
The Private Practice Launch Guide 

A practical guide for therapists starting or growing a solo private practice 
This guide was built from real therapist experiences, including what worked, what didn't, and 
what they wish they'd known, combined with current official U.S. sources on licensing, 
compliance, and enrollment. It is designed to help you move from "I think I want a private 
practice" to "I know what to do, in what order, and what to watch out for." 

How to Use This Guide: Three Starting Points 
If you want the fastest path: Start with Section 1 (TL;DR), then jump to Section 5 (Pre-Launch 
Checklist by Phase), and use the Checklist Library (Section 8) as your working document. 
 
If you want to understand the decisions first: Read Section 3 (Choose Your Practice Model), 
then Section 4 (Biggest Challenges), then work through Section 5 in order. 
 
If you just need a specific checklist or template right now: 
 

What you need Go here 

The full pre-launch checklist 8.1 Master Checklist 

Lean private-pay launch 8.2 Fastest Low-Admin Launch 

Insurance-heavy launch 8.3 Insurance-First Launch 

Building while still employed 8.4 Gradual Transition 

Hybrid office + telehealth setup 8.5 Hybrid Office + Telehealth 

State-specific research 8.6 State Research Checklist 

Fill-in-the-blank worksheets 9.2 Templates and Worksheets 

Phone, email, and fee scripts 9.3 Example Scripts 

Sample launch timelines 9.4 Suggested Launch Timeline 
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1. TL;DR: Fastest Safe Path to Launch 
The cleanest launch is not “pick an EHR and make an Instagram.” It is: confirm you can legally 
practice in your state, choose a practice model before buying tools, set up the business core, 
make the privacy and paperwork stack real, decide how money will flow, and build a first-referral 
path before you depend on it for rent. The recurring pain for new practice owners is that 
everything hits at once: marketing, credentialing, cash-flow risk, admin overload, billing, and 
state-specific rules. For most new solo therapists, the fastest safe path is usually low fixed 
overhead, telehealth-first if appropriate, a simple compliant stack, and either private pay / 
out-of-network or a deliberately narrow insurance strategy you understand before committing. 

If You Only Do 10 Things Before Seeing Your First Client 
1.​ Verify that your current license level can legally operate in private practice in your state 

and under what supervision rules, if any. If you are doing telehealth, remember the 
patient’s location is usually what matters for licensure. 

2.​ Choose your launch model first: private pay / out-of-network, hybrid, direct in-network, or 
platform-assisted insurance. This choice changes almost everything else. 

3.​ Decide whether you are starting lean and gradual or quitting and jumping all at once. 
Most therapists find that gradual launches are the safer default. 

4.​ Lock in the business basics: name, business address strategy, entity path if needed, 
EIN, NPI, malpractice insurance, and a separate business bank account. 

5.​ Set up a HIPAA-safe operating stack before client information starts moving through your 
phone, email, forms, or computer. Covered entities generally need the right safeguards 
and business associate agreements where applicable. 

6.​ Create the core paperwork before first session: informed consent, Notice of Privacy 
Practices, financial agreement, Release of Information, intake paperwork, and a Good 
Faith Estimate process for uninsured or self-pay clients. 

7.​ Decide how you will get paid and how you will document that payment: card on file, 
invoicing, billing, claims, superbills, bookkeeping, and tax tracking. 

8.​ If you want to take insurance, start CAQH and credentialing early. Build around the 
reality that this can take months, not days. 

9.​ Build one real referral path before you “launch”: a Psychology Today profile, a simple 
website, one platform profile, a local referral network, or some combination of those. 
Experience consistently shows that demand does not appear automatically. 

10.​Run a full dress rehearsal from first inquiry to paid first session: reply, consult, fee or 
insurance conversation, portal/forms, session, note, payment, receipt, and follow-up. 

Fastest Low-Admin Launch Path 
This is the default path for someone who wants to start cleanly without taking on unnecessary 
fixed overhead: 
 

-​ Start telehealth-first unless your niche genuinely requires office space. 
-​ Delay signing an office lease until the revenue case is obvious. 



-​ Keep the tool stack simple: one main EHR / practice-management system, one secure 
email setup, one phone / messaging setup, one bookkeeping method. 

-​ Start with private pay / out-of-network or a very selective insurance strategy instead of 
trying to panel with everything at once. 

-​ If you want insurance access quickly, consider a platform-assisted bridge model, but 
treat lock-in, referral quality, and long-term control as real tradeoffs, not footnotes. 

-​ Build a minimal but real marketing stack: clear niche language, a headshot, Psychology 
Today, and one additional referral channel. 

-​ Keep bookkeeping and taxes separate from day one, even if the system is simple at first. 
-​ Use local expert help only where it removes real risk or confusion: state-specific 

attorney, accountant, biller, credentialing helper, or mentor. 

How To De-Risk The Jump Financially 
-​ Calculate your bare-minimum monthly number before quitting anything: 

-​ personal expenses 
-​ business overhead 
-​ taxes 
-​ benefits you now have through employment 

-​ Assume the ramp will be slower than you hope. 
-​ If possible, build the practice on evenings, one day off, or part-time before making the full 

jump. 
-​ Keep fixed overhead low: 

-​ no full office too early 
-​ no unnecessary subscriptions 
-​ no hiring before revenue exists 

-​ Make an explicit plan for: 
-​ health insurance 
-​ retirement contributions 
-​ disability coverage 
-​ PTO and sick time reality 
-​ backup coverage if you are unavailable 
-​ what happens if you need a leave of absence, emergency coverage, or time off 

without a boss to absorb it 
-​ Know your “ready to resign” threshold: 

-​ runway in months 
-​ minimum viable caseload 
-​ steady referral pace 
-​ confidence that the intake-to-payment workflow actually works 

Most Common Mistakes 
-​ Buying software before deciding what kind of practice you are actually building. 
-​ Assuming advice from another therapist applies in your state without checking local 

rules. 



-​ Quitting your job or signing an office lease before you understand the cash-flow gap. 
-​ Treating credentialing as a quick paperwork task instead of a long lead-time project. 
-​ Taking on too many insurance panels too early. 
-​ Outsourcing billing or credentialing without visibility into what the vendor is actually 

doing. 
-​ Treating Headway, Alma, or similar shortcuts as if they remove the need to understand 

payer logic and long-term dependency. 
-​ Using a home address or personal number without thinking through public-record 

exposure and boundary consequences. 
-​ Spending too much time on branding and not enough on intake flow, policies, and 

first-referral channels. 
-​ Launching without a clear payment workflow. 
-​ Launching without a backup plan for illness, vacation, or emergency. 

