Lizbeth A. Moses, Ph.D
Licensed Clinical Psychologist

Psychoanalyst

8403 Whitman Drive

Bethesda, MD  20817
(301) 767-9842

POLICIES AND PROCEDURES

I hope this description of my office procedures will be helpful.  Please review this material and feel free to discuss any matters with me.

Fees for Service:

Individual sessions of 50-minute duration………………………………….…$215.00

Couples or family sessions of 60-minute duration………………………….…$245.00

Couples or family sessions of 75-minute duration………………………….…$295.00

Professional consultation of 50-minute duration………………………………$215.00

Payment:

For ongoing psychotherapy or psychoanalysis payment in full is necessary by the 15th of each month for the preceding month unless special arrangements have been made due to individual circumstances.  For consultations, payment in full is expected at the time of the visit.  During the course of treatment, it may become necessary to increase fees to compensate for increased costs and inflation.  You will be informed and this will be discussed in the treatment prior to any increase.  If your bill is more than 30 days overdue, I will discuss with you the options for your continued treatment with a payment plan.  If you fail to pay in a timely manner, your account could be referred to a collection agency and treatment may be interrupted.  In the event you are referred to a collection agency, you will be fully responsible for any collection fees incurred.  
Insurance:

I do not submit bills to, or accept assignment from, insurance companies.  Most insurance carriers do cover some percentage of psychological treatment costs.  Insurance companies do not cover missed sessions which will show up on your bill as a missed session.  That includes cancelled sessions where you are unable to reschedule within the same week.  Please check your benefits with your individual company.  I will be glad to complete whatever insurance forms are required but you will have to submit your own claim forms to your insurance provider for reimbursement.  My bills include essential information that insurance companies require—including diagnosis, procedure codes and my licensing information.

Cancellations:

If you need to cancel a session, please let me know in advance so we can reschedule your hour(s) during the same week whenever possible.  If you have to miss an appointment  the usual fee will be charged.  This applies to cancellations due to illness, vacation or weather conditions.
Confidentiality:
Strict confidentiality is observed with all information about patients.  No private information is released without written permission from the patient.  Consultations with colleagues will be handled with the confidentiality as paramount and all mental health professionals are bound by the same ethical standards of practice.  The confidentiality of psychotherapy and psychoanalysis will be upheld with the following exceptions:
(1) If I believe you to be a clear and imminent danger to yourself or another person, I must notify the appropriate people to prevent that occurrence.
(2) If I suspect that child abuse has occurred, the law requires that I report my suspicion to the authorities.  Child abuse includes neglect of medical needs, abandonment, sexual exploitation, and physical or mental injuries that result in impaired functioning.

(3) In a legal proceeding, patient-therapist communications may be subpoenaed by the court.  I will do everything I can to quash the subpoena and work with you to insure your privacy is maintained whenever possible.
HIPPAA rules and regulations (Health Insurance Portability and Accountability Act of 1996) are strictly observed in my office.  The rules include Privacy and Transaction Rules which designate that all records must be kept in a locked, secure place and that no records can be disclosed to insurance companies or other individuals without your informed, written consent.  There are separate standards for electronic transmission of information.  If that occurs, I will need you to sign additional consent forms for release of records via electronic transmission of records in accordance with HIPAA standards and regulations.  

I HAVE READ, UNDERSTAND, AND AGREE TO THE ABOVE POLICIES AND PROCEDURES.  I HAVE BEEN GIVEN AN OPPORTUNITY TO DISCUSS THEM WITH DR. MOSES AND RETAIN A COPY OF ALL THESE REGULATIONS.
Patient: _________________________


Date: _______________

Date of Birth: ____________________

Name of Person(s) Responsible for Payment: _________________________

Signature of Person(s) Responsible for Payment: _________________________

Address:
__________________________



__________________________
Telephone:


Home:
____________________


Work: ____________________

Cell:    ____________________    

