
SUNDEW THERAPY ANDWELLNESS
GOOD FAITH ESTIMATE

Beginning January 1, 2022, federal laws regulating client care have been updated to include the “No Surprises”
Act. Under the law, healthcare providers need to give patients who don’t have insurance or who are not using
insurance an estimate of the bill for medical items and services called a “Good Faith Estimate” (GFE)
explaining how much your medical care will cost.

Healthcare providers must give you a Good Faith Estimate in writing must be provided within 3 business days
upon request. Information regarding scheduled items and services must be furnished within 1 business day of
scheduling an item or service to be provided in 3 business days; and within 3 business days of scheduling an
item or service to be provided in at least 10 business days. You can also ask your health care provider, and any
other provider you choose, for a Good Faith Estimate before you schedule an item or service. If you receive a
bill that is at least $400 more than your Good Faith Estimate, you can dispute the bill. Be sure to save a copy or
picture of your Good Faith Estimate.

There are a number of factors that make it challenging to provide an estimate on how long it will take for a
client to complete therapeutic treatment, and much depends on the individual client and their goals in seeking
therapy. Some clients are satisfied with a reduction in symptoms while others continue longer because it feels
beneficial to do so. Others begin to schedule less frequently, and may continue to come in for “tune-ups” or
when issues arise. Ultimately, as the client, it is your decision when to stop therapy.

 At Sundew Therapy and Wellness, we must provide a diagnosis for all clients for both ethical, legal, and
insurance reasons -- as well as required by the "No Surprises Act". A formal diagnosis occurs after an
assessment has been completed. That will take place 1-5 sessions after beginning psychotherapy. If you choose
to decline a formal diagnosis, we will not update the GFE. It is within your rights to decline a diagnosis per
state and federal guidelines.  

 Sundew Therapy and Wellness recognizes every client's therapy journey is unique.
How long you need to engage in therapy and how often you attend sessions will be influenced by many factors
including:

● Your schedule and life circumstances
● Therapist availability
● Ongoing life challenges

● The nature of your specific challenges and
how you address them

● Personal finances

You and your therapist will continually assess the appropriate frequency of therapy and will work together to
determine when you have met your goals and are ready for discharge and/or a new "Good Faith Estimate" will
be issued should your frequency or needs change.

So, it depends on several factors because everyone has unique counseling goals. Like any other relationship, it
takes time to develop a therapeutic relationship with your counselor and identify your treatment goals, establish
a plan of action, and work towards accomplishing them. Whatever your number of sessions will be, we will
work together to meet your needs.

Please contact our office staff at getintouch@sundewtherapy.com to request a Good Faith Estimate
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OMB Control Number: 0938-1401 Expiration Date: 05/31/2025

Your Rights and Protections Against Surprise Medical Bills
When you get emergency care or are treated by an out-of-network provider at an in-network
hospital or ambulatory surgical center, you are protected from balance billing. In these cases,
you shouldn’t be charged more than your plan’s copayments, coinsurance, and/or deductible.

What is “balance billing” (sometimes called “surprise billing”)?
When you see a doctor or other health care provider, you may owe certain out-of-pocket costs, like a
copayment, coinsurance, or deductible. You may have additional costs or have to pay the entire bill if you
see a provider or visit a healthcare facility that isn’t in your health plan’s network.

“Out-of-network” means providers and facilities that haven’t signed a contract with your health plan to
provide services. Out-of-network providers may be allowed to bill you for the difference between what your
plan pays and the full amount charged for a service. This is called “balance billing.” This amount is likely
more than in-network costs for the same service and might not count toward your plan’s deductible or
annual out-of-pocket limit.

“Surprise billing” is an unexpected balance bill. This can happen when you can’t control who is involved in
your care—like when you have an emergency or when you schedule a visit at an in-network facility but are
unexpectedly treated by an out-of-network provider. Surprise medical bills could cost thousands of dollars
depending on the procedure or service.

