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PRACTICE POLICIES 

Please read the following policies regarding my practice and let me know if you have any questions or 

concerns about them.  Please provide your signature at the bottom of the page. 

 

CONFIDENTIALITY   

The content of all therapy sessions is strictly confidential.  Both verbal information and written records about 

a client cannot be shared with another party without the written consent of the client.  In the event that it 

would be helpful for me to speak with someone else about your treatment, you will first need to provide 

verbal consent for me to do so, and I will ask you to sign a written consent form authorizing such contact.  In 

rare situations where there is clear danger to the client or someone else, there are certain limits to 

confidentiality that we can discuss directly and are outlined on my website (davidranierephd.com).  Under 

such circumstances, I make every effort to work collaboratively with clients and respect their autonomy.  

 

FEES 

My fee for a 50-minute session is $250.  If your health insurance coverage includes out-of-network benefits 

for mental health services you may seek reimbursement for a portion of your bill.  I will provide you with all 

of the information you need to submit on a claim to your insurer.  Please keep in mind that determining what 

your benefits are and submitting claims for reimbursement are your responsibility.    

  

CANCELLATIONS 

If you miss your appointment or cancel within 48 hours of your scheduled appointment time you will 

be charged your session fee.  Please be aware that insurance companies will not reimburse you for this 

charge.  Clear emergencies (such as a major illness or unsafe driving conditions) are exempt from such 

billing.  

  

BILLING AND INSURANCE REIMBURSEMENT  

My practice is set up to receive payments electronically through your bank account or credit card.  When we 

begin working together I will ask you to complete an electronic authorization payment form in which you 

designate an account from which fees for my services will be deducted after each session.  An itemized 

statement will be sent to you via email each month that will include all account activity and the information 

you need to submit on a claim to your insurer.    

 

Please sign below to indicate that you have read and understand the above information and policies.  

 

 __________________________________________  ________________ 

             Patient’s Signature      Date 


