Dr. Ann C. McDaniel
Dr. Ann McDaniel PsyD LMHC NCC MAC NBCCH SAP
Licensed Mental Health Counselor
Certified in Sex Therapy, Hypnotherapy & Addictions
452 Osceola Street Suite 106, Altamonte Springs, Fl 32701

Telephone 407-265-6100
Cell: 407-415-5165
www.drannmcdaniel.com

COPAYMENT AGREEMENT
FEE: $ 95.00/ 50-Minute Individual Session
FEE: $ $45.00/ 60-Minute Group Session
COPAYMENT $ _______ Due Each Session
INSURANCE COMPANY: ___________________________________________
DEDUCTIBLE: ____________________________________________________
AUTHORIZATION NUMBER: ________________________________________
MAXIMUM RESTRICTIONS/LIMITATIONS: _____________________________
FEE AGREEMENT: I understand that unless other arrangements are made, fees
are due as stated and are payable at each session. I agree to accept financial
responsibility for any missed appointments with less than 24 hour notice.
CANCELLATION POLICY: Your time has been reserved for you. A 24 hour
notice is required for cancellation/rescheduling or you will be charged a $30
cancellation fee. Please note: Insurance companies cannot be billed for missed
appointments. There are several reasons for this cancellation policy:
1. Entering therapy presupposes that you want to make some changes in
some area of your life that you have been unable to make by yourself. Often
there is some internal, not intentional, resistance to change. Missing
appointments for what seems on the surface to be a good reason is often due to
this resistence.Those appointments you least want to keep are often the most
productive.
2. Sometimes, difficulties people experience are due to an inability to
make and keep commitments to themselves and others. Making and keeping
counseling appointments is good practice in this regard.
3. If you miss an appointment because of an issue regarding therapy or
the therapist, please consider discussing this issue with me directly. I would be
happy to discuss it by phone, if you prefer.
ASSIGNMENT: I authorize the release of information necessary to process
insurance claims, and assign my benefits directly to Dr. Ann C. McDaniel LMHC
PsyD. If for any reason my insurance company does not pay submitted claims, I

agree to pay in full for all services rendered. My signature below authorizes Dr.
McDaniel to verify my signature as being on file for insurance claim forms HCFA1500 Lines 12 & 13.
I have carefully read all the terms of the above guidelines and have had every
opportunity to discuss any questions that I had. I fully understand all the areas
covered.
___________________________________
___________________
Signature of Patient
Date
___________________________________
___________________
Provider's Signature
Date

