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Services Cost Estimation
Client Name__________________________________________
DOB________________________
Insurance Plan

☐ Aetna_______________________________
☐ BCBS_______________________________
☐ CIGNA_____________________________
☐ OPTUM____________________________
☐ TriCare_____________________________
☐ UMR_______________________________ 


Plan Details:

Deductible: $___________________________
Out of Pocket Max: $____________________


CPT Code/Service
90791/Psychiatric Diagnostic Evaluation (Intake)
90837/Psychotherapy, 60 minute session
90834/Psychotherapy, 45 minute session
90832/Psychotherapy, 30 minute session
90847/Family Session
90846/Family Session without client

Estimate of Cost
$______________
$______________
$______________
$______________
$______________
$______________

Our office will provide you with an initial estimation of insurance benefits, but it is the client’s responsibility to know and understand their insurance coverage. The insurance company determines covered services and copay/deductible amounts, so if you have questions about your insurance coverage it is best to call the number on your insurance card. Clients are also responsible for informing our office of any insurance changes. 


____________________________________
Client Signature (Or guardian is 18 & under		

____________________
Date

