Harwell Neurobehavioral Pediatrics LLC
Fee for Service Agreement
Practice Address:
1708 Mockingbird Lane, Lakeland, FL 33801
1. Introduction
This Fee for Service Agreement (“Agreement”) is made between Harwell Neurobehavioral Pediatrics LLC (“Practice,” “Us,” or “We”) and the undersigned parent or legal guardian (“You”) on behalf of your child(ren) (“Patient”). The Practice provides comprehensive neurobehavioral evaluation for children ages 2–18 under a fee-for-service model.
2. Definitions
· Services: Medical and non-medical services described in Appendix A, provided on an ongoing basis in exchange for fees.
· Patient: The child(ren) for whom care is provided.
· You/Your: The parent or legal guardian signing this agreement.
3. Services Provided
1. Comprehensive Neurobehavioral Assessment and Diagnosis
VIRTUAL appointments with our provider, including a thorough review of birth, developmental, medical, academic, family history, and areas of concern. Comprehensive behavior rating scales for parent, teacher, and self to evaluate for a broad range of behavioral, emotional, social, and academic issues. Follow up VIRTUAL appointment(s) to review results of all evaluations and provide diagnosis, personalized recommendations, and referral if needed.
2. Additional Autism Spectrum Disorder Assessment
If concern for an autism spectrum disorder, the gold-standard ADOS-2 assessment will be completed in addition to the initial neurobehavioral assessment. An ONSITE visit in a private sensory friendly space. 
**Special requests can be made by your child’s healthcare provider for Harwell Neurobehavioral Pediatrics to complete the ADOS-2 test and send the results back to them to provide the official review, diagnosis, and recommendations.
3. Additional Screening for Learning Disorders (Age 6 and up)
If concerns for learning disorders, a gold standard screening tool will be used in addition to the initial neurobehavioral assessment. An ONSITE visit in a private sensory friendly space.​​ 
· See Appendix A for full details.
4. Fees and Payment Terms
	

Service Description
	

Rate
	Introductory Rate 25% Discount
(March 2026-July 2026)

	Comprehensive Neurobehavioral Assessment and Diagnosis
 (120-180 minutes/2-3 VIRTUAL visits)
	
$800.00
	
$600.00

	Additional Autism Spectrum Disorder assessment (ADOS-2)
(60-90 minutes/one ONSITE visit)
	
$400.00
	
$300.00

	Additional screening and referral for learning disorders 
(60 minutes/ONSITE visit)
	$400.00

	$300.00




· As this is a fee-for-service practice, you are responsible for payment of all charges for services provided. We accept the following payment methods:
· Major credit/debit cards (Visa, Mastercard, American Express, Discover)
· HSA/FSA cards
· Electronic payments via our secure patient portal
· Payment is due prior to or at the time of service.
· For your convenience, we offer the option to keep a credit or debit card on file. By providing this information, and accepting these terms, you authorize Harwell Neurobehavioral Pediatrics to charge your card for
· Any outstanding balance
· Services rendered at the time of the visit.
· No-show fees (if applicable)
· We use a secure, HIPAA-compliant system to store payment information. You may request removal of your card at any time. 