What Changes Most By State 
These are the first things to verify locally instead of assuming a national answer: 
 

-​ whether your license level can independently practice 
-​ whether supervision is still required 
-​ whether your profession should use an LLC, PLLC, PC, or some other structure 
-​ whether your city or county requires a business license, zoning approval, or 

home-occupation compliance 
-​ telehealth rules, especially across state lines 
-​ Medicaid enrollment and payer participation rules 
-​ record-retention rules, minor-consent rules, and related documentation expectations 
-​ state and local tax issues 

Bottom Line 
If you want the fastest safe launch, do this in order: 
 
legal eligibility -> practice model -> financial runway -> business setup -> HIPAA-safe 
stack -> paperwork and policies -> payment flow -> referral path -> dress rehearsal -> first 
client 
 
That sequence is the difference between a practice that feels manageable and one that feels 
like a string of expensive surprises. 
 

 



2. Orientation: How to Use This Guide 
Whether you are still thinking about it, actively building, or already seeing your first clients, this 
guide is designed to help you do things in the right order and avoid the most common (and most 
expensive) mistakes. It is written for U.S.-based solo or small private-practice launches, aimed 
at therapists who are trying to balance speed, compliance, cash-flow risk, and overwhelm at the 
same time. 

Who This Guide Is For 
-​ You are starting a solo private practice from scratch 
-​ You are adding a side practice before leaving employment 
-​ You are deciding between private pay, hybrid, and insurance-based models 
-​ You want to avoid expensive sequencing mistakes 
-​ You want both a checklist and the reasoning behind it 

What This Guide Covers 
-​ the safest launch sequence 
-​ the major setup decisions that change everything downstream 
-​ the biggest recurring pain points from therapists who have already done this 
-​ how therapists are actually handling these problems in practice 
-​ tool categories and tradeoffs 
-​ the parts of setup that vary most by state 
-​ the operational basics needed before first client 

What This Guide Does Not Replace 
Use this guide to get oriented and structured. Do not use it as a substitute for: 
 

-​ your licensing board 
-​ a healthcare attorney when entity or compliance questions are unclear 
-​ a CPA or accountant for tax decisions 
-​ payer contracts, participation terms, or reimbursement schedules 
-​ state-specific legal review when the rule actually depends on where you practice 

 
When this guide says “check your state” or “verify locally,” treat that as a real instruction, not a 
disclaimer filler line. 

Three Ways To Read This Guide 

1. Read It Fast 
Use this mode if you are trying to launch soon and need the shortest practical path. 
 

-​ read section 1 first 



-​ use the phase-based checklist sections as your working plan 
-​ ignore optional complexity until the basics are in place 

2. Read It Carefully 
Use this mode if you want to understand the tradeoffs before you commit to a model. 
 

-​ read the major decision sections in order 
-​ compare launch paths before choosing tools 
-​ use the challenge chapters to spot what is most likely to slow you down 

3. Read It State-First 
Use this mode if you already know your state is likely to be a special case. 
 

-​ start with legal eligibility and state-variation sections 
-​ make a list of every local rule you need to confirm 
-​ do not lock in entity, telehealth, or payer decisions until that list is checked 

How To Work Through It In Practice 
The most effective way to use this guide is not to read it once and feel informed. It is to turn it 
into an operating document. 
 

-​ keep your own running checklist beside it 
-​ mark each item as required, recommended, or optional 
-​ keep one section for “must verify locally” 
-​ keep one section for “need help from accountant / attorney / biller / mentor” 
-​ write down the exact launch model you are choosing before you start buying software 

 
If you skip that last part, a lot of the later decisions will feel confusing because they actually 
depend on a decision you never made explicitly. 

Definitions Used Throughout 
-​ Private pay: the client pays you directly and is not using your in-network participation. 
-​ Out-of-network: you are not contracted with the client’s plan; the client may pay you 

directly and seek reimbursement depending on their benefits. 
-​ In-network: you are contracted with the payer and agree to that payer’s 

reimbursement and billing rules. 
-​ Platform-assisted insurance model: you use a company such as Headway or 

Alma to simplify parts of credentialing, billing, or payer participation, usually in exchange 
for less independence or other tradeoffs. 

-​ Telehealth-only: you are not relying on a physical office as your core care-delivery 
model. 



-​ Hybrid: you use both telehealth and in-person care. 
-​ Side-practice transition: you build the practice while still employed elsewhere 

instead of making an immediate full jump. 

Core Rule For Reading The Rest 
Whenever a section seems to give conflicting advice, the usual reason is that two different 
practice models are being mixed together. Go back to the earlier question: 
 
What kind of practice are you actually building? 
 
That answer should drive almost every major setup decision that follows. 
 

 



3. Start Here: Choose Your Practice Model First 
The single biggest sequencing mistake is trying to pick tools, entity details, or marketing tactics 
before deciding what kind of practice you are building. Therapists are consistent on that point 
even when they disagree on tactics. A telehealth-first private-pay practice, a hybrid practice with 
a few insurance panels, and a fully in-network solo practice are not small variations of the same 
plan. They are different businesses with different timelines, overhead, admin burdens, and risk 
profiles. 
 
If you choose the model first, a lot of later decisions become easier: 
 

-​ whether you need to prioritize CAQH and credentialing immediately 
-​ whether an office is urgent or optional 
-​ how much marketing pressure you should expect 
-​ what kind of cash-flow gap you need to plan for 
-​ whether a platform like Headway or Alma is a bridge, a convenience, or the wrong fit 
-​ how simple or complex your first tech stack should be 

Why Sequencing Matters 
People often start with whatever feels concrete: 
 

-​ comparing EHRs 
-​ buying a domain 
-​ pricing office space 
-​ reading marketing tips 
-​ asking which platform is “best” 

 
Those are not actually the first-order decisions. The first-order decision is your model. That one 
choice changes: 
 

-​ how fast you can launch 
-​ how much admin you inherit 
-​ how dependent you are on payers or platforms 
-​ whether referrals or reimbursement are the main bottleneck 
-​ how much fixed overhead is rational early on 

 
If you are not clear on the model, you can easily end up with the worst parts of several 
approaches at once: office rent, insurance admin, weak referrals, and a tool stack that does not 
match the workflow. 



The Main Practice Models 

1. Private Pay / Out-of-Network First 
This is usually the fastest model to launch operationally. You are not waiting on payer 
credentialing before you can start seeing clients, and you keep the payment relationship more 
direct. The tradeoff is that you take on more demand-generation pressure because you do not 
get the access or directory benefits that come with in-network participation. 
 
