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Summary of Financial Responsibility – Assessment & Testing 

 
Payment for services is due at the time the service is rendered unless other arrangements are made.  At this time, 
Healthy Minds of the Blue Ridge, LLC does not participate on managed care panels or belong to any insurance 
provider networks. The client is responsible for the payment of all fees.  Please review and initial the following.  Your 
initials and signature signify that you have read and understood your responsibilities. 
 
_______ I have received an individualized fee schedule for psychological testing services based on the referral 
question(s) (“Individualized Psychological Testing Fee Schedule”) and understand that I am responsible to pay in full 
for assessment services at the start of testing.  I also understand that no refund will be granted for testing that is not 
completed due to failure to attend appointments. 
 
_______ I understand that during the course of psychological assessment, additional testing not specified on the 
Individualized Psychological Testing Fee Schedule may be required.  If such testing would result in additional fees, 
Dr. Horn will discuss my options with me prior to administering any such tests. 
 
_______ I understand that I will be billed at a rate of $200/hour for missed testing appointments unless I gave 
notice of my inability to attend the appointment at least 48 hours prior to the time of the appointment.  I understand 
that this fee will not be covered by my initial payment for services.  This fee will be prorated for each 15-minute 
interval I am late to a testing session ($25 per 15 minutes after the first 15). 
 
_______ I understand that I may request a receipt for services from Healthy Minds of the Blue Ridge, LLC that may 
be used to file a claim for reimbursement from my healthcare insurance provider. 
 
_______ I understand that it is my responsibility to determine whether my healthcare insurance provider will cover 
services rendered by an out-of-network provider. 
 
_______ I understand that no refund will be granted for out-of-network services that are not reimbursed by my 
healthcare insurance provider. 
 
_______ I understand that if I have not paid for more than 60 days and arrangements for payment have not been 
agreed upon, Healthy Minds of the Blue Ridge, LLC has the option of using legal means to secure payment. 
 
 
       
Signature  Printed Name  Date of Birth  Date Signed 
       
       
Signature of Parent/Guardian (if applicable)  Printed Name  Relationship  Date Signed 
       
       
Witness Signature  Printed Name    Date Signed 
 