· Financial hardship-If you are experiencing financial hardship that makes it difficult to afford the full cost of services, please contact us directly at office@harwellneurobehavioralpediatrics.com to review your specific circumstances. We are committed to making these essential evaluations accessible when feasible. Upon review of your situation, we may be able to offer one or more of the following options at our discretion-
· A payment plan-spreading the cost over manageable installments (in initial deposit followed by monthly payments over a set period with no interest)
· A reduced fee or adjusted rate-based on factors such as household income, family size, or documented hardship.
5. Insurance and Medicaid Policy
· The Practice does not participate in any insurance plans or third-party payors.
· Medicaid patients are welcome, but Medicaid cannot be billed for services under this Agreement; you are responsible for all fees.
6. Communication Policy
· Electronic communications (email, text, video chat, etc.) are offered for convenience but cannot be absolutely guaranteed secure.
· You may opt out of any communication method.
· The secure patient portal is the preferred method for sharing sensitive information.
· Email and text are not appropriate for emergencies; call 911 or visit an emergency facility in urgent situations.
8. Telehealth Consent
· Telehealth (virtual visits) will be utilized with your consent.
· Risks include technological limitations, confidentiality breaches, and inability to conduct full physical exams.
· All telehealth sessions use secure, encrypted platforms.
9. Office Policies
· No Recording: Patient shall not use photography, video, or audio recording during visits to protect privacy and ensure a professional environment.
· Late Appointments: Arrivals more than 15 minutes late may be rescheduled.
· No-Show Policy: $25 fee per missed appointment; after three no-shows, discharge from the Practice.
· Provider Absence: Planned absences will be communicated.
10. Contract Terms
· Amendments: Agreement will be updated as required by law.
· Severability: Invalid provisions do not affect the remainder of the Agreement.
· Governing Law: State of Florida.
11. Acknowledgment and Signature
· By signing below, you acknowledge that you have read, understood, and agreed to all terms and conditions. You are encouraged to seek clarification before signing. Your electronic signature is legally binding.
12. Appendices
· Appendix A: Detailed Services
Medical Services offered under this Agreement are those consistent with the nurse practitioner's training and experience, and as deemed appropriate under the circumstances, at the sole discretion of the provider. The Patient is responsible for all costs associated with any medications, laboratory testing, specimen analysis, and imaging related to these Services unless otherwise noted. The specific Medical Services provided under this Agreement include the following: Neurobehavioral Evaluation with behavioral rating scales, ADOS-2, Woodcock Johnson IV.
· Appendix D: Telehealth Consent
Appendix D: Informed Consent and Agreement for Telehealth Services Consent to Telehealth I understand that by providing my signature, handwritten or in electronic format of any kind, constitutes my legal signature. In providing my signature on this document in some form, I am confirming that I understand and agree to its terms. Definition of Telehealth For the purposes of this document, telehealth is defined as the electronic communications technologies used by the Provider and staff at Harwell Neurobehavioral Pediatrics, to enable them to obtain information and communicate remotely while providing me with patient care. I understand that the same standard of care applies to medical treatment obtained through telehealth communications as applies to an in-person visit. The information obtained through telehealth communications may be used for diagnosis, treatment, follow-up, and/or education and may include any of the following: - Patient medical records - Medical images - Live two-way audio and data communications - Output data from medical devices and sound and video files. - Questionnaire, email, and text messaging. Possible Risks of Telehealth: While telehealth is a convenient and effective option for many healthcare services, there are some risks involved, including: - Technology limitations: There may be technical issues, such as poor internet connection, audio or video problems, or other technology failures that may affect the quality of consultation. 
- Confidentiality Breeches: Although we use secure platforms, there is always a small risk that unauthorized individuals could access communication. 
- Inability to conduct a full physical exam: Some aspects of your child's condition may not be fully assessed through telehealth. In such cases, the provider may recommend an in-person visit for further evaluation or follow-up.
- Delay in Treatment: In rare cases, if the provider determines that telehealth is not sufficient for your child's care, further evaluation in person may be required, which could result in delays in treatment. 
-Confidentiality and Security Your child's health information is confidential and protected by the same laws that apply to in-person visits, including Health Insurance Portability and Accountability Act (HIPAA). All telehealth sessions are conducted through secure, encrypted communication platforms to ensure the privacy of your child's health information. We will take every precaution to safeguard the security and confidentiality of all communications. 
Consent to Telehealth I, the undersigned (or parent/legal guardian) agree that my act of agreeing to terms and conditions will have the same legal effect as a handwritten signature. I have the choice of executing this document in either of the two ways described above. By electronically signing this document, I certify that I have read this document and understand it. I have had the opportunity to have any questions answered. I understand this document in its entirety, and I consent to participation in telehealth. I understand that I may have a hard copy of this Informed Consent upon request.
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