
 

 

 

Insurance Verification and Billing- 

CER is willing to help with verifying and billing of Insurance. However, please be aware verification of 
benefits is not a guarantee of payment. Payment is based on the clients plan and a billable diagnosis, 
therefore clients are responsible for any unpaid claims and balances. 

We are an Out-of-Network facility. Therefore, HMO’s will not be accepted unless your policy has Out-of-
Network benefits.  

All Blue Cross/Blue Shield insurance will need to be paid in full at the time of service because 
payments are sent to the client. 

Please keep in mind all Benefits are subject to change depending on your Individual or Company plan. 

It is our policy to collect full fee for the first visit then $80 for each session after until we have received 
two insurance payments with the Explanation of Benefits, unless through verification of benefits full fee 
will be charged until deductibles are met. 

If a refund is due because of Insurance payments we will either refund or credit your account.                  

 

 

If you have insurance you intend for us to bill: 

 

We will need a copy of the front and back of the insurance card to bill insurance.   
Please make the receptionist or therapist aware you have an insurance card to be copied.   

Insurance is billed as a courtesy.  It is important that you understand the following: 

 

 I will be charged the full fee for any missed appointment and for cancellations received less than 24 hours 
prior to my scheduled appointment time.  Insurance will not pay for these and they are my sole 
responsibility. 

 I am responsible to obtain any preauthorization from my insurance company.  If failure to do so results in 
non-payment from my insurance company, I understand I am financially responsible to pay for these 
sessions. I am responsible to pay for all deductibles, any and all co-pays, and any balance remaining after 
insurance has paid their portion and contractual adjustments have been made. 

 I have read and understand the above.  I authorize payment of authorized benefits be made either to me or 
on my behalf to Center for Enriching Relationships and its therapists for any services related to outpatient 
psychotherapy.  I further authorize Center for Enriching Relationships to act on my behalf if it is necessary to 
file a complaint against my insurance carrier. 
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