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Steven B. Kutash, Psy.D., PLLC 
2627 Redwing Road, Suite 220, Fort Collins, CO, 80526 

Tel:  970.568.6323  Fax:  970.305.8322 
 

Mandatory Disclosure Statement 
 

Degrees: I received my Doctorate in Clinical Psychology from The Wright Institute in Berkeley, California in 2012. 
I received my Bachelor of Arts in Psychology from the University of California, Berkeley in 2003. 
 
Licenses: I am a licensed psychologist in the State of Colorado (license number PSY4112) and California (license 
number PSY25921). 
 
Training: I completed an internship approved by the California Psychology Internship Council (CAPIC) at the 
California College of the Arts Counseling Center.  I completed a postdoctoral fellowship approved by CAPIC at 
Children's Hospital and Research Center at Oakland. 
 
The practice of licensed or registered persons in the field of psychotherapy is regulated by the Mental Health Section 
of the Division of Registrations.  The Board of Psychologist Examiners can be reached at 1560 Broadway, Suite 
1350, Denver, Colorado 80202, (303) 894-7800. 
 
As to the regulatory requirements applicable to mental health professionals: a Licensed Clinical Social Worker, a 
Licensed Marriage and Family Therapist, and a Licensed Professional Counselor must hold a masters degree in their 
profession and have two years of post-masters supervision. A Licensed Psychologist must hold a doctorate degree in 
psychology and have one year of post-doctoral supervision. A Licensed Social Worker must hold a masters degree 
in social work. A Psychologist Candidate, a Marriage and Family Therapist Candidate, and a Licensed Professional 
Counselor Candidate must hold the necessary licensing degree and be in the process of completing the required 
supervision for licensure. A Certified Addiction Counselor I (CAC I) must be a high school graduate, and complete 
required training hours and 1000 hours of supervised experience. A CAC II must complete additional required 
training hours and 2,000 hours of supervised experience. A CAC III must have a bachelor’s degree in behavioral 
health, and complete additional required training hours and 2,000 hours of supervised experience. A Licensed 
Addiction Counselor must have a clinical masters degree and meet the CAC III requirements. A Registered 
Psychotherapist is registered with the State Board of Registered Psychotherapists, is not licensed or certified, and no 
degree, training or experience is required. 
 
You are entitled to receive information about my methods of therapy, the techniques I use, the duration of therapy, if 
known, and my fee structure.  You may seek a second opinion from another therapist or terminate therapy at any 
time.  In a professional relationship, sexual intimacy is never appropriate and should be reported to the Board of 
Psychologist Examiners. 
 
The information you provide during therapy sessions is legally confidential in most cases.  However, there are 
exceptions to confidentiality, some of which are provided in C.R.S. 12-43-218.  Some of the other exceptions are 
described later in this document.  If a legal exception to confidentiality arises during the course of therapy, you will 
be informed as early as it is feasible. 
 
I have read this information, it has also been provided verbally, and I understand my rights as a client. 
 
_______________________________________      _______________________________________  
Signature of Client(s)            Date 
 
_______________________________________      _______________________________________ 
Steven B. Kutash, Psy.D.           Date 
 

 
 



Page 2 of 10 

Steven B. Kutash, Psy.D., PLLC 
2627 Redwing Road, Suite 220, Fort Collins, CO, 80526 

Tel:  970.568.6323  Fax:  970.305.8322 
 

CLIENT INFORMATION 
Today’s date: _________________ 
 
A. Identification  
Your name: ____________________________________________  Date of birth: __________________ Age: ____ 
Social Security #: ________________________ Home street address: _____________________________________ 
City: ___________________________________________________________  State: _____ Zip: ______________ 
Home phone: ________________ Okay to leave message ❑ Yes  ❑ No    
Cell Phone: ________________ Okay to leave message ❑ Yes  ❑ No       Email: ___________________________ 
 
B. Referral:  Who gave you my name to call? 
Name: ________________________________________________________ Phone: _________________________ 
Address: _____________________________________________________________________________________ 
May I have your permission to thank this person for the referral? ❑ Yes  ❑ No  
 
