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Fee Agreement  
 

Fee Information 
Our standard per visit fee ranges from $125 to $165 depending on the length and type of visit.  
There are three options of payment for clients. 

Please check the appropriate box: 

Option 1)  Utilize in-network insurance—we are contracted and in-network with your insurance/plan: 

___ I would like Cooper House to submit visit claims on my behalf to the insurance listed on my  
registration form. I understand that if my plan considers these services to be non-covered  
or medically unnecessary, I am responsible for the full fee of $125 to $165 as stated above. 

Option 2)  Cash—pay at each visit based on a sliding scale: 

___ I will pay the visit fee of $ ___________________ due at each visit.  

Option 3)  Utilize out-of-network benefits:  

___ I plan to utilize my out of network benefits for services. I understand that if my plan  
considers these services to be non-covered or medically unnecessary, I am responsible  
for the full fee of $125 to $165 as stated above.  

Payment at the time of services is requested for insurance copays and cash pay fee options. Please speak  
with your clinician about setting up alternate payments, if needed. A visit slip documenting your visit and  
any payment received at the visit, will be provided to you by your therapist. Billing statements are sent 
monthly for any outstanding visit balances.  
 
Office Policy for Missed Appointments 
Cooper House requires 24 hours’ notice to cancel an appointment. If an appointment is missed  
or cancelled without 24 hours’ notice, you will be charged the full visit fee. Missed appointments  
are not covered by insurance and cannot be submitted to insurance. 
 
Check Return Fee 
In the event that a check is returned unpayable to us, we charge a fee of $35. 
 
Payment Agreement 
I understand payment is due at the time of service for all visits unless prior arrangements have been  
made with the therapist or visits are being submitted to insurance for in-network benefits. I understand  
that if I am providing insurance billing information, I am financially responsible for all charges if my 
insurance determines services are not medically necessary. I hereby authorize Cooper House to release  
all information necessary to secure the payment of insurance benefits, and authorize the insurance company 
to remit payment directly to Cooper House. I understand I am responsible for informing my therapist 
immediately should any of my financial and/or billing information change and that a new fee agreement  
will be put in place to reflect any such changes. 
 
____________________________________________________________  _______________________ 
Signature of Parent/Legal Guardian Date 