This model tends to fit best when: 
 

-​ you want the simplest launch path 
-​ you have low fixed overhead 
-​ you have a niche or strong positioning 
-​ you are comfortable with marketing and referral-building 
-​ you want more fee control 

 
This model tends to fit worst when: 
 

-​ you need insurance access to fill quickly 
-​ your local market is very price-sensitive 
-​ you do not have a clear referral path yet 
-​ you are counting on fast caseload growth to replace full-time income 

2. Hybrid: Private Pay / Out-of-Network Plus A Few Insurance Panels 
This is often the most balanced path for a new solo practice. You keep some flexibility and fee 
control while using a few insurance contracts to reduce the marketing burden and increase 
accessibility. The administrative load is meaningfully higher than pure private pay, but lower than 
trying to become in-network with everything at once. 
 
This model tends to fit best when: 
 

-​ you want a middle path between speed and access 
-​ you want some payer-based referrals without turning the practice into a claims shop 
-​ you are willing to learn or outsource a moderate amount of billing and credentialing work 

 
This model tends to fit worst when: 
 

-​ you hate insurance admin and do not want to outsource it 
-​ you are tempted to add too many panels too early 
-​ you need a totally simple launch 



3. Fully In-Network, Directly Paneled 
This is usually the slowest and most admin-heavy launch path, but it can create broader access 
and more stable referral flow once fully running. It requires earlier attention to credentialing, 
payer applications, CAQH upkeep, billing operations, patient responsibility conversations, 
denials, and recredentialing. 
 
This model tends to fit best when: 
 

-​ you want broad payer access 
-​ you are building for long-term ownership of your own payer relationships 
-​ you are willing to build or outsource real back-office capability 
-​ you can tolerate a slower launch 

 
This model tends to fit worst when: 
 

-​ you need revenue quickly 
-​ you do not have runway for credentialing delays 
-​ you are starting solo and already feel overloaded by admin 

4. Platform-Assisted Insurance Model 
This is the “make insurance less painful” path. In practice, this usually means using a platform to 
simplify some combination of credentialing, billing, reimbursement handling, and referral intake. 
In practice, Headway and Alma come up repeatedly as ways therapists lower launch friction, 
especially when they want insurance access faster or do not want to learn the whole insurance 
back office on day one. 
 
This model tends to fit best when: 
 

-​ you want a simpler insurance path 
-​ you want to avoid doing every part of credentialing and billing yourself 
-​ you care more about speed and reduced friction than about maximum independence at 

the start 
 
This model tends to fit worst when: 
 

-​ you want full control of payer relationships from the beginning 
-​ you are uncomfortable with dependency on a third party 
-​ you are assuming the platform solves the whole business for you 

 
The tradeoff here is not subtle. Therapists repeatedly describe these platforms as launch 
accelerators, but also as sources of lock-in or reduced independence if you later want to 
transition fully onto your own contracts. 



Delivery Model Matters Too 
Your care-delivery setup is a second model decision that changes the economics quickly. 

Telehealth-Only 
This is usually the leanest operational path. It reduces office overhead, removes some location 
friction, and makes gradual startup easier. It is often the best default for therapists who want to 
validate the business before taking on rent. 
 
It fits best when: 
 

-​ your niche works well virtually 
-​ your state and licensure situation support the workflow you want 
-​ you want the lowest fixed overhead 
-​ you are building slowly 

 
It fits worst when: 
 

-​ your clinical work genuinely depends on in-person care 
-​ your ideal referral sources expect physical office presence 
-​ your patients or local market strongly prefer in-person work 

Hybrid Office + Telehealth 
This is often the practical middle ground. It gives you flexibility and can widen your referral 
appeal, but it adds complexity around scheduling, rent, privacy, and address decisions. 
 
It fits best when: 
 

-​ your niche benefits from offering both 
-​ you want to meet local market preferences without giving up telehealth flexibility 
-​ you can keep the office cost modest at first 

 
It fits worst when: 
 

-​ you are signing more office than you need 
-​ you have not validated demand yet 
-​ you are adding rent mainly because it feels more “real” 

In-Person Heavy 
This can absolutely work, but it is usually the least forgiving model early because it adds fixed 
cost and physical logistics quickly. If you go this route, do it because the work requires it or the 
referral logic truly supports it, not because it feels like the professional default. 



Tradeoff Table 

Model Speed to 
launch 

Admin 
burden 

Marketing 
burden 

Revenue 
predictability 

Flexibility Dependenc
e on third 
parties 

Private pay / 
OON first 

Fast Low to 
moderate 

High Lower early, 
improves if 
niche/referrals 
work 

High Low 

Hybrid Moderate Moderate Moderate Moderate High Moderate 

Fully 
in-network 
direct 

Slow High Lower once 
paneled 

Higher once 
operating well 

Moderate Low to 
moderate 

Platform-assist
ed insurance 

Moderate 
to fast 

Lower 
than direct 
paneling 

Moderate Moderate Moderate High 

Telehealth-only 
overlay 

Faster / 
leaner 

Lower 
overhead 

Depends on 
payer mix and 
niche 

Depends on 
referral flow 

High Low to 
moderate 

Hybrid office + 
telehealth 
overlay 

Moderate Moderate Moderate Moderate High Low to 
moderate 

 
This table is deliberately simple. In real life, most practices are combinations: 
 

-​ telehealth-only + private pay 
-​ telehealth-first + platform-assisted insurance 
-​ hybrid office + a few direct panels 
-​ side-practice private pay that later becomes hybrid 

How Therapists Are Actually Handling This In Practice 
A handful of repeated patterns show up. 