C. Your medical care: From whom or where do you get your medical care?  
Clinic/doctor’s name: ____________________________________________  Phone: ________________________ 
Address: _____________________________________________________________________________________ 
If you enter treatment with me for psychological problems, may I tell your medical doctor so that he or she can be 
fully informed and we can coordinate your treatment? ❑ Yes   ❑ No  
 
D. Your current employer  
Employer: ________________________________________ Address: ____________________________________ 
Work phone: _____________________________ or other means of communication _________________________ 
Calls will be discreet, but please indicate any restrictions: _______________________________________________ 
 
E. Emergency information 
If some kind of emergency arises and I cannot reach you directly, or I need to reach someone close to you, whom 
should I call? 
Name: __________________________________  Phone: ____________________ Relationship: _______________ 
Address: _____________________________________________________________________________________ 
 
F. Treatment  
1. Have you ever received psychological, psychiatric, drug or alcohol treatment, or counseling services before?  
❑  No  ❑  Yes If yes, please indicate: 
When?    From whom?     For what?       With what results?       
 
 
2. Are you currently taking any medications for psychiatric or emotional problems? ❑ No   ❑ Yes If yes, please 
indicate: 
 
G. Health Insurance:  Do you have health insurance?  ❑ Yes   ❑ No  
Insurance company and policy number: _____________________________________________________________ 
 
H. Please describe the main difficulty that has brought you to see me:  
______________________________________________________________________________
______________________________________________________________ 
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Steven B. Kutash, Psy.D., PLLC 
2627 Redwing Road, Suite 220, Fort Collins, CO, 80526 

Tel:  970.568.6323  Fax:  970.305.8322 
 

INFORMATION FOR CLIENTS & CONSENT FOR SERVICES 
 

Welcome to my practice.  This document answers common questions about my services and explains my office 
policies. I believe that our work will be most helpful to you when you have a clear idea of what to expect during 
therapy, how I handle financial matters, and how I manage other important areas of our relationship.  This document 
might be long, but please read all of it.  After you read it, we can talk about how these issues apply to you and any 
questions you might have.  I will then ask you to sign it, and it will represent an agreement between us. 
 
Introduction to Psychotherapy 
 
My approach to therapy is grounded in contemporary psychodynamic theory, although I might draw from other 
approaches as well depending on your specific needs.  Psychodynamic therapy is designed to foster personal 
development through self-understanding.  Basically, the better you understand what is causing your symptoms and 
why you are feeling, thinking, and acting the way you do, the easier it will be to create positive change in your life.  
Our meetings will have a general goal of helping you to get in touch with your true self so that you can creatively 
and authentically pursue the life that will be most satisfying for you.  During this process, we will address the 
symptoms that brought you to therapy and work toward diminishing them. 
 
By the end of our first few sessions, we will decide together if there is a good fit between your concerns and my 
approach.  We can also talk about how I see your case and how we should proceed. I might not say all that much 
right away because it will likely take a little time to get to know you.  During this time, you will also be getting to 
know me by seeing how I respond to the information that you share with me.  Psychotherapy is not like visiting a 
medical doctor. It requires your active involvement, honest communication, and a willingness to experience difficult 
emotions.  For example, you might tell me about important experiences in your life, their meaning to you, and how 
they made you feel. 
 
Most of my clients see me once or twice per week until they feel that their concerns have resolved. Sometimes my 
clients meet me more often or stay longer to continue to engage in the growth process after they are starting to feel 
better. Change will sometimes be quick and easy, but often it will be slow and frustrating, and you will need to keep 
trying.  There are no instant cures or "magic pills," and it might take long-term efforts to get the best results.  With 
this effort comes the opportunity to learn new ways of reacting to the world and thinking about your problems that 
could benefit you for the rest of your life.  
 
At some point we will likely agree that therapy has reached a conclusion phase. The process of ending therapy can 
be a valuable part of our work. Stopping therapy should not be done casually, although either of us may decide to 
stop therapy if we believe it is in your best interest. If you wish to stop therapy, I ask that you meet for at least one 
more session to discuss this decision. 
 
