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PATIENT FINANCIAL POLICY SHEET 

 Thank you for choosing our practice to handle your behavioral health needs.  

We are dedicated to providing you with the best possible care and service. Understanding your financial 

responsibilities is an essential element to your care and treatment. If you have any questions regarding 

these policies, please feel free to contact our office staff. 
 

Unless we have the ability to bill your insurance, full payment is due at the time of service.  

No personal checks are accepted.   

For your convenience we accept the following payment types:  

▪Cash   ▪Discover  ▪Money Orders 

▪Visa   ▪MasterCard  ▪American Express 

 

 

OFFICE VISIT STANDARD RATES:      

• Initial Evaluation: $300.00 

• Medication Management (routine follow up): $135.00  

• Medication management with psychotherapy: $150.00 

• Telehealth add on Fee: $15.00 

• Phone consultations that exceed 5 minutes: $150 per 15 min.  

(Phone consultations are NOT covered by insurance) 

*Rates may vary depending on insurance contracts*  

Patient Initials: _____    

MEDICATION REFILLS:       

• Prescription refills for controlled substance (outside of office visit): $12.00  

• Prescription refills require a notice of 3 business days. 

• Prescription re-write: $15.00 

Patient Initials: _____ 

APPOINTMENTS:        

• Courtesy reminder calls are made 1 business day prior to your scheduled appointment. Please 

be sure to keep our office updated with current contact numbers and mailing address.  

• Cancellations made less than 24 business hours prior to your scheduled appointment will 

result in a missed appointment fee of: $100.00  

• Missed appointment fees are NOT covered by insurance. The office reserves the right to 

charge Patients for any and all missed appointments. 

• Patients who arrive more than 5 minutes past their scheduled appointment time will not be 

seen and will need to be rescheduled. Late arrivals may also result in a missed appointment 

fee: $100.00 

• Patients who are consistently unable to keep their scheduled appointments will receive 

written notification of discontinuation of care, via United States Postal service.  

Patient Initials: _____ 

MISCELLANEOUS FEES:       

• Medical Records: Pages 1-20: $25.00, $0.50 per additional page, plus postage. 

• Letters: Minimum of $25.00 charges may vary depending on the nature and complexity of a 

letter.  

• FMLA: Requires an appointment, paperwork charges may vary. 

• Urine Drug Screen in Office: $50.00 

Patient Initials: _____ 























Telemedicine Informed  Northwest Psychiatry 
Consent 

 

Northwest Psychiatry PA, 11673 Jollyville Rd, Bldg B #202, Austin, Texas 78759 
 

Telemedicine services involve the use of secure interactive videoconferencing 
equipment and devices that enable health care providers to deliver health care 
services to patients when located at different sites.   
 

1. I understand that the same standard of care applies to a telemedicine visit as applies to an in-person 
visit.   

2. I understand that I will not be physically in the same room as my health care provider. I will be notified of 
and my consent obtained for anyone other than my healthcare provider present in the room.   

3. I understand that there are potential risks to using technology, including service interruptions, 
interception, and technical difficulties.  
a. If it is determined that the videoconferencing equipment and/or connection is not adequate, I 

understand that my health care provider or I may discontinue the telemedicine visit and make other 
arrangements to continue the visit.  

4. I understand that I have the right to refuse to participate or decide to stop participating in a telemedicine 
visit, and that my refusal will be documented in my medical record. I also understand that my refusal will 
not affect my right to future care or treatment. 
a. I may revoke my right at any time by contacting Northwest Psychiatry at 512-342-7979 

5. I understand that the laws that protect privacy and the confidentiality of health care information apply to 
telemedicine services. 

6. I understand that my health care information may be shared with other individuals for scheduling and 
billing purposes. 
a. I understand that my insurance carrier will have access to my medical records for quality 

review/audit.  
b. I understand that I will be responsible for any out-of-pocket costs such as copayments or 

coinsurances that apply to my telemedicine visit. 
c. I understand that health plan payment policies for telemedicine visits may be different from policies 

for in-person visits.  
7. I understand that this document will become a part of my medical record.    
 

By signing this form, I attest that I (1) have personally read this form (or had it explained to me) and fully 
understand  and agree to its contents; (2) have had my questions answered to my satisfaction, and the 
risks, benefits, and alternatives to telemedicine visits shared with me in a language I understand; and (3) am 
located in the state of Texas and will be in Texas during my telemedicine visit(s). 
 
 
 
  
______________________________________      __________________________________  
Patient/Parent/Guardian Printed Name     Patient/Parent/Guardian Signature  
  
 
 
 
______________________________________       __________________________________ 
Witness Signature                   Date     

 
 