Bootstrap / Low-Overhead Launch 
Common shape: 
 

-​ telehealth-first 
-​ low fixed overhead 



-​ one EHR 
-​ business checking 
-​ simple bookkeeping 
-​ Psychology Today plus local networking 
-​ a gradual transition out of employment 

 
Why people choose it: 
 

-​ it lowers the cash-flow risk 
-​ it avoids office rent too early 
-​ it keeps the setup understandable 

 
Main risk: 
 

-​ if referrals are weak, the lower-overhead model can still feel slow because marketing is 
now the main bottleneck 

Headway / Alma Assisted Launch 
Common shape: 
 

-​ use a platform for insurance participation or billing simplification 
-​ keep the rest of the practice relatively lean 
-​ combine platform referrals with Psychology Today and direct referrals 

 
Why people choose it: 
 

-​ they want insurance access without doing everything manually 
-​ they want faster movement than direct paneling 
-​ they do not want to become billing experts in month one 

 
Main risk: 
 

-​ dependency, unclear long-term fit, and the false sense that the platform replaces the 
need for a broader business model 

Direct Credentialing From Day One 
Common shape: 
 

-​ CAQH first 
-​ payer applications early 
-​ more intentional billing setup 
-​ sometimes more use of credentialers, billers, or local experts 

 
Why people choose it: 



 
-​ they want long-term ownership of contracts 
-​ they want broader payer access 
-​ they are building for a more durable in-network model 

 
Main risk: 
 

-​ a slower and more operationally heavy launch than expected 

Private-Pay Niche Launch 
Common shape: 
 

-​ clear specialty 
-​ stronger website and positioning 
-​ fee control 
-​ fewer payer dependencies 

 
Why people choose it: 
 

-​ they want simplicity and autonomy 
-​ they already know who they serve 
-​ they do not want insurance to define the practice 

 
Main risk: 
 

-​ if the niche is vague, weak, or poorly communicated, this can turn into a slow-ramp 
model with a lot of financial stress 

Subleased Office Gradual Launch 
Common shape: 
 

-​ part-time office use 
-​ telehealth still doing some of the load-bearing work 
-​ start small and expand only if the caseload supports it 

 
Why people choose it: 
 

-​ they want some in-person presence without a full lease burden 
-​ it lets them match overhead to actual demand 

 
Main risk: 
 

-​ complexity creep if they start treating a part-time office like a full clinic before the 
business is there 



Build Slowly Or Jump All At Once? 
This is not a personality question. It is a risk and runway question. 

Side-Practice Transition 
Usually best when: 
 

-​ you need income stability 
-​ you still rely on employer benefits 
-​ you want to test referral flow before fully committing 
-​ you are unsure which model will actually work in your market 

 
Main downside: 
 

-​ it can be tiring and slow because you are doing two jobs at once 

Part-Time Employed + Part-Time Private Practice 
Usually best when: 
 

-​ you can reduce hours without losing every safety net immediately 
-​ you want a middle-ground transition 
-​ you want enough time to build without a pure leap 

 
Main downside: 
 

-​ you still carry double-duty strain for a while 

Immediate Full Jump 
Usually best when: 
 

-​ you have strong runway 
-​ you already understand the workflow well 
-​ you have a good referral base, clear niche, or a fast path to demand 
-​ you are not depending on instant profitability to stay afloat 

 
Main downside: 
 

-​ the mistakes get expensive faster 

Quick Decision Framework 
If you want the simplest operational launch: 
 

-​ choose telehealth-first 



-​ keep overhead low 
-​ start private pay / OON or selective hybrid 

 
If you want the best balance of access and control: 
 

-​ choose hybrid 
-​ add only a few insurance paths at first 
-​ avoid overbuilding the back office too early 

 
If you want long-term ownership of payer relationships: 
 

-​ choose direct in-network intentionally 
-​ expect a slower setup 
-​ build real admin support or outsource well 

 
If you want insurance access faster and hate admin: 
 

-​ choose a platform-assisted bridge model 
-​ go in with your eyes open about dependency and long-term tradeoffs 

Checklist: Decide This Before You Buy Tools 
Before you compare EHRs, website builders, or phone systems, write down answers to these: 
 

1.​ Am I starting private pay, hybrid, direct in-network, or platform-assisted? 
2.​ Am I telehealth-only, hybrid, or mostly in-person? 
3.​ Am I building slowly, part-time, or jumping full-time? 
4.​ Do I need insurance access quickly, or can I build demand without it? 
5.​ What fixed overhead am I willing to carry before the caseload is real? 
6.​ What level of admin am I actually willing to do myself? 
7.​ What kind of dependence on platforms, vendors, or payers am I comfortable with? 

 
If you cannot answer those questions yet, do not shop for tools. You are not ready for tool 
decisions because you have not made the business decision that gives those tools context. 
 

 



4. Launch Friction: Biggest Challenges for New Private Practices 
This section is the short map of the whole guide. If section 5 is the launch sequence and section 
6 is the detailed operating manual, section 4 is the fast answer to: what actually makes new 
private practices hard to get right, where do people make mistakes, and what are practice 
owners doing about those problems in real life? 
 
The same pain clusters show up repeatedly for new practice owners: 
 

-​ legal uncertainty about whether the therapist can independently open at all 
-​ confusion about whether to take insurance and how much insurance admin is tolerable 
-​ credentialing timelines that are slower and messier than expected 
-​ a slower-than-hoped caseload ramp, especially after quitting too early or spending too 

early 
-​ entity, tax, and bookkeeping decisions getting delayed because they feel technical 
-​ too many tools purchased before the workflow is actually clear 
-​ paperwork, payment policies, and boundary language getting created too late 
-​ marketing assumed rather than built 
-​ support systems treated as optional until you feel isolated or overwhelmed 
-​ fear, decision fatigue, and “I don’t know what I don’t know” turning into sequencing 

mistakes 

Overview Table 

Challenge What It Usually 
Looks Like 

How Therapists Are 
Handling It 

What Varies By 
State 

See Also 

Legal eligibility 
and 
independent-pra
ctice status 

Confusion about 
whether the clinician 
can open now, under 
what entity, and 
under what 
supervision or board 
constraints 

checking the board 
first, verifying 
telehealth and local 
business rules before 
spending money, 
delaying launch if 
independent status is 
unclear 

board rules, 
supervision rules, 
entity rules, 
telehealth rules, local 
licensing 

sections 5.1, 
6.1, 7 

Insurance 
strategy 

Unclear decision 
between private pay, 
OON, direct panels, 
Headway, Alma, or 
hybrid 

launching private pay 
first, choosing a 
deliberately narrow 
payer mix, or using a 
platform bridge while 
they learn the 
economics 

