GOOD FAITH ESTIMATE/COVENANT AGREEMENT

Client Name:_______________________________  Date of Birth:_____________  
Initial Diagnosis Code: Z03.89 and subsequent diagnosis.
I understand that it is important that I contribute financially to my treatment (or for that of my child or family) to the best of my ability. I also understand that I will pay my agreed upon contribution prior to the end of each counseling session, and that I will be responsible for a fee if I fail to cancel a scheduled appointment prior to 24 hours before the appointment.

By law we are required to provide you an estimate of total cost for services.  The following chart provides an estimate of total cost if you were to receive one session bi-weekly AND an estimate for one session a week. This fee is the same for Individual psychotherapy, 60 minutes (90837) and Family psychotherapy, 60 minutes (90847).  It is not possible for your counselor to know in advance how many therapy sessions will be necessary so your total cost will depend on how many sessions you attend. 
Services will be provided by:

 Brenda Sanford, LISW-S, National Provider Identifier: 1811047392, Taxpayer ID Number: 34-4435841

 Angelia Parsons LISW, National Provider Identifier: 1881897122, Taxpayer ID Number: 34-4435841

 Trisha Carson LPCC, National Provider Identifier: 1376983528, Taxpayer ID Number: 34-4435841

 Kristen Lawson, MFT, National Provider Identifier: 1457025314, Taxpayer ID Number: 34-4435841
	Family Income                
	Family Size

(1 or 2)                           
	Estimated Yearly Total (1 session every other week)                                
	Estimated Yearly Total (1 session week)                                  
	Family Size

(3 or more)
	Estimated Yearly Total (1 session every other week)                                
	Estimated Yearly Total (1 session a week)

	0-$12,499
	$15
	$390
	$780
	$10
	$260
	$520

	$12,500 - $14,999
	$20
	$520
	$1,040
	$15
	$390
	$780

	$15,000 - $19,999
	$25
	$650
	$1,300
	$20
	$520
	$1,040

	$20,000 - $24,999
	$30
	$780
	$1,560
	$25
	$650
	$1,300

	$25,000 - $29,999
	$35
	$910
	$1,820
	$30
	$780
	$1,560

	$30,000 - $34,999
	$40
	$1,040
	$2,080
	$35
	$910
	$1,820

	$35,000 - $39,999
	$45
	$1,170
	$2,340
	$40
	$1,040
	$2,080

	$40,000 - $44,999
	$50
	$1,300
	$2,600
	$45
	$1,170
	$2,340

	$45,000 - $49,999
	$55
	$1,430
	$2,860
	$50
	$1,300
	$2,600

	$50,000 - $54,999
	$60
	$1,560
	$3,120
	$55
	$1,430
	$2,860

	$55,000 – $59,999
	$65
	$1,690
	$3,380
	$60
	$1,560
	$3,120

	$60,000 – $64,999
	$70
	$1,820
	$3,640
	$65
	$1,690
	$3,380

	$65,000 - $69.999
	$75
	$1,950
	$3,900
	$70
	$1,820
	$3,640

	$70,000 – $74,999
	$80
	$2,080
	$4,160
	$75
	$1,950
	$3,900

	$75,000 - $79,999
	$85
	$2,210
	$4,420
	$80
	$2,080
	$4,160

	$80,000 – $84,999
	$90
	$2,340
	$4,680
	$85
	$2,210
	$4,420

	$85,000 and up
	$110
	$2,860
	$5,720
	$110
	$2,860
	$5,720


I report this to be my family income for a year: _________

My fee for an hour of counseling will be _________. This amount will be renegotiated whenever my income changes or when Light the Way modifies its fee schedule.

Services will be provided at:

Light the Way Christian Counseling Center • 221 Fountain Pl • Bellefontaine, OH 43311 (or via telehealth)

Phone: 937-593-9600 • Email: lightthewayccc@gmail.com 
The estimated costs are valid for 12 months from the date of the Good Faith Estimate.

Disclaimer
You have a right to dispute a bill if the actual amount charged to you substantially exceeds the estimated charges stated in your Good Faith Estimate (which means $400 or more beyond the estimated charges).  Initiating the dispute process will not adversely affect the quality of services rendered to you.   You may contact the health care provider or facility listed to let them know the billed charges are higher than the Good Faith Estimate. You can ask them to update the bill to match the Good Faith Estimate, ask to negotiate the bill, or ask if there is financial assistance available.  You may also start a dispute resolution process with the U.S. Department of Health and Human Services (HHS). If you choose to use the dispute resolution process, you must start the dispute process within 120 calendar days (about 4 months) of the date on the original bill.  There is a $25 fee to use the dispute process. If the agency reviewing your dispute agrees with you, you will have to pay the price on this Good Faith Estimate. If the agency disagrees with you, you will have to pay the higher amount.  To learn more and get a form to start the process, go to www.cms.gov/nosurprises or call HHS at (800) 368-1019.  Keep a copy of this Good Faith Estimate in a safe place or take pictures of it. You may need it if you are billed a higher amount.

You are encouraged to speak with your provider at any time about any questions you may have regarding your treatment plan, or the information provided to you in this Good Faith Estimate.

________________________________________              _______________________________________
Client Signature or Parent/Guardian           Date                   Therapist Signature                              Date 
