
 

Fee Schedule 
 
In the course of evaluation and treatment of your child at SpeechPath Outpatient Clinic, your therapist will 
perform different activities. Each activity is associated with a specific code that is used to bill insurance. 
Services not covered by insurance may be performed and charged in 15 minute increments with a minimum 
of 30 minutes. 
 
The following codes and fees are common to practice at SpeechPath Outpatient Clinic. This list does not 
encompass all possible codes that might be used in rare situations, and does not limit therapists in any way. 
Fees are subject to change. 
 
92507   Speech/Articulation Treatment  $100 
92522   Evaluation of Speech    $275 
92523  ` Evaluation of Speech and Language $375 
92610   Evaluation of Swallowing  $275 
92526   Swallowing Treatment   $100 
97165   Occupational Therapy Evaluation (L) $400 
97166   Occupational Therapy Evaluation (M) $400 
97167   Occupational Therapy Evaluation (H) $400 
97168   Occupational Therapy Re-Evaluation $300 
97530   Occupational Therapy Activity  $125/hour 
 
   Private 30 Minutes   $65 
   Private 45 Minutes   $75 
   Private 1 hour    $100 
 
The following fees may potentially be assessed to your account. 
 
   Returned Check Fee   $35 
   Late Payment Fee   5% 
   No Show Fee    $50 
   Late Pickup Fee    $5 per minute 
   Collection Service Fee   40% 
 
Discounted Rates - SpeechPath Outpatient Clinic reserves the right, at their sole discretion, to discount fees 
for services based on payment status and prompt payment arrangements. 
 
I understand that, if I elect to receive the service(s) and my insurance determines that the service(s) is not a 
Covered Service, or the service is not considered to be Medically Necessary or Medically Appropriate, I 
will be responsible to pay for all costs associated with the service(s), including, but not limited to, 
practitioner costs, facility costs, ancillary charges and any other related expenses. I acknowledge that my 
insurance may not pay for the service(s). I acknowledge that, if receiving services through a 3rd party payer, 
I will be financially responsible at the conclusion of my arrangement with that party. 
 
Signature of Responsible Party: _____________________________________   Date: _______________ 
Rev: 5/17 