Medicaid, payer 
participation rules, 
some telehealth and 
entity requirements 

sections 3, 
5.2, 6.2 



Challenge What It Usually 
Looks Like 

How Therapists Are 
Handling It 

What Varies By 
State 

See Also 

Credentialing 
timelines 

Owners expect 
paneling to move 
quickly, then discover 
that applications, 
follow-up, and payer 
setup can stretch for 
months 

staying employed 
longer, launching 
private pay first, or 
outsourcing 
credentialing and 
billing support 

payer mix, Medicaid 
rules, Medicare 
participation, 
entity/address 
requirements 

sections 5.2, 
6.2, 6.8 

Slow ramp and 
cash-flow risk 

Panic when the 
caseload fills more 
slowly than 
expected, or when 
full-time overhead 
shows up too early 

staying part time 
employed, keeping 
fixed costs low, 
delaying office 
commitments, 
building a runway 
first 

local market 
demand, payer mix, 
office economics, tax 
treatment 

sections 5.6, 
6.3, 6.11, 
8.4 

Business 
structure, taxes, 
and 
bookkeeping 

Paralysis around 
LLC vs sole prop vs 
PLLC, tax setup, 
bookkeeping, and 
money visibility 

using a simple early 
structure, separating 
business finances 
quickly, outsourcing 
cleanup later if 
needed 

entity rules, PLLC / 
professional-entity 
rules, local tax and 
business-license 
rules 

sections 5.3, 
6.4, 7 

HIPAA-safe 
stack and 
privacy 

Overbuying software, 
mixing personal and 
business tools, or not 
knowing which 
vendors need closer 
review 

choosing one core 
practice system, 
separating 
phone/email early, 
keeping the stack 
lean 

privacy and record 
rules may differ, 
telehealth 
expectations vary 

sections 5.4, 
5.5, 6.5, 6.7 

Paperwork, 
policies, and 
documentation 

Intake, consent, 
financial policies, and 
emergency 
workflows get 
delayed until just 
before launch 

copying a basic 
starting set, testing 
the full workflow 
once, tightening after 
first live use 

consent, minors, 
record retention, 
GFE and disclosure 
expectations, 
emergency planning 
assumptions 

sections 5.4, 
5.7, 6.6, 7 

Money 
conversations, 
boundaries, and 
scripts 

Fee conversations 
happen too late, 
unclear texting/email 
habits develop, and 

writing scripts early, 
using standard policy 
language, and 
making money 
conversations routine 

some consent, 
disclosure, and 
crisis-response 
expectations vary 

sections 5.7, 
6.12, 9.3 



Challenge What It Usually 
Looks Like 

How Therapists Are 
Handling It 

What Varies By 
State 

See Also 

poor-fit leads drift too 
far into the process 

instead of 
exceptional 

Referrals, 
marketing, and 
first-client 
conversion 

The practice is 
technically open but 
no one knows it 
exists, or inquiries do 
not convert cleanly 

starting with one or 
two referral 
channels, leaning on 
directories, niche 
messaging, and local 
relationship-building 

market density, payer 
mix, niche demand, 
telehealth 
acceptance 

sections 5.8, 
6.10, 8 

Outsource vs 
DIY decisions 

Founders pay for 
help too early, or 
avoid help too long 
and create backlog 

outsourcing targeted 
technical tasks while 
still learning enough 
to supervise the work 

business filing and 
tax tasks can differ a 
lot by state and city 

sections 5.3, 
6.8, 9.1, 9.2 

Benefits, leave, 
and safety-net 
replacement 

Losing 
employer-backed 
health insurance, 
PTO, retirement, and 
backup coverage 
makes the launch 
feel much riskier 

keeping a day job 
longer, using a 
spouse plan, COBRA 
or exchange 
coverage, and 
setting explicit leave 
reserves before 
resigning 

exchange pricing, 
Medicaid eligibility, 
state insurance 
context, leave 
expectations 

sections 5.6, 
6.11 

Isolation, 
support, and 
confidence 

Founders feel alone, 
second-guess every 
decision, and lack 
local context for what 
is normal 

building peer 
consultation, local 
therapist 
relationships, 
accountants, billers, 
and mentors into the 
launch plan 

local referral culture 
and professional 
networks vary a lot 

sections 5.9, 
6.13 

Fear, 
overwhelm, and 
decision fatigue 

Owners freeze 
because every 
choice feels 
high-stakes and 
every unknown feels 
like a hidden trap 

choosing a lean 
model, reducing 
simultaneous 
decisions, copying a 
basic working setup, 
and improving later 

the legal and payer 
stakes behind those 
decisions vary by 
state 

sections 1, 5, 
6.14 



Common Mistakes and How Practice Owners Are Handling Them 
Each challenge below follows a consistent pattern: what it looks like, why it causes mistakes, 
how therapists are handling it, tool or process options, and what varies by state. 

1. Figuring Out Whether You Can Legally Practice Privately Yet 
What it looks like 
 

-​ a therapist assumes licensure automatically means independent private practice is 
allowed 

-​ they form a business or buy tools before confirming supervision or entity rules 
-​ they assume telehealth means they only need to follow the rules where they live 

 
Why it causes delays or mistakes 
 

-​ later discoveries force rework of entity, address, supervision, or service plans 
-​ marketing may start before the underlying model is actually allowed 
-​ local licensing or board issues create expensive false starts 

 
How therapists are handling it 
 

-​ checking the board first, not last 
-​ asking local peers what the state-specific traps actually are 
-​ using state-specific webinars, accountants, or attorneys only after identifying the real 

questions 
 
Tool or process options 
 

-​ board website + written notes 
-​ state research worksheet 
-​ local accountant or attorney for professional-entity questions 

 
What varies by state 
 

-​ independent-practice rights 
-​ supervision rules 
-​ PLLC / PC requirements 
-​ telehealth and cross-state practice rules 
-​ local business-license rules 

2. Deciding Whether To Take Insurance 
What it looks like 
 

-​ therapists treat insurance as an all-or-nothing moral or business choice 



-​ they underestimate how much insurance changes workflow, documentation, and time 
-​ they pick a model based on fear of marketing rather than actual local demand 

 
Why it causes delays or mistakes 
 

-​ they choose a business model that does not match their runway or admin tolerance 
-​ they commit to an insurance path without understanding reimbursement, denials, or 

collections 
-​ they drift into hybrid complexity without deciding intentionally 

 
How therapists are handling it 
 

-​ launching private pay or OON first to move faster 
-​ choosing only one to three major payers rather than “taking everything” 
-​ using Headway or Alma as a bridge when they want insurance access sooner 

 
Tool or process options 
 

-​ direct paneling 
-​ private pay / OON with superbills 
-​ platform-assisted insurance 
-​ hybrid path with very limited payer participation 

 
What varies by state 
 

-​ Medicaid attractiveness 
-​ payer mix and reimbursement reality 
-​ telehealth reimbursement patterns 
-​ professional-entity and enrollment requirements 

3. Handling Credentialing Timelines 
What it looks like 
 

-​ people expect credentialing to be a startup task that takes days or a few weeks 
-​ they sign overhead commitments before revenue from paneling is real 
-​ they do not realize how much follow-up and cleanup payer work requires 

