
FEE SCHEDULE – JULY 2021 
  

Self Paid (no insurance) fees: 
Psychiatric Evaluation, M.D,    $300 
Follow up, 15-20 minutes,M.D.   $120 
Follow up/Ind. Therapy, M.D.  $200 
Individual Therapy, Counselor  $130 
 
Please note that time scheduled for your appointment is reserved only for you. We do not offer that time to 
anybody else. If you have conflict in your schedule, please call the office to re-schedule as soon as possible. 
 

No Show Fees: 
No Show / Late Cancellation,  Medication Management  appt – $120 
No show / No call 1 hr Therapy, M.D.  - $200 (full cost) 
No show / No call 1 hr Therapy, Counselor  - $130 (full cost) 
 
First appointment deposit $100  
48 hrs advanced notice is required for cancellations 
 
Documentation: - $15 /page:  
(for example: letters, disability questionnaires, life insurance questionnaires, etc.) 
 
Returned check -  $30 (If requested, we will gladly hold checks until certain date) 
 
Court Appearance and  Legal Consultations - $300/hr 
 
Medications are refilled ONLY during medication follow up appointment.  Please check before the visit if you 
need refills for your medication, and let Dr Gluszak know at the appointment.  You will be provided with 
enough refills until your next visit.  
 
Dr Gluszak does not use “automatic” refill requests  from the pharmacies. Taking psychiatric medications 
needs to be closely supervised and followed up with the physician on regular basis. 
If you require refill due to the missed appointment there will be $20 refill charge. 
 
I have read and accepted the above terms. 
Patient Name:_____________________________________________________________________  
 
Patient Signature_____________________________________________Date__________________ 

 

TAMPA BAY 
PSYCHIATRIC SERVICES, PL 
 
Boguslaw Gluszak, MD 
Cheryl Buss, LCSW 
 

3848 Flatiron Loop, Suite 102                        5664 Marquesas Circle 
         Wesley Chapel FL 33544                                 Sarasota FL 34233 
                     Tel: 813 699 4020                                  Tel: 941 527 0159 
                      Fax: 813 464 768                                  Fax: 813 464 7682 
 

 Mailing Address: 
              1767 Lakewood Ranch Blvd.  # 255 

              Bradenton FL 34211 
 
                                            www.tampabaypsychiatricservices.com 
             

         
 

 

 

http://www.tampabaypsychiatricservices.com/


 
 

REFILL POLICY 
 
As of August 1st,  2016 there is a fee of $25 for calling in prescriptions.  
 
Refilling medication through pharmacies can be very frustrating and time consuming. It is our 
policy to give enough medication and refills to get you through to your next appointment. 
Please schedule appointments prior to your last dose of your last refill and do not wait until 
your medication runs out. 
 

• There is no refills without appointment on new medications/new dosages. 
 

• You must have your next appointment on schedule in order to get prescription refill.  
 

• Note that some prescriptions (including stimulants used for treatment of ADHD/ADD) 
cannot be called in by the doctor. Physical prescription must be submitted to the 
pharmacy. 

 
 
Please have a list of all medication that require refill at your appointment.  

 
If refills are required, please allow 48 business hours to process the request. 
 

Prescriptions refills are done during regular business hours  
(Mon-Fri 8 am – 6 pm) 

 
Dr Gluszak reserves the right to refuse refilling any medication if he believes it is clinically 
necessary to evaluate patient before prescribing medication. 
 
 
 
 
 
I have read and accepted the above terms. 
 
Patient Name:_____________________________________________________________________  
 
Patient/Guardian’sSignature_______________________________________Date_______________ 
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