 
 Separated       FORMCHECKBOX 
 Domestic Partnership

	Spouse’s Name (if applicable):
	     

	How did you hear about our office? (check all that apply):
	 FORMCHECKBOX 
 Internet  
 FORMCHECKBOX 
 Yellow Pages   

	 FORMCHECKBOX 
 Friend/Coworker:

	     

	 FORMCHECKBOX 
 Physician:
	     

	 FORMCHECKBOX 
 Other:
	     

	


	Emergency Contact Name:
	     

	Relationship to Client:
	     

	Address:
	     

	Phone Number:
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Phone: 904-379-8094 
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