 
Why it causes delays or mistakes 
 

-​ revenue assumptions become unrealistic 
-​ launch timelines get built around best-case instead of real-case timing 
-​ billing confusion starts the moment effective dates or contracts are unclear 

 
How therapists are handling it 



 
-​ paneling with only a few high-value payers 
-​ outsourcing credentialing or billing help 
-​ keeping telehealth or part-time work as the bridge while paneling runs 

 
Tool or process options 
 

-​ CAQH 
-​ direct payer applications 
-​ billing / credentialing company 
-​ Headway / Alma / similar bridge models 

 
What varies by state 
 

-​ Medicaid enrollment 
-​ address and entity requirements 
-​ how attractive insurance participation is in that market 

4. Surviving the Slow Ramp Financially 
What it looks like 
 

-​ people budget as if every slot fills immediately and every scheduled client shows 
-​ they quit employment before benefits and runway are actually replaced 
-​ they commit to rent, software, and contractors before referrals are stable 

 
Why it causes delays or mistakes 
 

-​ financial stress makes every later decision feel urgent 
-​ owners start changing fees, payer strategy, or hours reactively 
-​ the practice becomes fragile because overhead rose before revenue did 

 
How therapists are handling it 
 

-​ building slowly while employed 
-​ using telehealth first to reduce fixed costs 
-​ keeping a spouse plan, COBRA, exchange coverage, or EAP / platform revenue as a 

bridge 
 
Tool or process options 
 

-​ runway worksheet 
-​ bare-minimum budget 
-​ low-overhead telehealth-first launch 
-​ part-time transition plan 



 
What varies by state 
 

-​ insurance reimbursement reality 
-​ health coverage costs 
-​ tax burden and local business costs 

5. Choosing the Right Business Structure 
What it looks like 
 

-​ new practice owners get stuck on LLC versus PLLC versus sole prop versus S-corp 
before they even know the model 

-​ they assume online advice applies without checking professional-entity rules locally 
-​ they delay EIN, banking, or separation of finances because the structure still feels 

unsettled 
 
Why it causes delays or mistakes 
 

-​ too much energy gets spent on abstract optimization instead of basic launch readiness 
-​ entity mistakes can affect payer enrollment, taxes, and compliance 

 
How therapists are handling it 
 

-​ starting with the simplest valid structure 
-​ using an accountant early and a lawyer only when the question is actually legal 
-​ separating business finances fast even if the structure is still simple 

 
Tool or process options 
 

-​ CPA 
-​ state filing site 
-​ basic bookkeeping software 
-​ separate banking and card 

 
What varies by state 
 

-​ professional-entity rules 
-​ local registrations 
-​ tax treatment and filing requirements 

6. Building a HIPAA-Safe Tech Stack 
What it looks like 
 



-​ owners buy a website, scheduler, email, phone, telehealth tool, payment tool, and EHR 
without a unified workflow 

-​ they use personal phones or ad hoc messaging because it is convenient at first 
-​ they are unsure which vendors need closer privacy review 

 
Why it causes delays or mistakes 
 

-​ tool sprawl creates administrative drag 
-​ privacy and documentation gaps get harder to fix later 
-​ switching tools after go-live is disruptive 

 
How therapists are handling it 
 

-​ choosing one main practice system 
-​ keeping the early stack lean 
-​ separating personal and business communication early 

 
Tool or process options 
 

-​ all-in-one EHR 
-​ dedicated business phone / messaging tool 
-​ simple website plus directory profile 
-​ bookkeeping software only after core workflow is stable 

 
What varies by state 
 

-​ some record and telehealth expectations 
-​ local privacy expectations tied to practice setting 

7. Getting Paperwork and Policies in Place 
What it looks like 
 

-​ intake, consent, ROI, fee policy, and emergency planning get treated like paperwork to 
finish right before launch 

-​ Good Faith Estimate and privacy workflows are not built into the real process 
-​ fee, cancellation, and communication policies are technically written but not 

operationalized 
 
Why it causes delays or mistakes 
 

-​ the first real clients expose missing steps immediately 
-​ stress rises because the owner is improvising on policy questions live 
-​ documentation becomes inconsistent before the workflow stabilizes 

 



How therapists are handling it 
 

-​ starting with a basic working packet 
-​ running a dry run before opening 
-​ tightening language after first use rather than trying to make it perfect in theory 

 
Tool or process options 
 

-​ intake packet template 
-​ financial agreement 
-​ NPP 
-​ GFE process 
-​ telehealth emergency plan 

 
What varies by state 
 

-​ minors and consent issues 
-​ retention rules 
-​ some disclosure obligations 

8. Managing Money, Taxes, and Bookkeeping 
What it looks like 
 

-​ owners are clinically ready but financially blind 
-​ quarterly taxes are forgotten 
-​ payment processing, reimbursement timing, and bookkeeping categories stay messy too 

long 
 
Why it causes delays or mistakes 
 

-​ avoidable IRS or cash-flow problems appear later 
-​ the owner cannot tell what the practice is actually earning 
-​ bad numbers lead to bad pricing or workload decisions 

 
How therapists are handling it 
 

-​ using a CPA early 
-​ outsourcing billing or bookkeeping if they hate it 
-​ keeping books simple but visible from the start 

 
Tool or process options 
 

-​ QuickBooks / Xero / spreadsheet 
-​ CPA 



-​ billing service 
-​ monthly review routine 

 
What varies by state 
 

-​ tax burden 
-​ local business taxes 
-​ entity-related reporting 

9. Getting Referrals and First Clients 
What it looks like 
 

-​ the owner believes that being open is enough to get demand 
-​ website and Psychology Today go live, but the message is vague 
-​ referrals come in slowly and the owner does not know whether the problem is demand, 

messaging, niche, or insurance fit 
 
Why it causes delays or mistakes 
 

-​ owners overspend on branding before proving conversion 
-​ they assume a broad profile is safer than a clear one 
-​ they do not build relationships with real referral sources 

 
How therapists are handling it 
 

-​ leaning on Psychology Today 
-​ using Alma or Headway referral flow when available 
-​ networking locally with med providers, schools, therapists, and former colleagues 
-​ using word of mouth once the first right-fit clients arrive 

 
Tool or process options 
 

-​ directory profile 
-​ one-page website 
-​ local networking list 
-​ EAP or platform bridge 

 
What varies by state 
 

-​ local competition 
-​ reimbursement environment 
-​ telehealth demand versus in-person preference 



10. Deciding What To Outsource Versus Learn Yourself 
What it looks like 
 

-​ people outsource because they are scared, not because the task truly needs 
outsourcing 