Benefits and Risks 
 
In addition to the many potential benefits of therapy, there are also some risks. You should think about both the 
benefits and risks when making treatment decisions. For example, there is a risk that you will, for a time, have 
uncomfortable levels of negative feelings. You may recall unpleasant memories. You may experience difficult 
changes in important relationships as you begin to think or behave differently. Sometimes, your problems may 
temporarily worsen at the beginning of treatment. These risks are to be expected when you are making changes in 
your life. Finally, even with our best efforts, there is a risk that therapy may not be successful for you. 
   
While you consider these risks, you should know also that the benefits of therapy have been shown in hundreds of 
well-designed research studies. You may find your mood lifting or you may no longer feel afraid, angry, or anxious. 
In therapy, you will have a chance to talk things out fully until your feelings are relieved or your problems are 
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solved. Your relationships or other areas of your life may improve greatly. Your personal goals and values may 
become clearer. You may grow in many directions—as a person, in your work or schooling, and in the ability to 
enjoy your life. I do not take on clients that I do not think I can help. Therefore, I will enter our relationship with 
optimism about our ability to make progress. 
  
Consultations 
 
If you could benefit from a treatment I cannot provide, I will help you to get it. You have a right to ask me about 
such treatments, their risks, and their benefits. Based on what I learn about your problems, I may recommend a 
medical exam or a psychiatric consultation. If I do this, I will fully discuss my reasons with you, so that you can 
decide what is best. If you are treated by another professional, I may coordinate my services with them and with 
your medical doctor.  If for some reason treatment is not going well, I might suggest you see another therapist or 
another professional for an evaluation. As an ethical therapist, I cannot continue to treat you if I believe that 
treatment is not working for you. If you wish for another professional’s opinion at any time, or wish to talk with 
another therapist, I will help you find a qualified person. 
  
Our Relationship 
 
As a professional, I will do my best to help you.  This includes following the standards of the American 
Psychological Association (APA). In your best interests, the APA puts limits on the relationship between a therapist 
and a client, and I will abide by these. Let me explain these limits, so you will not think they are personal responses 
to you. First, I am licensed and trained to practice psychology—not law, medicine, finance, or any other profession. 
I am not able to give you good advice from these other professional viewpoints. Second, I try not to reveal who my 
clients are. This is part of my effort to maintain your privacy. If we meet on the street, I may not say hello or talk to 
you very much. My behavior will not be a personal reaction to you, but a way to maintain the confidentiality of our 
relationship. Third, I can only be your therapist and must refrain from engaging in harmful or exploitative dual 
relationships. I cannot be a close friend or socialize with you. I can never have a sexual or romantic relationship with 
you. I also cannot have a business relationship with you other than the therapy relationship. 
  
If you ever become involved in a divorce or custody dispute, I want you to understand and agree that I will not 
provide evaluations or expert testimony in court. You should hire a different mental health professional for any 
evaluations or testimony you require. This position is based on two reasons: (1) My statements will be seen as 
biased in your favor because we have a therapy relationship; and (2) the testimony might affect our therapy 
relationship, and I must put this relationship first. 
  
Limits on Confidentiality 
 
I will treat all the information you share with me with great care. It is your legal right that our sessions and my 
records about you be kept private. That is why I ask you to sign a “release-of-records” form before I can talk about 
you or send my records about you to anyone else. In general, I will tell no one what you tell me. I will not even 
reveal that you are receiving treatment from me. In all but a few rare situations, your confidentiality is protected by 
federal and state laws and by the rules of my profession. Here are the most common cases in which confidentiality is 
not protected: 
 

 If you were sent to me by a court or an employer for evaluation or treatment, the court or employer expects 
a report from me. If this is your situation, please talk with me before you tell me anything you do not want 
the court or your employer to know. You have a right to tell me only what you are comfortable with telling. 

