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Specialty Services

In addition to regular counseling, Dr. Olson offers Specialty Services.  Specialty Services include services such as psychological evaluation, reconciliation / reunification counseling, and court ordered evaluation and counseling.  

As a rule, most insurance plans do NOT cover specialty services.  Insurance coverage refusal is based on the assumption that such services do not treat a formal diagnosis, nor do such services employ a recognized therapeutic treatment for a covered disorder.

In some cases of court ordered reconciliation and/or reunification counseling the client may have a bona fide diagnosis suitable for insurance billing.  In these cases insurance coverage may be pursued; however, the client must also consider the wisdom of using a formal diagnosis in view of their legal circumstances.  This is a question for an attorney or other legal representative.  Furthermore, the client must give permission for use of a formal diagnosis and insurance billing before insurance can be billed.  Even with an appropriate diagnosis and permission to bill insurance, each insurance company may only partially cover such services.  Final determination of insurance coverage always belongs to the insurance company.

Dr. Olson requires a retainer of $3,000 to begin Specialty Services and reserves the right to require a larger container based on his estimation of the needs of the case.

Court cases usually involve considerable preliminary work to properly set up services to meet legal requirements before clients are seen.  Preliminary services generally include consultation with other professionals (e.g. attorneys, mental health counselors, a Guardian Ad Litem).   Additionally, records reviews, and email and/or telephone charges may be assessed prior to beginning face-to-face sessions.


Retainer Agreement:

I agree to pay Dr. Olson $	 as a retainer fee for	
	type of service
to be performed on my behalf.
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