
ADDITIONAL POLICIES
) 

*There is some repetition of information listed in the Consent for Treatment due to importance*

 Multiple missed appointments may 

result in termination of services. 

Medication Refills: Medication refills are only provided to existing patients. If you have not yet had a psychiatric 

evaluation at Berger Psychiatric Services, you should contact your most recent prescriber for refills. Medication refills 

outside of appointments are determined on an individual basis. You may be required to have an appointment prior to 

receiving a refill or may only receive enough medication to get you to your next scheduled appointment. Please allow for 

at least 3 business days to receive a response regarding medication refills. Medication refill requests should be made by 

calling 412-467-6410. Please include the patient's first and last name, the patient's DOB, the relation of the person 

requesting a refill if not the patient, preferred pharmacy name/phone number, name of the medications being 

requested, and date of the patient's next scheduled appointment.

Controlled Substances: Berger Psychiatric Services has a strict policy regarding controlled substances. We DO NOT 

prescribe controlled substances to any individual for any reason. Examples of controlled substances are Vyvanse, 

Adderall, Concerta, Ritalin, Klonopin, Ativan, Xanax, and Valium. If you feel that you require a controlled substance to be 

prescribed, you may be referred to another treatment provider. We do not encourage receiving psychiatric treatment 

from multiple providers so if you are receiving a controlled substance for psychiatric reasons from another provider, we 

may not be able to offer you treatment at Berger Psychiatric Services. This will be determined on an individual basis after 

assessment of your psychiatric needs. Berger Psychiatric Services can provide treatment recommendations to your 

primary care provider (PCP) after an assessment of your psychiatric needs, if you choose to receive medication 

management services through your PCP.

Forms: A fee of $55.00 is charged for the completion of forms including the following but not limited to: Disability, 

FMLA, LOA, and letters. Brief forms that are completed during appointment may be eligible for fee waiver. Payment of 

form fee may be requested prior to the release of the requested forms. 

2



Election to Self-Pay: If you have a health insurance provider in network with Berger Psychiatric Services but would prefer to 

self-pay for services, you can do so by signing a form to indicate this. Any services provided prior to the form being signed 

will be billed to your insurance. You can revoke this at any time by signing a separate revocation form. These forms can be 

obtained by asking your provider or office staff. Any medical services provided from the time of signing the election to self-

pay form until the date of signing the revocation form will not be billed to your insurance and you will be expected to pay as 

a self-pay client. Any medical services provided after the date of signing the revocation form will be billed to your insurance. 

Self-pay clients may be offered a discounted rate. You can inquire about self-pay rates by asking your provider or contacting 

office staff. 

Past Due Accounts: Any remaining balance after insurance has been filed is your responsibility. You will receive two bills 

from Berger Psychiatric Services. If you have not paid in full within 60 days, your account will be turned over to a collection 

agency. If your account is sent to a collection attorney, they will report your past due status to a Credit Reporting Agency 

and you will be responsible for their fees. 
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I have read or have had this read to me. I understand what it means and agree to adhere to the policies as 
outlined in this document. 

Signature of Patient/ 
Parent or Guardian:   _____________________________________________     Date: __________________

Signature of Witness: _____________________________________________     Date: __________________

Comments: 
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