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Good Faith Estimate for Mental Health Services 

Patient Name: _______________________________ Date of Birth: _________________ 

Date of Estimate: ____________________________ 

Practice Name: OtterWell Mental Health LLC 

Provider Name: Stephanie Schaefer, Psy.D. 

NPI #: 1750430690 

Tax ID #: 39-3676535 

Phone: 503-836-3152 

Email: drstephanie@otterwellmentalhealth.com 

Service Location: Telehealth (Online Only) 

Services and Fees: 
Your treatment plan will vary based on your needs and the treatment plan you design with your 
provider. Most clients have 1 intake session (60-90 minutes) at the beginning of therapy, and 
then see their provider 2 to 4 times per month for an hour. Therapy varies in how long 
treatment lasts, and the below estimates are provided using the assumption you will complete 
1 intake and have 2-4 individual therapy sessions per month. Estimates have been provided for 
the different individual therapy durations; however, you will likely engage in one length of 
service (e.g., 60-minute session) for the majority of your sessions. 
 

Service Description CPT Code Fee Estimated Frequency Total Estimated Cost 

Intake, up to 90 min. 90791 $330 1 $330 

Individual Therapy, 60 min. 90837 $230 2-4/month $460-$920 /month 

Individual Therapy, 45 min. 90834 $172.50 2-4/month $345-$690/month 
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Individual Therapy, 30 min. 90832 $115 4/month $460/month 

 

The example estimate below includes only the expected fees for regularly scheduled services 
over a one-month period. The actual number of sessions you schedule may vary depending on 
your needs and treatment goals. You may stop treatment at any time. 

Example estimated cost for first month of therapy with 60-minute individual therapy: $330 
(intake) + 3 x $230 (individual therapy sessions 60 minutes each) = $1,020. 

• Sliding scale rates or discounts may be available based on financial need. 

Cancellation/No Show Policy 

• 50% of the session fee for cancellations with less than 48 hours’ notice (25 to 47 hours) 
• 100% of the session fee for cancellations with less than 24 hours’ notice or no-shows 

(defined as not arriving within 15 minutes of the scheduled appointment time). 

Disclaimers 

• This Good Faith Estimate shows the costs of items and services that are reasonably 
expected for your mental health care needs. The estimate is based on typical care provided, 
not a guarantee. 

• You may be charged more if your needs change or if you choose to receive additional 
services. 

• You have the right to dispute any charges that are $400 or more above this estimate. 
• To initiate the patient-provider dispute resolution process, you may contact the U.S. 

Department of Health and Human Services (HHS) within 120 days of receiving the bill at 
https://www.cms.gov/nosurprises or call 1-800-985-3059. 

I have reviewed this estimate and understand the costs and policies described above. 

Signature: ____________________________       Date: ______________ 


