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Sally Stauffer: 971-222-5360

Molly Brumder: 503-753-6943 

Email: thrivetherapeutics@gmail.com                                         We believe everyone deserves the opportunity to thrive.


Credit and Payment Policy

The staff at Thrive Therapeutics is committed to providing compassionate and professional care to all of our clients.  Similar to any other independent business, our ability to continue to provide treatment to your child is dependent on timely payment for services rendered.  We have created this Credit and Payment Policy to clearly communicate with you the various responsibilities of our business and yourself regarding reimbursement for your child’s treatment.

Parents/guardians are responsible for the balance not covered by their insurance company.  If a parent/guardian has no insurance or if the insurance company does not cover a service, the parent/guardian agrees to pay for the service in full within 30 days of either the service or the denial from their insurance carrier.  Should you need to make a payment arrangement it is to be made in advance of the service with the therapist.  If you are not sure of your benefit it is your responsibility to contact your insurance carrier or employer benefit office.

All co-payments and other payments that you are responsible for are expected at the time of service.  Your child will not be seen if you do not bring in your co-pay or payment for more than 2 appointments in a row.  If your child cannot be seen because of payment issues, Thrive Therapeutics billing office will notify you and your physician by phone and letter.

If your check is returned to us for insufficient funds, we charge your account $25.00.  If a second attempt is made to process your check and it fails, your account will be charged another $10.00.  Should your account be placed in a collection agency you will be responsible for all agency and/or legal fees incurred.

By signing this policy, I am indicating that I have read and received a copy, or the original, of the Credit and Payment Policy of Thrive Therapeutics and accept this policy for treatment of my child at Thrive Therapeutics.
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