You’re protected from balance billing for:
Emergency services
If you have an emergency medical condition and get emergency services from an out-of-network provider or
facility, the most they can bill you is your plan’s in-network cost-sharing amount (such as copayments,
coinsurance, and deductibles). You can’t be balance billed for these emergency services. This includes
services you may get after you’re in stable condition unless you give written consent and give up your
protections not to be balanced billed for these post-stabilization services.

Certain services at an in-network hospital or ambulatory surgical center
When you get services from an in-network hospital or ambulatory surgical center, certain providers there
may be out-of-network. In these cases, the most those providers can bill you is your plan’s in-network
cost-sharing amount. This applies to emergency medicine, anesthesia,
pathology, radiology, laboratory, neonatology, assistant surgeon, hospitalist, or intensivist services. These
providers can’t balance bill you and may not ask you to give up your protections not to be balance billed.

If you get other types of services at these in-network facilities, out-of-network providers can’t balance bill
you, unless you give written consent and give up your protections.

You’re never required to give up your protections from balance billing. You also aren’t
required to get out-of-network care. You can choose a provider or facility in your plan’s
network.

When balance billing isn’t allowed, you also have these protections:
• You’re only responsible for paying your share of the cost (like the copayments, coinsurance, and deductible
that you would pay if the provider or facility was in-network). Your health plan will pay any additional costs
to out-of-network providers and facilities directly.
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• Generally, your health plan must:

o Cover emergency services without requiring you to get approval for services in advance
(also known as “prior authorization”).

o Cover emergency services by out-of-network providers.

o Base what you owe the provider or facility (cost-sharing) on what it would pay an in-network
provider or facility and show that amount in your explanation of benefits.

o Count any amount you pay for emergency services or out-of-network services toward your
in-network deductible and out-of-pocket limit.

If you think you’ve been wrongly billed, contact The Delaware Board of Professional Regulations at
(302) 739-4522

Visit www.cms.gov/nosurprises/consumers for more information about your rights under federal law.

Surprise Billing Protection Form

This document describes your protections against unexpected medical bills. It also
asks if you’d like to give up those protections and pay more for out-of-network care.

IMPORTANT: You aren’t required to sign this form and shouldn’t sign it if you didn’t have a
choice of health care provider before scheduling care. You can choose to get care from a

provider or facility in your health plan’s network, which may cost you less.

If you’d like assistance with this document, ask your provider or a patient advocate. Take a
picture and/or keep a copy of this form for your records.

__________________________________________________________________________

You’re getting this notice because this provider or facility isn’t in your health plan’s network and is
considered out-of-network. This means the provider or facility doesn’t have an agreement with your plan
to provide services. Getting care from this provider or facility will likely cost you more.

If your plan covers the item or service you’re getting, federal law protects you from higher bills when:

• You’re getting emergency care from an out-of-network provider or facility, or

• An out-of-network provider is treating you at an in-network hospital or ambulatory surgical
center without getting your consent to receive a higher bill.

Ask your healthcare provider or patient advocate if you’re not sure if these protections apply to you. If
you sign this form, be aware that you may pay more because:

• You’re giving up your legal protections from higher bills.
• You may owe the full costs billed for the items and services you get.
• Your health plan might not count any of the amount you pay towards your deductible and
out-of-pocket limit. Contact your health plan for more information.

Before deciding whether to sign this form, you can contact your health plan to find an in-network
provider or facility. If there isn’t one, you can also ask your health plan if they can work out an
agreement with this provider or facility (or another one) to lower your costs.

See the next page for your cost estimate
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Estimate of what you could pay if you give up your protections

Patient name:______________________________________________________________

Out-of-network facility name: Sundew Therapy and Wellness

Total cost estimate of what you may be asked to pay:

►Review your detailed estimate. See Page 5 for a cost estimate for each item or service you’ll get.
►Call your health plan. Your plan may have better information about how much of these services are

reimbursable.

►Questions about this notice and estimate? Contact getintouch@sundewtherapy.com

►Questions about your rights? Contact the Board of Professional Regulations at (302) 739-4522

Prior authorization or other care management limitations Except in an emergency, your health plan may
require prior authorization (or other limitations) for certain items and services. This means you may need
your plan’s approval that it will cover the items or services before you can get them. If your plan requires
prior authorization, ask them what information they need for you to get coverage.
For more information about your rights and protections Visit www.cms.gov/nosurprises/consumers for
more information about your rights under federal law.

