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 Financial Responsibility Agreement  

Client name (printed): _________________________________________________________   Date of birth: ____________________  
  

Billing Policy  
 

This Financial Responsibility Agreement describes The Emily Program’s policy regarding payment for services rendered by The Emily 

Program.  

• Unless other arrangements are made, full payment for service – including co-insurance or deductible – is due upon receipt of 

statement. Co-payments are due at check-in. Note to parents/guardians of adolescents: Your signature below allows us to 

access credit/debit card information for future payment of services when requested by your unaccompanied adolescent. 

(Debit/credit card information is securely saved in the APEX system.)   

 

• You are responsible for knowing what services your insurance will cover. (The Emily Program’s insurance verification tool, found 

at www.emilyprogram.com/resources/forms, can help when asking your insurance company about coverage.)  You are 

responsible for providing a photo ID and current insurance information to The Emily Program.  

 

• You are responsible for notifying The Emily Program of any changes in your address, contact information and insurance coverage 

immediately. Failure to do so may result in processing delays and an increase in your financial liability. You are financially 

responsible for all charges, whether or not paid by insurance, including any charges for services rendered which are denied, not 

prior authorized, or for any reason, not covered by the applicable insurance company. If insurance payment is unable to be 

obtained using the information you have provided The Emily Program, the balance will automatically be transferred to client 

responsibility and you will be responsible for payment of any charges.  

 

• You are responsible for prompt payment of bills for your account.  If you fail to pay your balance in full or make acceptable 

payment arrangements within 3 months of the payment due date, the bill will be turned over to a collections agency and you will 
be held responsible for the full amount of the bill plus any collection fees assessed.  

 

• If you are having difficulties paying the balance on your account, contact the client accounts team at 1-888-364-5977, extension 

1357 as soon as possible to discuss options for a payment arrangement or assistance in meeting your financial obligations. 

   

• Failure to meet terms of The Emily Program’s Financial Responsibility Agreement may result in discontinuation of services with 

The Emily Program.  

 

• In situations of divorce, separation, court orders, etc., the undersigned will be financially responsible for any account balance 

(including failed appointments and late cancels).  

 

• If you must cancel or reschedule an appointment, you must do so at least 24 hours in advance of the appointment. 

(Monday appointments must be canceled or rescheduled before 4 p.m. the Friday prior.) ‘Late cancels’ and ‘no shows’ are failed 

appointments. Clients who fail more than 3 appointments in a 6-month period are subject to our Attendance Policy which may 

include failed appointment charges billed to your account. Please note that insurance companies will not cover this expense. 

(See Attendance Policy for further information.)   

 

• The Emily Program contracts with revenue cycle vendors to provide bookkeeping, send statements, and file insurance claims. 

Only the financial, diagnostic and demographic information necessary to bill and collect for your services will be disclosed to 

these vendors. They explicitly respect your confidentiality.   

 

• The Emily Program may contact you using the telephone number you have provided to The Emily Program for billing or 

collections purposes, which may include mobile telephone numbers.   
  

 

The Emily Program client accounts team at 1-888-364-5977, extension 1357 is your resource for all billing-related questions. 
              
                       

Please sign below to indicate that you have read, understand and agree to the financial policies above. 
 

  

Signature of client/parent of minor/court-ordered guardian:_____________________________________ Date:_______________ 
 

(If client is 18 years of age or older, the client or their court-ordered guardian must sign and date. If the client is 17 years of age or younger, the client’s 

parent or other legal guardian must sign)  

 

Printed Name:______________________________________ 









Date Effective: September 19, 2018 
Date Revised: September 19, 2018 

 
 

TELEHEALTH CONSENT FORM 

 
Client Name:             Date of Birth:                   
 

 
Permanent Address:                                  Cell & Home Telephone #:                   
  
As a client of The Emily Program, I understand it is possible that at some point in my treatment, services will be provided 
via Telehealth, as described below.  I understand and agree to the following with respect to use of The Emily Program’s 
Telehealth services: 
 

1. I understand that Telehealth is health/mental health services provided by The Emily Program via interactive audio 
and video technology while the provider is at a different location than me.  Telehealth may be provided by The Emily 
Program’s physicians, psychiatrists, psychologists, social workers, or other licensed professionals.  

2. I understand that these Telehealth services may involve the communication of my health information, orally and 
visually, to health care practitioners.  Specifically, I understand that Telehealth services include, but are not limited 
to, consultation, treatment, and transfer of health data using interactive audio and video. I also understand that 
some or all Telehealth sessions may be recorded, stored, or archived for quality and training purposes.  The laws 
that protect the confidentiality of my health information apply to these services the same as in-person services. As 
such, I understand that the information disclosed by me during any Telehealth session is generally confidential. 
However, there are both mandatory and permissive exceptions to confidentiality. 