 If you are suing someone, being sued, or are charged with a crime, and you tell the court that you are seeing 
me, I may be ordered to show the court my records. 

 If you make a serious threat to harm yourself or another person, the law requires me to try to protect you or 
that other person. This usually means telling others about the threat. I cannot promise never to tell others 
about threats you make. 

 If I believe or suspect that a child, elder, or dependent adult has been or will be abused or neglected, I am 
legally required to report this to the authorities. 

 If you file a complaint or lawsuit against me, I may disclose confidential information regarding treatment in 
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order to defend myself. 
 
There are two situations in which I might talk about part of your case with another therapist. I ask now for your 
understanding and agreement to let me do so. First, when I am away from the office for a few days, I have a fellow 
therapist “cover” for me. This therapist will be available to you in emergencies. Therefore, he or she needs to know 
about you. Second, I sometimes consult other therapists or other professionals about my clients. This helps me in 
giving high-quality treatment. Your name will never be given to them, some information will be changed or omitted, 
and they will be told only as much as they need to know to understand your situation. 
  
Confidentiality of Minors 
 
Clients under the age of 18 and their parents should be aware that that the law may allow parents to access treatment 
records.  However, since confidentiality in treatment is often essential to its success, it is my policy to request a 
special agreement with minors and their parents.  This agreement provides that during treatment, I will provide 
parents only with general information about treatment progress and the client's attendance at sessions.  Any other 
information will remain confidential and require the client's authorization to access.  An exception to this exists if I 
feel that the client is in danger or is a danger to someone else, in which case, I will notify the parents of my concern. 
 
Appointments 
 
The first time we meet, we will need to exchange a lot of information. For this reason, I usually schedule up to 1 
hour for this first meeting. Following this, we will meet for 45-minutes at a time. I will tell you as early as is 
possible of my vacations or any other times we cannot meet. Please ask about my schedule in making your own 
plans. 
  
An appointment is a commitment to our work. We agree to meet and to be on time. If you are late, we will only be 
able to meet until the end of our regular time as I schedule appointments back-to-back. A cancelled appointment 
delays our work. I will consider our meetings very important and ask you to do the same. Please try not to miss 
sessions. As with my other clients, your regular weekly session time is reserved for you.  For this reason, I am rarely 
able to fill a cancelled session.  
 
If you cancel a session with less than 48 business hours notice (two full business days) or do not show up to one of 
your appointments, you will be charged the full cost of your session. Your insurance will not cover this charge. In 
the case of a true emergency, I might, at my discretion, waive this fee. Cancellations for a Monday appointment 
should be made no later than Thursday morning of the previous week. 
 
Fees, Payments, and Billing 
 
My fee for therapy services is $200 for a 45 minute session. Please pay before or at the beginning of each session so 
that we can best use our time to focus on clinical material. I suggest you make out your check ahead of time so that 
our time will not have to be used for this purpose. I do have a fixed number of reduced fee slots in my caseload, so if 
you are unable to afford my full fee, I am willing to discuss the possibility of a lower fee if a slot is available. 
Payments can be made by cash, check, and credit card.  As a result of a variety of factors, I may occasionally change 
my fees.  You will be given advance notice if my fees should change.   
 
Telephone consultations & additional paperwork: If we should have an extended telephone consultation during our 
therapy or I must fill out long or complicated paperwork for your insurance or another matter, I will charge you our 
regular fee, prorated over the time needed. The same goes if I need to have an extended telephone conference with 
another professional as part of our treatment. If you are concerned about this, please be sure to discuss it with me in 
advance so we can set a policy that is comfortable for both of us. Of course, there is no charge for calls about 
appointments or similar business. 
 
Other services:  Charges for other services such as hospital visits, consultations with other therapists, home visits, or 
any court-related services (such as consultations with lawyers, depositions, or attendance at courtroom proceedings) 
will be based on the time involved in providing the service at my regular fee schedule. 
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You, the client, are responsible for paying all charges for our services at the fees listed or our agreed upon rate, 
regardless of payment from health insurance or any other sources. I will assume that our agreed-upon fee-paying 
relationship will continue as long as I provide services to you. I will assume this until you tell me in person, by 
telephone, or by certified mail that you wish to end therapy. You have a responsibility to pay for any services you 
receive and any sessions missed or canceled before the therapy relationship is ended. 
 
