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DR. MICHAEL MCGOWAN 
PSY.D., MA, MBA 

SPECIALIZING IN CBT AND EMDR  
WEB AND PHONE THERAPY AVAILABLE 

 

Contract Agreement  

As a patient at Scottsdale Psychological Services, we requires that you agree to the following 
terms of our practice: (please initial and sign below) 

_________Co-pays and co-insurance fees are payable at the time of your appointment. 

_________We require that you have a credit card on file; as fees are charged for all accounts 
each evening. Note: a credit card must be on file before an appointment can be scheduled.  

_________If you cannot get an appointment when you want, ask to be put on our waiting list. 
When cancellations occur, we call people on our wait list first. 

_________When you make an appointment with Dr. McGowan, we are reserving one hour for 
you. 

_________If you need to reschedule or cancel an appointment you must call us by 10:00 AM of 
the prior business day to avoid a $110 late cancellation fee. 

_________If we are able to fill your appointment cancellation with another patient on our 
waiting list after 10:00 AM of the prior business day; you will only be charged $75.00. 

________All sessions are the standard therapy hour of 53 minutes.  

_________we only see individual clients age 21 and older. 

_________We no longer do family or couples therapy, the person who wants to be seen must 
call our office and make his/her own appointment. 

_________Unpaid co-payments are usually charged to your card within 2 days of your 
appointment. 

_________ You are responsible for any reimbursements denied for any reason by your insurance 
company. 

_ 
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________Psychological testing CPT Code is 96130 may not covered by your insurance company 
(cost varies by test). Check with your insurance company about your coverage before scheduling 
testing. 

_________Consultation with individuals who are not patients ($175.00 per hour). 

_________ HIPPA and Arizona state laws govern how 3rd party requests for patient records are 
handled. 

_________Reports or completion of forms or third-party consultations that you request are 
charged $200.00 per hour. 

_________Subpoenas for psychotherapy notes or records will only be honored if ordered by a 
judge. Any court ordered appearance regarding your case will be billed at $350.00 per hour. 
Travel time and waiting time are charged at this rate, plus all travel expenses.  

_________If you request a letter or report, you will be charged $250.00 per hour spent writing 
the report. Any research that is required for your report is billed at this rate. 

_________Telephone calls between Dr. McGowan, patients, other treatment facilities, or care 
providers are billed at $50.00 per 15-minute time frame. Minimum charge is $75.00 

 

 

Signature: ________________________________________________________ Date: _______________________ 

  

Print name                                                                                
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New Policy Which Replaces Prior Agreements and Therapy Contract 

 Bank/Credit Card Authorization Form  

 

Bank/Credit Card Co. Name:   

MC/ VISA/ DISC                    Expiration Date:  

Credit Card Number:   

CVS:   

 Card Owner Name: 

 Card Billing Address and Zip Code:   

Please note: All cards are verified by our billing staff prior to your appointment.  

This form authorizes Scottsdale Psychological Services (Merchant) to debit the above account for 
fees related to "no show" and cancelled appointments not cancelled by 10 AM of the prior 
business day to your appointment and for copays not paid at the time of the appointment. 
Unfortunately we are unable to call you before a charge is applied to your credit card. 

Appointment cancellations or rescheduling must be made with the appointment with Harpreet 
between 9am to 5pm Monday to Friday. 

Cancellation or "no show" fees are $110.00 

Dated this___________ ___day of___________________________, 20___________________________    

Card Owner Signature: 

Card Owner Printed Name:  

This policy is necessary so that we can give a cancelled appointment in an emergency situation or to 
a patient on our waiting list. Insurance require us to give new patients appointments as soon as 
possible. We appreciate you cooperation and look forward to working with you.  

Thanks,  

Dr. Michael McGowan  

Clinical Psychologist  
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Medical and Psychiatric History 
Please report your history of physical or mental illness, as well as any current diagnoses 

Diagnosis/Disease 
Please specify 

diagnosis and age of 
onset. 

Current/Past 
Treatment 
Please identify 
interventions or 

medications here. 

Were these 
interventions/medi

cations helpful? 
Yes/No 

Were you ever 
hospitalized or have 

any surgeries for 
this? 

If so, please specify 

Is this 
current? 

 If not, when was 
the last time you 

experienced 
symptoms? 

     

     

     

     

     

     

     

     

     

     

     

 

http://www.doctormcgowan.com/
mailto:%C3%A2%C2%97%C2%8F%25208426eshea@gmail.com
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Payment Options 

 

We are offering new payment options: 

 

Cash payment for services: No Discount 

Check:            No Discount 

Credit Card:            $2.50 charge processing fee 

 

Please sign and print your name acknowledging that you have received and agree to the 
revised payment schedule. 

 

 

 

____________________________     _________________ _____________________________ 

 

Signature    Date   Print Name 

 
