3. I understand that there are risks and consequences of using these services including, but not limited to, the 
possibility that, despite The Emily Program’s reasonable efforts, the transmission of my health information could be 
disrupted or distorted by technical failures and/or the transmission of my health information could be intercepted or 
accessed by unauthorized persons.  I agree that Telehealth is appropriate for my circumstances despite these risks.  
I understand that when I receive Telehealth services from a location other than at The Emily Program, my own 
device and internet connectivity may impact the quality of the services and that The Emily Program does not have 
control over my end of the transmission. 

4. I understand that Telehealth services may not be the same as in-person services, where non-verbal communication 
(body signals) are readily available to both provider and client. The Emily Program Telehealth provider will further 
discuss this limitation with me should I receive Telehealth services.  I also understand that, if my provider believes I 
would be better served by another form of therapeutic services (e.g., in-person services) I will be referred to a 
professional who can provide such services in my area. 

5. If our Telehealth session abruptly terminates, The Emily Program provider will immediately call me at the number(s) 
listed above.  Together we will either attempt to regain the contact via the Telehealth technology or, if unable to do 
so, either reschedule or finish the service via telephone.  

 
I have read and understand the information provided above. I have asked The Emily Program any questions I had and all 
of my questions have been answered to my satisfaction.  I hereby consent to participate in Telehealth services under the 
terms described above. 
 
Client Signature: _______________________________________________________ Date:  ____________________ 
 
 
Parent/Guardian Signature: ______________________________________________  Date: _____________________ 
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RESEARCH CONSENT 

Client Name: ___________________________________________________________________________   Date of Birth: ______________________ 

Email Address: _____________________________________________________________________________________________________________   

Mailing Address: ______________________________________________    City: _____________________ State: _______ Zip: ________________ 

Cell Phone: __________________________________________________  May we leave a message on your cell phone?       Yes         No       

Home Phone:  ________________________________________________  May we leave a message on your home phone?   Yes         No        

 

TREATMENT RECORD INFORMATION USE AND FUTURE CONTACT CONSENT 

The Emily Program (“TEP”) is committed to continually improving our programs and resources for clients. One of the ways we can 

improve our treatments is conducting research studies. We are asking for your assistance with this in two ways.  

1.    We are asking permission to use clinical information from your treatment record in research aimed at better understanding the 

needs of people presenting for eating disorder treatment and outcomes associated with treatment. You would never be identified 

by name in these studies or projects and information gathered from your treatment record would not include your name.  

2.    We are asking your permission to possibly contact you at a later date to invite you to participate in future research studies 

conducted by TEP. If you agree, we will place your name and contact information in a secure database, accessible only by TEP 

staff. We would review treatment records pertaining to your treatment at TEP for the purpose of determining what studies you 

may be eligible for participation.  We would contact you in the future via telephone, mail or email with information regarding 

these research studies.  This information will not be released outside TEP. 

Your participation in research is entirely voluntary. Your treatment at TEP will not change in any way if you do not agree to allow use of 

your treatment record information or do not allow TEP to contact you regarding research study participation. Giving consent to contact 

you does not commit you to participation in any study that we contact you about.  

If you agree to these requests at this time, you may request at any time, in writing, to have your information not used in research studies or 

to not be contacted for future studies. You will be given a copy of this consent form for your records. By signing this form, you consent to 

have: 

  your treatment record information included in research studies and/or quality improvement projects. Your name 

will not be connected to your information in these circumstances.  

  your demographic contact information placed in a secure database for the purpose of contacting you in the future 

regarding research studies you may be eligible to participate in. TEP staff would review records pertaining to your 

treatment at TEP to determine what studies you may be eligible for.   

Client Signature: _______________________________________________________________________________  Date: ________________________ 

Signature of Parent/Guardian*:__________________________________________________________________________________________________ 
*Required if client is a minor and under the state-mandated age of consent. For questions on your state’s minor consent laws, please see the Front Desk TEP staff at your 
TEP location.  

 

For questions regarding TEP research, please contact the research team: research@emilyprogram.com 

 

CONTACT INFORMATION 
If you would like us to use different methods of contact for future research and study purposes than are listed at the top of this page, 

please indicate your preferred method of contact here. 

Address: ___________________________________________________________________________________________________________________ 

City: ______________________________________________________________________________  State: _________ Zip: _____________________ 

Email Address: _______________________________________________________  Phone Number: _________________________________________ 









http://www.emilyprogram.com/
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What to ask your insurance company 
 

Verifying your health insurance coverage can be confusing! The Emily Program recommends that you contact your 
insurance company if you are considering starting treatment with us. You should also verify benefits once a year or 
whenever your policy changes. 
   

This form will help you know what to ask about coverage at The Emily Program. Make sure to get answers to all of the 
questions below. Even if you don’t need all of the services below today, TEP wants you to know your benefits for any 
services you may need in the future (i.e. a dietitian or medical doctor) or if you need a higher level of care.  
 

