Sue H. Bae, Ph.D., P.C. & Associates

405 N. Wabash Ave., Suites 4507 &1201

Chicago, IL 60611
Authorization to Secure Payment for Testing

I understand that I will be participating in psychological testing with a psychologist from Sue H. Bae, Ph.D. & Associates. While the practice makes every effort to obtain insurance coverage for testing, there may be more instruments required to answer the questions or longer testing time needed than my insurance is willing to reimburse. I understand that I am financial responsible for any balance of such testing costs.

The total cost of testing is ________. Based on current insurance information, the cost of testing has been estimated at __________. I understand this is an estimate only and that this balance may change after insurance has processed all claims.

In order to proceed forward, I agree to have my credit card charged __________. I understand that if the insurance payments exceed this amount, I will be refunded within 5 business days of notification of payment from the insurance company.
____________________________________________

_______________________

Signature of the Client or Legal Guardian of the Client

Date
