Deb Nelson, Psy.D.
Licensed Psychologist

PSY 27324

Insurance Treatment Agreement

I understand that I am responsible for verifying and understanding the limits of my insurance coverage, including special needs such as pre-authorization requirements or treatment limits.
I am responsible for any and all fees not reimbursed by the insurance plan, including any copayments and deductibles.
Deb Nelson, Psy.D. is  a contracted provider with my insurance plan and has agreed to a specified fee and will bill the plan on my behalf.

By signing this form, I authorize the release of any information needed to process insurance claims, to request additional sessions, to verify medical necessity of the sessions, or to satisfy the insurance plan’s audits or quality reviews. 

By signing below, I also authorize insurance payments to be made to Deb Nelson, Psy.D. 

Patient Signature ________________________________ Date __________________

Signature of Personal Representative    

___________________________________________     Date ___________________
Relationship to Patient ____________________________________  