You can also use this form during your open enrollment period when you’re reviewing your health insurance options and 
selecting a new plan (whether you’re going through your state’s exchange or your employer).  
 

To ensure you get all the information you need from your conversation to verify benefits, we have included a phone script 
below. Have the following information ready before you begin your call (including these 4 questions for current TEP 
clients). If you don’t know your providers’ names, feel free to call us at 1-888-364-5977 or stop by our front desk. 
 
Have this information ready before you call: 
These 4 questions for current clients only: 
  1) My individual therapist’s name     ________________________________ 
  2) My dietitian’s name       ________________________________ 
  3) Other providers I see for group, medical or psychiatry services  ________________________________ 
  4) Program I’m currently in      IOP / PHP or IDP / Residential  

(circle, if applicable) 
 

Insurance Verification Form and phone script 
Today’s date         ________________________________ 
Representative’s name       First: _____________ Last initial: _____ 
Insurance company name      ________________________________ 
Customer service phone number     ________________________________ 
 

Phone script: “I’m going to The Emily Program for help with my eating disorder and am calling to verify my benefits. 
First, I’d like general information about my plan.” 
 

Policy effective date       ________________________________ 
Office visit co-pay       ________________________________ 
Deductible        ________________________________ 
Out of pocket maximum  (OOP max)     ________________________________ 
Do my deductible, co-pays & co-insurance apply toward my OOP max? ________________________________ 
How much of my deductible have I spent this year?    $_______________________________ 
Do I need a referral to go to TEP?     Yes / No (circle one) 
If yes, who needs to refer me?      ________________________________ 
Is The Emily Program in-network?      Yes / No (circle one) 
 
Intake 
(Tell the representative that TEP uses CPT code 90791 for diagnostic assessment.) 
What’s my co-pay / co-insurance (circle one)?    $ ______________________________ 
Is there a limit on the number of diagnostic assessments per year? Yes / No (circle one) 
If so, how many diagnostic assessments per year?   ________________________________ 
Is authorization required for diagnostic assessments?   Yes / No (circle one) 
Are intake evaluation services delivered via Telehealth covered?  ________________________________ 
         Yes / No (circle one) 
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Psychological testing 
(Tell the representative that The Emily Program uses psychological testing for some clients.) 
Is there a limit on the number of units of psychological testing per year? Yes / No (circle one) 
If so, how many units of psychological testing per year?   ______________________________ 
Is authorization required for psychological testing?                                     Yes / No (circle one) 
 
Individual therapy 
(Tell the representative that TEP uses CPT codes 90834 and 90837 for these services.) 
What’s my co-pay / co-insurance (circle one)?    $ _____________________________ 
Is there a limit on the number of sessions per year?   Yes / No (circle one) 
If so, how many individual therapy sessions per year?   ______________________________ 
Is authorization required for individual therapy?    Yes / No (circle one) 
 
Group therapy 
(Tell the representative TEP uses CPT code 90853 for this service.) 
What’s my co-pay / co-insurance (circle one)?    $ _____________________________ 
Is there a limit on the number of groups per year?   Yes / No (circle one) 
If so, how many group therapy sessions per year?   _______________________________ 
Is authorization required for group therapy?    Yes / No (circle one) 
 
Medical / Psychiatry 
What’s my co-pay / co-insurance (circle one)?    $ ______________________________ 
Is there a limit on the number of sessions per year?   Yes / No (circle one) 
If so, how many individual medical / psychiatry sessions per year? _______________________________ 
Is authorization required for medical / psychiatry sessions?  Yes / No (circle one) 
Are medical / psychiatric services delivered via Telemed covered? Yes / No (circle one) 
 
Dietitian (RD) services 
Am I covered for RD services under mental health benefits (not medical)?      Yes / No (circle one) 
What’s my co-pay / co-insurance (circle one)?    $ _____________________________ 
Is there a limit on the number of sessions per year?   Yes / No (circle one) 
If so, how many RD therapy sessions per year?    _______________________________ 
Is authorization required for dietitian services?    Yes / No (circle one) 
 
Intensive Outpatient Program (IOP) 
What’s my co-pay / co-insurance (circle one)?    $ _____________________________ 
Is there a limit on the number of days per year?    Yes / No (circle one) 
If so, how many IOP days per year?     ______________________________ 
Is authorization required for IOP services?    Yes / No (circle one) 
 
Partial Hospitalization Program (PHP) 
What’s my co-pay / co-insurance (circle one)?    $ _____________________________ 
Is there a limit on the number of days per year?    Yes / No (circle one) 
If so, how many PHP days per year?     _______________________________ 
Is authorization required for PHP services?    Yes / No (circle one) 
 
Residential Treatment Program 
What’s my co-pay / co-insurance (circle one)?    $ _____________________________ 
Is there a limit on the number of days per year?    Yes / No (circle one) 
If so, how many residential days per year?    _______________________________ 
Is authorization required for residential?     Yes / No (circle one) 
 

NOTES: 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 




