
Strong Roots Counseling, Inc
124 Watertown Street, 3G, Watertown MA 02472

www.strongrootscounseling.com

                                                                                                                                          

Strong Roots Counseling, Inc, accepts a small number of insurance plans. Each client's plan and behavioral health 
coverage varies. Please consult your policy or check with your health plan to  confirm what specific services are 
covered under your plan and if Strong Roots Counseling, Inc, is an in-network or out of network provider under the
plan. 

Your signature on this form indicates that the person named below is using their insurance plan for Strong Roots 
Counseling's services. Your signature below also indicates that you are responsible for all fees and charges for 
services you, or the person named below, receive while in treatment with Strong Roots Counseling. Your signature 
serves as permission for Strong Roots Counseling to communicate with your insurance company regarding billing 
and the disclosure of any relevant clinical information to ensure ongoing sessions as appropriate. 

If your insurance changes during the course of treatment, or if Strong Roots Counseling, Inc, changes their 
relationship with an insurer, it is the responsibility of the appropriate party to inform the other. Please note that the 
responsible party is required to pay any outstanding fees not covered by insurance within one week of being 
informed that they are responsible for these payments. Insurance does not covered missed visits, and a fee will be 
applied to appointments canceled with less than 48 hours notice (see general service agreement). All cancellations 
must by done by telephone. The responsible party is required to pay their co-payment on the date of service.

Please note that it is the responsible party's responsibility to confirm with their health plan whether the services 
provided to the person named below will be covered by your insurance and to obtain any necessary referrals or 
authorizations prior to the visit.

Client Name:                                                                                        Date of Birth:                                                           

Signature of client/or responsible party:                                                                                                               

Name of insurance plan:                                                                       Co-payment amount                                              

Policy #                                                                    Plan #                                                                        

Telephone number for behavioral health                                                                                                

Subscriber's Name and Date of Birth                                                                                                               
(if applicable)

Subscriber's Address                                                                                                                                                 

OR

PRIVATE PAY

Strong Roots Counseling does not accept my insurance or I choose to pay privately for all services. If I 
am planning to submit for out-of-network benefits, I will pay Strong Roots Counseling and receive 
appropriate receipts to submit to my insurance for these services. I acknowledge that if Strong Roots 

http://www.strongrootscounseling.com/


Counseling is currently or becomes a contracted provider with my insurance company at a later date, 
Strong Roots Counseling cannot be asked to bill the insurance for reimbursement for any prior dates of 
service. 

I acknowledge that I have a responsibility for paying at the time of each service. It is my responsibility to 
notify my provider of any changes in insurance coverage. In the event that I am unable to pay in full, I 
agree to arrange a financial agreement at the time of each service. If the commitment to the payment plan 
is not followed through, I understand that Strong Roots Counseling has the right to use a collection 
agency or other legal measures available to collect all outstanding fees. I understand that $100 will be 
charged for appointments canceled with less than 48 hours notice unless there are extenuating 
circumstances as outlined in my service agreement.

Our private pay rate is                        . I understand that this rate will be reviewed on an annual basis and is
subject to periodic increases with 30 day advance notice. 

Client name:                                                                                  DOB:                                                   

Signature of client or responsible party:                                                                                                               

Witness:                                                                                                                     Date:                               


