
 
Good Faith Estimate (GFE) 

Issued under the No Surprises Act (NSA) 
Purpose of This Form 
This Good Faith Estimate (GFE) shows the costs of items and services that are reasonably 
expected for your health care needs for a primary service. This estimate is based on 
information known at the time the estimate was created and is provided to clients who are 
uninsured or who choose not to submit a claim to their health plan (self-pay). 
1. Provider and Business Information 

Field Details 
Legal Practice Name Elizabeth A. Willems, PsyD 
Provider Name(s) Included in this Estimate Elizabeth A. Willems, PsyD and/or Jeffrey Paul Romero 

Romero, MS, EdD (Sport/Performance Psychology) 
Provider Type/Taxonomy Clinical Psychologist 
Willems NPI 1144470154 
Romero Romero NPI 1063096410 
Tax ID Number (TIN)  
Contact Email doctor@elizabethwillems.com 
Contact Phone +1 617-402-5515 
Service Location [ Select One ]  

◻ Telehealth via secure platform   
◻ In-person at: 185 Devonshire Street, Suite 902, Boston, 
MA, 02110, USA 

Date of Good Faith Estimate ____________________________________________ 

2. Client Information 

Field Details 
Client Full Name ____________________________________________ 
Client Date Of Birth ____________________________________________ 
Client Email ____________________________________________ 
Client Phone ____________________________________________ 

 

 

 

(Willems),Clinical mental health counseling (Romero) 

[will be provided upon request]



3. Details of Estimated Charges 

The estimated costs are valid for 12 months from the date of this Good Faith Estimate, unless 
you receive an updated estimate. 
Detail Description 
Primary Service Psychotherapy, 45 minutes 
CPT Code (Required) 90834 
Expected ICD-10 Diagnosis Code Z71.9: Counseling, unspecified 
Frequency of Sessions per Year Select Expected Quantity (Check one):  

◻ 104 (Two sessions per week)   
◻52 (One session per week)   
◻26 (One session every other week)   
◻12 (One session per month) 

ITEM #1: Quantity of Sessions Selected ____________________________________________ 
ITEM #2: Cost Per Unit (Therapy Session Fee) $ ____________________________________________ USD 
Total Estimated Charges (Item #1 x Item #2) $ ____________________________________________ USD 
Notes/Description of Service: This estimate only covers the primary service (45-minute 

psychotherapy). It does not include fees for crisis work, 
psychological testing, court appearances, or document 
preparation, which would be billed separately based on a 
contracted rate. 

4. Disclaimers and Client Acknowledgement 

Disclaimers 

This Good Faith Estimate does not include any unknown or unexpected costs that may arise during treatment. You could be charged more if complications or 
special circumstances occur. 

● This Good Faith Estimate is not a contract. It does not obligate you to accept the services listed above. 
● This Good Faith Estimate is NOT an authorization for you to receive services or a promise that your health plan will cover any portion of the cost. 

Your Right to Dispute the Bill 

USA federal law allows you to dispute the bill if, for any provider or facility, the actual billed charges are $400 USD or more than your Good Faith Estimate for that provider 
or facility. 
If you are billed for more than this Good Faith Estimate, you may have the right to dispute the bill. 
You may contact the health care provider or facility listed above to let them know that the billed charges are higher than the Good Faith Estimate. You can: 

1. Ask them to update the bill to match the Good Faith Estimate, 
2. Ask to negotiate the bill, or 
3. Ask if there is financial assistance available. 

You may also start a dispute resolution process with the U.S. Department of Health and Human Services (HHS). 
● If you choose to use the dispute resolution process, you must start the dispute process within 120 calendar days (about 4 months) of the date on the original 

bill. 
● There is a $25 USD fee to use the dispute process with HHS. If the Selected Dispute Resolution (SDR) entity reviewing your dispute agrees with you, you will have 

to pay the price on this Good Faith Estimate, reduced by the $25 USD fee. If the SDR entity disagrees with you, you will have to pay the higher amount. 
To learn more and get a form to start the process, go to www.cms.gov/nosurprises/consumers or call +1-800-985-3059. 
Client Signature (Required) 

I have received and understand this Good Faith Estimate, including the information regarding my right 
to dispute a bill that exceeds this estimate by $400 USD or more. 
Client Signature: ____________________________________________ 
Date: ____________________________________________ 
Keep a copy of this Good Faith Estimate in a safe place or take pictures of it. You may need it if you are billed a higher amount. 


