Anita Doyle, LICSW
952-926-7063
Client Information
Client’s Name___________________________________________ Age_________ Birthdate______________

Address________________________________________________ Home Phone________________________

City______________ State____Zip________ Cell Phone___________ Email Address ___________________

Name of Employer_______________________________________ 

Emergency Contact___________________________ Relationship_____________ Phone_________________

Insurance Company______________________________ Insured’s Name______________________________

Insured’s Birth date______________________________ 

Policy/ID #_________________________________________________      Group #______________________

Fee Agreement
Standard fees are: $160.00/hour for initial evaluation; $140/hour for individual therapy; $75/hour for group with two therapists; $60/hour for group with one therapist. Cancellations with less than 24 hour notice are billed at 50% of the standard fee.  Missed appointments are billed at 100 % of the standard fee. Insurance companies generally do not cover the missed appointment fees. If I have a contract with your insurance provider, services will be billed under the terms of that contract. Reduced fees can be arranged in cases of need.  

If you are using health insurance benefits please read this and sign below:
1) I hereby instruct my insurance company to pay directly to Anita Doyle, MSW, LICSW, all benefits allowable and payable under my current insurance policy.

2) I authorize the release of the minimum amount necessary of my personal health information to my insurance company in order to obtain payment for services received here.

3) I understand that if my insurance company denies payment for services I can elect to receive those services and I agree to pay for them myself.

4) I understand that at any point I have the right to change my decision about using my health insurance benefits.  My therapist will respect this and will help me in reviewing my desire or decision to do so.

5) I agree to be responsible for any co-payments or deductibles that are not covered by insurance 

6) My signature below indicates that I have read, understood and agree to the conditions regarding the use of my health insurance benefits.

Signature_________________________________________Date___________________________

If you are not using health insurance benefits please read this and sign below:
1) I agree to pay Anita Doyle, MSW, LICSW $____/hour of individual therapy and $____/group session at the time of service.

2) I understand that at any point I have a right to change my decision about using my health insurance benefits.  My therapist will respect this and will help me in reviewing my decision to do so.

My signature below indicates that I have read, understood and agree to conditions above regarding fees.

Signature_______________________________________Date________________________________
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