DATAIPO LLC

www.dataipov.com                                                                                      Office use only:  CLIENT# __________ Processed by: ____________                                                

Please scan/email the completed CONFIDENTIAL form(s) Signed and Dated to:  dataipomail@gmail.com
CONFIDENTIAL


Provider: Fee Schedule

(ALL fields are required. Please Type or PRINT Clearly)
	1. ☐    Initial Template setup                     
	☐    Template update 

	
	

	Requestor/Provider Name:     2.   
	

	Phone Number (w/area code): 3.
	

	e-Mail: 4.
	

	Tax Id: 5.
	

	
	

	All the information on this page is current, accurate and approved by the Provider:

	Date: 6. 
	Provider Signature: 7.



*Reminder: All Providers will only receive Insurance reimbursements for Services Rendered based 

 upon the current Contracted Rate per Insurance company.
	8 No Show Fee =  $
	

	.[     ]- Waive the First No Show Fee
	


Please fill in/adjust where appropriate:
	9.
	10.Service/Procedure: Group * DATAIPO LLC *
	11.Service/Procedure: Description 
	12.Service/ Procedure: Code (CPT)
	13. Provider-Bill Insurance / Self Pay Fee (within contracted rate):

	A
	ASSESSMENT
	60 MINUTE ASSESSMENT FOR MENTAL HEALTH
	90791
	$ 

	B
	
	INITIAL VISIT
	99_ _ _ 
	$

	C
	
	
	?
	$

	D
	
	
	?
	$

	E
	FOLLOW UP
	60 MINUTE FOLLOW UP, INDIVIDUAL
	90837
	$

	F
	
	45 MINUTE FOLLOW UP, INDIVIDUAL
	90834
	$

	G
	
	60-90 MINUTE FOLLOW UP, GROUP
	90853
	$

	H
	
	FAMILY SERVICE
	90847
	$

	I
	
	EAP SERVICE
	99404
	$

	J
	
	
	?
	$

	K
	
	
	?
	$

	L
	
	
	?
	$


Thank You
DATAIPO_FEE SCHEDULE