Bills & Statements:  Because I expect all payment at the time of our meetings, I usually do not send bills. However, 
if we have agreed that I will bill you, I ask that the bill be paid within 5 days of receipt. You may also request to 
receive a statement at the end of each month of service.  The statement can be used for health insurance claims. It 
will show all of our meetings, the charges for each, how much has been paid, and how much (if any) is still owed. 
 
If you think you may have trouble paying your bills on time, please discuss this with me. I will also raise the matter 
with you so we can arrive at a solution. If two session go unpaid, I will notify you in person or by mail. If your 
balance then remains unpaid, I must stop therapy with you. Fees that continue unpaid after this (if we are unable to 
work out a payment plan) may be turned over to a collection service.  Additionally, a late fee of 1½% of the unpaid 
balance will be charged each month 
 
If there is any problem with my charges, my billing, your insurance, or any other money-related point, please bring 
it to my attention. I will do the same with you. Such problems can interfere with our work. They must be worked out 
openly and quickly. 
 
Health Insurance Coverage 
 
Because I am a licensed psychologist, many health insurance plans will help you pay for therapy and other services I 
offer. Because health insurance is written by many different companies, I cannot always tell you what your plan 
covers. Please read your plan’s booklet under coverage for “Outpatient  Psychotherapy” or under “Treatment of 
Mental and Nervous Conditions.” Or call your employer’s benefits office to find out what you need to know. 
 
If your health insurance will pay part of my fee, I will do my best to help you with your insurance claim forms. 
However, please keep two things in mind:  First, I had no role in deciding what your insurance covers. Your 
employer decided which, if any, services will be covered and how much you have to pay. You are responsible for 
checking your insurance coverage, deductibles, payment rates, copayments, and so forth. Your insurance contract is 
between you and your company; it is not between me and the insurance company. Second, You—not your insurance 
company—are responsible for paying the fees we agree upon. If we agree that I will bill an insurance company, and 
I do not receive payment on time, I will then expect this payment from you. 
 
If you use insurance to help pay for your treatment, I will be required to supply information about you to your 
insurance company. You must allow me to tell your insurance company about your problem and give it a psychiatric 
diagnosis.  You must also permit me to release information about the treatment I am recommending, your progress, 
and other information as well. This information will become part of your permanent medical record which might 
expose you to certain risks. Please understand that I have no control over how these records are handled at the 
insurance company. My policy is to provide only as much information as the insurance company will need to pay 
your benefits. By signing this document, you agree to allow me to release requested information to your insurance 
company. If we have agreed that I will bill your insurance company on your behalf, your signature also authorizes 
payment of your insurance benefits directly to me. 
 
You should also be aware that managed care organizations (MCOs) can exert considerable influence on the 
treatment. The MCO might make decisions about what kind of care you need and how much of it you can receive or 
require authorization before services will be reimbursed. The MCO can refuse to pay for any of your treatment or 
may pay only a very small part of the treatment's cost. In some cases, your MCO might prevent me from charging 
you for further treatment we have agreed to. These limits may not be the most appropriate for you or in your long-
term best interest. 
 
I am currently an in-network provider for Aetna, Humana, and Medicare.  If you are a member of these insurance 
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companies, I can provide additional billing services. For example, I would be able to verify your coverage, bill your 
insurer, and collect only a copayment from you at the time of services. 
 
Contacting Me, Email & Text Messages, Social Media 
 
I am not always available to receive calls.  Even when I am at the office, I am often with a client and not able to 
answer the telephone. You can always leave a message on my confidential voicemail, and I will return your call as 
soon as I can. I do not check messages or return calls after 8pm, and I check messages less frequently on weekends. 
Generally, I will attempt to return your call within 24 business hours, and I rarely return calls on weekends and 
holidays. If you have an emergency or crisis, are unable to reach me, and cannot wait until I am able to return your 
call, call 911 or go to the nearest hospital emergency room. 
 
