Deb Nelson, Psy.D.
Licensed Psychologist

PSY 27324

No Insurance Treatment Agreement

I understand that I am responsible for verifying and understanding the limits of my insurance coverage, as well as for any copayments and deductibles. 

I am responsible for any and all fees not reimbursed by the insurance plan. 

I understand Deb Nelson, Psy.D. is not a contracted provider with my insurance plan and I am fully responsible for paying an agreed to fee for treatment. 
Should I choose to bill my insurance, Deb Nelson, Psy.D. will provide me with a statement of fees I have paid, which may be submitted to the insurer for possible reimbursement. 

Patient Signature _______________________________  Date __________________

Signature of Personal Representative 
_____________________________________________  Date __________________
Relationship to Patient ____________________________________  

