
 
 

 

 

 

Dear Providence St. Vincent Outpatient, 

 

 

It is important that you contact your health insurance company notifying them you are receiving 

treatment services with us.  You will find the number on the back of your card.  Your health 

insurance company will provide you with information about your benefits and answer questions 

you have about if and how they will pay for services. 

 

The fees for our services can vary; the actual charges will depend on length of session. 

Individual sessions: $56-$406 

Group sessions: $43-$341 

Evaluations: $67-$406 

Family therapy sessions: $61-$541.  

 

Services provided by your Psychiatrist will be billed separately from the hospital bill for 

treatment 

 

When the consent of service given with the paperwork is signed, we will contact your health 

insurance company to obtain information and request authorization for payment. Please note: 

Insurance may only pay a portion of your bill; you can expect to be billed for the remaining 

balance. 

 

By signing this you acknowledge that you understand your responsibility to contact your 

insurance company regarding your benefits to determine what is covered, and what portion of 

your bill you will be responsible to pay. You may receive a statement for all of your treatment 

before the insurance pays, these statements are not a bill. 

 

If you have any questions or are concerned about your ability to pay for the treatment services 

you receive please contact our Business Office toll free at 877-215-7833. There are a number of 

programs and options available that you may qualify for to help with your bill.  

 

If you have questions about your authorization for treatment, please contact our Patient Care 

Coordinators: 

ED Program: Rachel Pollin (503)216-2723 

GP/DBT: Nikki Bialozor (503)216-3072 

CD Program: Angela Moisant (503)216-2096 

 

Sincerely, 

 

ED Manager: Barb Oyler         OP Psych Manager: Megan Ingle         CD Manager: Larry Betcher 

 

 

 

Patient Signature_________________________________________Date:___________________ 