At your request, I will send you an initial welcome email with your appointment information and my forms.  After 
this initial email, I prefer to handle most of our communication via telephone.  You should be aware that 
communicating with me via email presents risks to confidentiality.  If you choose to communicate with me via email 
there is a chance that our communication could be viewed by unintended parties.  This might include people that 
have access to your phone or computer, your employer (if you use work email), as well as others.  As such, please 
limit email to non clinical concerns such as scheduling issues and do not use it for emergencies.  Should you choose 
to send me an email, I will respond, acting under the assumption that you have made an informed decision.  I will 
view it as your agreement to take the risk that such communication may be intercepted or seen by unintended 
parties.  Please do not send me text messages. 
 
My office occasionally sends out general information to my clients via email about clinical topics of interest, 
upcoming seminars, new services, etc.  If you would like to receive this correspondence, please sign below.  Also, if 
at any time you wish to stop receiving this information, just contact my office by letter, email, or phone. 
 
Client Signature________________________________________________________________________________ 
Email address to send general correspondence : ______________________________________________________ 
 
I do not accept friend requests from current or former clients on any social networking site (Facebook, LinkedIn, 
etc.)  I believe that adding clients as friends or contacts on these sites can compromise your confidentiality and our 
respective privacy.  It may also blur the boundaries of our therapeutic relationship.  If you have any questions about 
this, please bring them up when we meet and we can talk more about it. 
 
I do operate professional Facebook and Twitter websites for my practice.  Articles and information posted on social 
media as well as my blog are informational in nature and should not be considered professional advice.  Please 
consult with an appropriate professional if you have any questions regarding your physical or mental health.  You 
should also be aware that if you "like" me, "follow" me, or engage in any public actions on my practice's social 
media websites that others might see your name and associate it with my practice.  For confidentiality reasons, I 
would be unable to respond to any public comment on social media.  Please do not message me through social 
media.  Instead, use the contact information provided on my website.  My primary concern is protecting your 
privacy. 
 
Mediation and Arbitration 
 
By signing this document, you agree that all disputes arising out of or in relation to this agreement to provide 
psychotherapy services shall first be referred to mediation, before, and as a pre-condition of the initiation of 
arbitration. The mediator shall be a neutral third party chosen by agreement of you and Dr. Kutash. The cost of such 
mediation, if any, shall be split equally, unless otherwise agreed. In the event that mediation is unsuccessful, any 
unresolved controversy related to this agreement should be submitted to and settled by binding arbitration in 
Larimer County, CO in accordance with the rules of the American Arbitration Association which are in effect at the 
time the demand for arbitration is filed. The prevailing party in arbitration or collection proceedings shall be entitled 
to recover a reasonable sum for attorneys' fees. In the case of arbitration, the arbitrator will determine that sum. 
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Agreement 
 
Please initial each line to indicate that you have read the corresponding sections of this agreement and give your 
consent to the terms they contain: 
 
___ Introduction to Psychotherapy     ___ Appointments 
___ Benefits and Risks       ___ Fees, Payments, and Billing  
___ Consultations        ___ Health Insurance Coverage 
___ Our Relationship        ___ Contacting Me, Email & Text Messages, Social Media 
___ Limits on Confidentiality      ___ Mediation and Arbitration 
___ Confidentiality of Minors      ___ Agreement        
 
I, the client (or his or her parent or guardian), understand I have the right not to sign this form. My signature below 
indicates that I have read and discussed this agreement. I understand that any of the points mentioned above can be 
discussed and may be open to change. If at any time during the treatment I have questions about this document, I can 
talk with you about them, and you will do your best to answer them. I understand that after therapy begins I have the 
right to withdraw my consent to therapy at any time, for any reason. However, I will make every effort to discuss 
my concerns about my progress with you before ending therapy. 
 