-​ or they insist on doing everything alone and create backlog or burnout 
 
Why it causes delays or mistakes 
 

-​ blind outsourcing creates dependency and weak oversight 
-​ blind DIY creates bottlenecks in credentialing, billing, taxes, and setup 

 
How therapists are handling it 
 

-​ paying for credentialing or billing help early 
-​ using a CPA instead of trying to become their own tax expert 
-​ taking work back in-house later once they understand it 

 
Tool or process options 
 

-​ billing service 
-​ credentialing company 
-​ CPA 
-​ virtual assistant later, not first 

 
What varies by state 
 

-​ filing complexity 
-​ tax complexity 
-​ whether local experts with healthcare experience are easy to find 

11. Replacing Lost Benefits, Time-Off Coverage, and Safety Nets 
What it looks like 
 

-​ the owner focuses on revenue but not on health insurance, retirement, leave, or backup 
coverage 

-​ the practice feels riskier than expected because employment used to absorb those 
problems 

 
Why it causes delays or mistakes 
 

-​ people resign too early or panic after resigning 
-​ they treat leave planning as optional until they need it 



 
How therapists are handling it 
 

-​ staying employed longer 
-​ using spouse coverage, COBRA, or exchange plans 
-​ opening retirement accounts early and budgeting for them 
-​ building emergency coverage and referral-out plans 

 
Tool or process options 
 

-​ benefits replacement worksheet 
-​ COBRA / exchange comparison 
-​ Roth IRA / SEP IRA / solo 401(k) planning 

 
What varies by state 
 

-​ exchange options and pricing 
-​ Medicaid fallback possibilities 

12. Finding Support So The Practice Does Not Feel Isolating 
What it looks like 
 

-​ every decision feels personal and high-stakes 
-​ there is no one local to ask about payers, workflow, or what is normal 
-​ the owner starts second-guessing decisions alone 

 
Why it causes delays or mistakes 
 

-​ isolation slows decisions and raises anxiety 
-​ you either overcomplicate the launch or stall out 

 
How therapists are handling it 
 

-​ peer consultation groups 
-​ local therapist networking 
-​ paying trusted specialists for narrow help 
-​ learning from people slightly ahead of them rather than only generic internet advice 

 
Tool or process options 
 

-​ peer group 
-​ local Facebook or listserv groups 
-​ consultation 
-​ accountant / biller / mentor 



 
What varies by state 
 

-​ strength of local therapist networks 
-​ payer and referral culture 

13. Setting Boundaries, Scripts, and Workflows 
What it looks like 
 

-​ owners improvise on fees, cancellations, texting, waitlists, and referral-outs 
-​ “being flexible” quietly becomes “having no clear process” 

 
Why it causes delays or mistakes 
 

-​ the wrong clients move too far through the funnel 
-​ money conversations become inconsistent 
-​ after-hours expectations drift without anyone naming them 

 
How therapists are handling it 
 

-​ writing scripts early 
-​ putting key boundaries in both policies and spoken language 
-​ tightening scripts after real-world use 

 
Tool or process options 
 

-​ first-response script 
-​ fee script 
-​ waitlist script 
-​ referral-out script 

 
What varies by state 
 

-​ crisis planning expectations 
-​ some documentation and consent requirements 

14. Dealing With Fear, Overwhelm, and Decision Fatigue 
What it looks like 
 

-​ you feel like every decision could create a future disaster 
-​ they freeze, overresearch, or keep rearranging decisions instead of closing them 

 
Why it causes delays or mistakes 
 



-​ too many open decisions create startup drag 
-​ fear leads to buying reassurance instead of building a working system 

 
How therapists are handling it 
 

-​ choosing a lean launch path 
-​ copying a basic working setup from trusted peers 
-​ reducing simultaneous decisions 
-​ building slowly enough that confidence can catch up with reality 

 
Tool or process options 
 

-​ phased checklist 
-​ state-research template 
-​ model-decision worksheet 
-​ support system before full resignation 

 
What varies by state 
 

-​ how much legal and payer uncertainty is legitimately present 

What These Challenges Usually Mean In Practice 
The launch rarely fails because one single thing is impossible. It usually gets harder because 
several medium-size problems stack at once: 
 

-​ legal uncertainty creates hesitation 
-​ insurance uncertainty delays model decisions 
-​ credentialing lag distorts revenue expectations 
-​ model indecision leads to a messy tool stack 
-​ messy tools make paperwork and boundaries harder 
-​ weak workflow makes referrals less effective 
-​ missing support makes every problem feel bigger 
-​ slow revenue makes every later decision feel riskier 

 
That is why the sequence in section 5 matters so much. A lot of the pain in practice is not just 
"startup is hard." It is "I did the right tasks in the wrong order." 

How To Use This Section 
-​ If you want the shortest summary of the problem set, stay in section 4. 
-​ If one challenge is obviously your blocker, jump to the matching detailed chapter in 

section 6. 
-​ If you need execution order more than explanation, go to section 5. 
-​ If the challenge depends heavily on location, use section 7 before acting. 



 

 



5. Build the Practice: Pre-Launch Checklist by Phase 
This section is the operational version of the guide so far. The point is not to create a giant list 
you read once. The point is to move through setup in the right order so you do not create 
avoidable delays, unnecessary overhead, or compliance problems. Each phase ends with a 
concrete output. If you do not have that output yet, you are not really done with the phase. 
 
If you want one section to work from in order, use this one first and keep section 8 open beside 
it for the condensed checklist versions. 
 

5.1 Phase 0: Confirm You Can Legally Open a Practice 
Before you buy software, order business cards, or tell people you are "opening soon," confirm 
that you are actually allowed to do what you are planning to do. 
 

​Confirm your exact license type and current status. 
​Confirm whether your license level can independently practice in private practice in your 
state. 

​Confirm whether supervision is still required, and if so, what kind and how it must be 
documented. 

​Confirm whether your profession must use a professional entity type such as a PLLC or 
PC instead of a general LLC. 

​Confirm whether your planned services fit your scope of practice. 
​Confirm whether telehealth is allowed under your license and what additional rules apply. 
​ If you will see clients by telehealth, confirm the rules for the state where the patient is 
located, not just the state where you are sitting. 

​Confirm whether your city or county requires a business license, zoning approval, 
home-occupation approval, or other local registration. 

​ If you may see Medicare or Medicaid patients, identify whether those programs create a 
separate enrollment or compliance path. 

​Write down every unresolved legal or board question before moving on. 
 