By signing, I understand that I’m giving up my federal consumer protections and may have to pay more for
out-of-network care.With my signature, I’m agreeing to get services from (select all that apply):

☐ Brianna Shumate, LCSW

With my signature, I acknowledge that I’m consenting of my own free will and I’m not being coerced or
pressured. I also acknowledge that:
● I’m giving up some consumer billing protections under federal law.
● I may have to pay the full charges for these items and services or have to pay additional

out-of-network cost-sharing under my health plan.
● I was given a written notice on [enter date of notice]that explained my provider or facility isn’t in my

health plan’s network, described the estimated cost of each service, and disclosed what I may owe if I
agree to be treated by this provider or facility.

● I got the notice either on paper or electronically, consistent with my choice.
● I fully and completely understand that some or all of the amounts I pay might not count toward my

health plan’s deductible or out-of-pocket limit.
● I can end this agreement by notifying the provider or facility in writing before getting services.

IMPORTANT: You don’t have to sign this form. If you don’t sign, this provider or facility might not treat
you, but you can choose to get care from a provider or facility that’s in your health plan’s network.

___________________________________________ ______________________________________________

Patient’s signature or Guardian/Authorized Representative’s Signature

___________________________________________ ______________________________________________

Print Name of Patient or Print Name of Guardian/Authorized Representative

___________________________________________ ______________________________________________

Date and Time of Signature Date and Time of Signature

Take a picture and/or keep a copy of this form. It contains important information about your rights and protections.
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More details about your total cost estimate

Patient name:______________________________________________________________

Out-of-network facility name: Sundew Therapy and Wellness

The amount below is only an estimate; it isn’t an offer or contract for services. This estimate shows the full
estimated costs of the items or services listed. It doesn’t include any information about what your health

plan may cover. This means that the final cost of services may be different than this estimate.

Contact your health plan to find out if your plan will pay any portion of these costs, and how much you
may have to pay out-of-pocket.

Date of service
Name of

Provider or
Facility

Service
code

Description
Estimated

amount to be
billed

Subtotal for [insert name of provider or facility]:

Total estimate of what you may owe:

Good Faith Estimate Disclaimer
This Good Faith Estimate shows the costs of items and services that are reasonably expected for your health
care needs for an item or service. The estimate is based on information known at the time the estimate was
created. The Good Faith Estimate does not include any unknown or unexpected costs that may arise during
treatment. You could be charged more if complications or special circumstances occur. If this happens, and
your bill is $400 or more for any provider or facility than your Good Faith Estimate for that provider or facility,
federal law allows you to dispute the bill. You may also start a dispute resolution process with the U.S.
Department of Health and Human Services (HHS). If you choose to use the dispute resolution process, you
must start the dispute process within 120 calendar days (about 4 months) of the date on the original bill. There
is a $25 fee to use the dispute process. If the agency reviewing your dispute agrees with you, you will have to
pay the price on this Good Faith Estimate. If the agency disagrees with you and agrees with the health care
provider or facility, you will have to pay the higher amount. The Good Faith Estimate is not a contract and does
not require the uninsured (or self-pay) individual to obtain the items or services from any of the providers or
facilities identified in the Good Faith Estimate. The form may be used by the health care providers to inform
individuals who are not enrolled in a plan or coverage or a Federal health care program (uninsured individuals),
or individuals who are enrolled but not seeking to file a claim with their plan or coverage (self-pay individuals)
of the expected charges they may be billed for receiving certain health care items and services. A good faith
estimate must be provided within 3 business days upon request. Information regarding scheduled items and
services must be furnished within 1 business day of scheduling an item or service to be provided in 3 business
days; and within 3 business days of scheduling an item or service to be provided in at least 10 business days.
For questions or more information about your right to a Good Faith Estimate or the dispute process, visit here,
email FederalPPDRQuestions@cms.hhs.gov, or call 1-800-985-3059.
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