I understand that no specific promises have been made to me by Dr. Kutash about the results of treatment, the 
effectiveness of the procedures used, or the number of sessions necessary for therapy to be effective. 
 
I have read, or have had read to me, the issues and points in this document. I have discussed those points I did not 
understand and have had my questions fully answered. I agree to act according to the points covered in this 
document. I agree to enter into therapy with Dr. Kutash (or to have the client enter therapy), and to cooperate fully 
and to the best of my ability, as shown by my signature here. 
 
________________________________  _________________________________________ 
Signature of client (or guardian/parent)   Date 
 
____________________________________________    
Printed name       
       
Relationship to client: ❑  Self   ❑ Parent   ❑ Legal guardian    
 
I appreciate the chance you have given me to be of professional service and look forward to a successful 
relationship. If you are satisfied with my services as we proceed, I (like any professional) would appreciate your 
referring other people to me who might also be able to make use of my services. 
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Steven B. Kutash, Psy.D., PLLC 
2627 Redwing Road, Suite 220, Fort Collins, CO, 80526 

Tel:  970.568.6323  Fax:  970.305.8322 
 

Acknowledgement of Receipt of Notice of Privacy Practices 
 
I acknowledge that I have received a copy of the provider's Notice of Privacy Practices for my review.  I understand 
that the Notice of Privacy Practices may change, and that I can get the most up to date copy at the provider's 
website, DrStevenKutash.com (coming soon) or by requesting one from the provider. 
 
 
 
____________________________________________  _____________________  
Signature of client or his or her personal representative   Date 
 
 
 
____________________________________________  ___________________________________________ 
Printed name of client or personal representative     Relationship to the client 
 
 
Date of NPP: April 30, 2015      
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Steven B. Kutash, Psy.D., PLLC 
2627 Redwing Road, Suite 220, Fort Collins, CO, 80526 

Tel:  970.568.6323  Fax:  970.305.8322 
 

FINANCIAL INFORMATION 
 
I appreciate your choice to come to me for psychological help. As part of providing high-quality services, we need 
to be clear about our financial arrangements. 
 
• If you have health insurance, it may pay for a part of the cost of your treatment here. To find out if this is so, I need 
the information requested below. I will explain any part of this form that you do not understand.  
 
• If you have no health insurance coverage, or do not intend to use it, please check here ❑, complete section A, sign 
this form, and return it to me.  
 
A. Insured’s/policy holder’s name: ________________________ Birthdate ________________________________ 
Occupation:______________Employer: _______________________________________ Work phone: __________ 
Address of employer:____________________________________________________________________________ 
Insured's/policy holder's Soc. Sec. #:________________________ 
  
B. If you (or your spouse) have insurance, please fill in the numbers and names for each one. 
 
1. Name of company:____________________________________________________________________________ 
Name of policyholder (if not the patient): ___________________________________________________________ 
ID/agreement/policy #: _________________________Group or enrollment # (if applicable): __________________ 
Provider Phone #: ____________________ Address to send claims: ______________________________________ 
Other Numbers or info: __________________________________________________________________________ 
 
2. Name of company: ___________________________________________________________________________ 
Name of policyholder (if not the patient): ___________________________________________________________ 
ID/Policy #: _________________________________ Group or enrollment # (if applicable): __________________ 
Provider Phone #: ____________________ Address to send claims: ______________________________________ 
Other Numbers or info: __________________________________________________________________________ 
 
C. I give this office permission to release any information obtained during examinations or treatment of this patient 
that is necessary to support any insurance claims on this account and secure timely payments due to the assignee or 
myself.  
 
D. I understand that I am responsible for all charges, regardless of insurance coverage.  
 
E. Assignment of benefits  
 
I hereby assign medical benefits, including those from government-sponsored programs and other health plans, to be 
paid to the therapist above. Medicare regulations may apply. A photocopy of this assignment is to be considered as 
good as the original.  
 
_____________________________________________________________________  ________________  
Client’s (or parent/guardian’s) signature, indicating agreement to the statements above  Date 
 
__________________________________________________ 
Printed name  
 
 
 
 


