
 

07.15.10 

Si lber  Psychological  Serv ices,  P.A.  
www.silberpsych.com 

 
1004 Dresser Court, Suite 103 1340 S.E. Maynard Road, Suite 201 
Raleigh, North Carolina 27609 Cary, North Carolina 27511 
Telephone:  (919) 876-5658 Telephone:  (919) 481-9012 
Fax:  (919) 790-1521 Fax: (919) 481-9013 
 
 

FINANCIAL RESPONSIBILITY 
 
 
 

Patient’s Name:_________________________________________    DOB:_________ 
 
Address:________________________________________________________________ 
               Street                                                   City                  State                      Zip 
 
 
 
I agree to be f inancially responsible for al l costs incurred for the evaluation/treatment of 
the above named patient. 
 
My relationship to the patient is: 
 
            ___Parent   ___Spouse   ___Guardian Ad Litem   ___Family Member  ___Other 
  
 
Name:__________________________________________________________________________ 
           First                                   MI                       Last  
 
Address:________________________________________________________________________ 
             Street                                                    City                   State                        Zip 
 
DOB:____________  Home Phone No.____________ Work Phone No._________________ Cell No.____________ 
 
 
Seeing t hat ea ch sessi on i s p aid in  f ull at t he t ime of r endering of se rvices is m y 
responsibility.  I may: 
 
________  Send cash/check with patient. 
________  Complete the credit card authorization form. 
________  Pay a retainer agreed upon by Silber Psychological Services management. 
 
 
Insurance Information (if applicable): 
 
Name of Insurance:____________________________________  Plan Number:____________________________ 
 
Name of Insured: _______________________Birth date: ______________SSN:______________________________  
 
Name of Employer:_______________________________________________________________________________ 
 
I u nderstand t hat f iling i nsurance i s a  c ourtesy a nd do es not g uarantee pa yment.  I m ay read m ore about 
insurance policies in Silber Psychological Services Business Policy and Patient Agreement. 
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