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COASTAL HAVEN COUNSELING, LLC
GOOD FAITH ESTIMATE OF EXPECTED CHARGES
For Uninsured or Self-Pay Clients
Date Estimate Issued: ______________________
Client Name: _______________________________________ Date of Birth: ______________________
Practice: Coastal Haven Counseling, LLC Treating Clinician: __________________________________
Office NPI: 1609314293 Practice/Provider Tax Identification Number (TIN): 47-4172339
Location of Services: ☐ Carolina Forest/MB ☐ Telehealth ☐ Surfside Beach
Method of Service: ☐ In Person ☐ Telehealth ☐ Both

EXPECTED SERVICES AND CHARGES
Based on the information currently available, the following counseling services are reasonably expected to be provided during this period of care: Outpatient Mental Health Counseling
	Expected Service
	CPT Code
	Expected Frequency
	Expected Charge Per Service

	Initial Diagnostic Evaluation
	90791
	Once, if applicable
	$125-$200

	Individual Psychotherapy, 53+ minutes
	90837
	As clinically indicated
	$125-$180

	Family Psychotherapy with Client Present
	90847
	As clinically indicated
	$125-$180

	Family Psychotherapy without Client Present
	90846
	As clinically indicated
	$125-$180

	Other billing codes: __________________
	
	As clinically indicated
	$125-$180


Anticipated frequency of counseling:
☐ Weekly    ☐ Every other week    ☐ Other: _______________________________
Estimated period of care covered by this Good Faith Estimate: ☐ 1 year



IMPORTANT INFORMATION ABOUT THIS ESTIMATE
This Good Faith Estimate shows the costs of items and services that are reasonably expected for your mental health care based on information known at the time this estimate was prepared. This is an estimate only. The actual services provided and the actual charges may differ from those described in this estimate depending upon your individual clinical needs and course of treatment.
Additional services may be recommended as part of your care that are not included in this Good Faith Estimate. If additional services require separate scheduling, you may request a separate Good Faith Estimate for those services. This Good Faith Estimate is not a contract and does not require you to obtain the services described in this estimate from Coastal Haven Counseling, LLC or from any provider identified in this estimate.
YOUR RIGHT TO DISPUTE A BILL
If you are billed $400 or more above the expected charges listed in your Good Faith Estimate for a provider or facility, you may have the right to dispute the bill through the federal Patient-Provider Dispute Resolution process.
For information about your rights under the No Surprises Act or how to initiate a dispute, visit:
www.cms.gov/nosurprises/consumers Initiating a dispute will not adversely affect the quality of health care services provided to you. Please retain a copy of this Good Faith Estimate for your records.
Good Faith Estimate prepared by: ☐ Julie Clark  ☐ Alayna Barrett  ☐ Sandra Quast 
☐ Other: ______________________________  Date: ______________________
Client provided estimate by:
☐ Electronic Delivery   ☐ Email   ☐ Paper Copy   ☐ Other: __________________________