State note: 
 

-​ The biggest variation lives here. Independent practice rights, supervision rules, entity 
restrictions, telehealth rules, and local licensing requirements are not uniform. 

 
Checklist output: 
 
You should be able to say: "I know I am legally allowed to operate this kind of practice in 
this state, and I know what still needs local verification before I proceed." 
 



5.2 Phase 1: Choose Business and Care Delivery Model 
This is the phase where you decide what business you are actually building before you buy 
tools, sign leases, or commit to an insurance path. 
 

​Choose your payer model: 
-​ private pay / out-of-network 
-​ hybrid 
-​ fully in-network direct 
-​ platform-assisted insurance 

​Choose your delivery model: 
-​ telehealth-only 
-​ hybrid office + telehealth 
-​ mostly in-person 

​Decide whether you are building a side practice gradually, reducing employed hours 
while building, or making a full jump now. 

​Decide whether you are building only for solo work right now or want the setup to stay 
group-ready. 

​Write down the niche or client population you expect to serve first. 
​Decide whether you need insurance access quickly or whether you can build through 
private pay / OON demand. 

​Decide how much fixed overhead you are willing to carry before the caseload is real. 
​Decide how much insurance admin you are willing to do yourself versus outsource. 
​Decide whether a platform like Headway or Alma is a short-term bridge, a core operating 
choice, or the wrong fit for your goals. 

​Decide your initial schedule shape before referrals arrive. 
​Write down the model in one sentence so later decisions have context. 

 
Checklist output: 
 
You should be able to say: "I know my payment model, care-delivery model, transition 
style, niche, and tolerance for admin and overhead." 
 

5.3 Phase 2: Set Up the Business Core 
This phase is where the practice stops being an idea and becomes a real business. 
 

​Decide what name you are actually using. 
​Check whether your profession and state push you toward a sole proprietorship, LLC, 
PLLC, PC, or similar professional entity. 

​Decide what public-facing business address you are willing to use: 



-​ office address 
-​ virtual/commercial address if allowed 
-​ registered agent address where relevant 
-​ home address only if you fully understand the privacy tradeoff 

​ If your state or local setup requires entity formation first, do that before the rest of the 
business paperwork. 

​Get an EIN from the IRS instead of using your SSN for routine business setup. 
​Get your Type 1 NPI if you do not already have one. 
​Decide whether you also need a Type 2 NPI because of your entity structure or payer 
setup. 

​Get malpractice insurance that matches the way you are actually practicing. 
​Open a separate business bank account. 
​Set up a basic accounting system before money starts moving. 
​Confirm any city or county business-license requirement tied to your location. 
​Write down which items are complete, pending, or blocked by state-specific 
requirements. 

 
Checklist output: 
 
You should be able to say: "My business exists on paper, has its own tax and banking 
identity, and is no longer mixed with my personal setup." 
 

5.4 Phase 3: Build the Clinical + Compliance Foundation 
This phase is the paperwork, policy, and emergency layer that makes the practice safe to 
operate. 
 

​Prepare your informed consent. 
​Prepare your Notice of Privacy Practices and build a process to deliver it by the first 
service and document acknowledgment efforts. 

​Prepare your financial agreement and payment policies. 
​Build your Good Faith Estimate process for uninsured or self-pay clients, including timing 
and delivery method. 

​Prepare your Release of Information form and workflow. 
​Prepare intake paperwork and demographic collection. 
​Prepare your initial assessment workflow or assessment form. 
​Decide where and how records will be stored in a HIPAA-safe way. 
​Write a breach-response plan. 
​Create a transition / professional will / practice-continuity plan. 



​ If you provide telehealth, create an emergency plan that documents the patient's 
location, local emergency contacts, and what happens if the connection drops during a 
crisis. 

​Decide what after-hours contact boundaries and crisis expectations belong in policy 
versus script. 

 
Checklist output: 
 
You should be able to say: "If a client were scheduled tomorrow, I could send the 
required forms, document safely, and handle a privacy issue or emergency in a 
structured way." 
 

5.5 Phase 4: Build the Tech Stack 
Choose the smallest stack that can safely run the model you chose. Do not build a software 
museum. 
 

​Choose your EHR / practice-management platform. 
​Confirm how scheduling will work. 
​Confirm how billing, invoicing, claims, or superbills will be handled. 
​Set up your payment processor. 
​Choose your telehealth platform if applicable. 
​Choose your email setup and confirm HIPAA fit if PHI will pass through it. 
​Choose your phone / texting setup and define boundary rules. 
​Decide whether you need fax, secure messaging, or e-signature tools. 
​Decide where forms, files, and intake documents will live. 
​Set up secure access on devices: 

-​ strong passwords 
-​ MFA 
-​ device encryption 
-​ controlled storage 

​Set up your website and core directory presence only after the workflow is clear. 
​Document which vendors touch PHI and where BAAs or similar written assurances are 
needed. 

 
Checklist output: 
 
You should be able to say: "My tech stack matches my model, is HIPAA-conscious, and 
can support scheduling, care, payment, and basic operations without duct tape." 
 



5.6 Phase 4B: Set Up the Financial Runway and Safety Nets 
This phase exists because new practice owners repeatedly underestimate the slow ramp and 
overestimate how comfortable they will feel once employment benefits disappear. 
 

​Calculate your bare-minimum monthly personal spending. 
​Calculate your bare-minimum monthly business overhead. 
​Estimate your tax set-aside approach. 
​Define your minimum viable caseload number. 
​Decide how many months of runway you want before a full jump. 
​Decide whether you are delaying office rent, new tools, contractors, or other overhead 
until revenue is stable. 

​Make a benefits replacement plan: 
-​ health insurance 
-​ retirement contributions 
-​ disability coverage 
-​ PTO / leave reality 

​Decide what happens if you are sick, on leave, or unexpectedly unavailable. 
​Decide what income bridge you will use if referrals come in slower than hoped. 
​Write down the exact conditions under which you would leave employment, reduce 
hours, or wait longer. 

 
Checklist output: 
 
You should be able to say: "I know how much runway I need, what my minimum viable 
caseload is, and what safety nets I do or do not have." 
 

5.7 Phase 5: Build the Intake and Care Workflow 
This is where the practice becomes a system instead of a set of tools. You are designing what 
actually happens from the first inquiry onward. 
 

​Define how inquiries arrive: 
-​ website form 
-​ phone 
-​ email 
-​ directory request 

​Define your response-time standard. 
​Write your consult or first-call script. 
​Decide how you will discuss fees, insurance, or out-of-network reimbursement. 
​Define when the portal invite goes out. 
​Decide when intake paperwork must be completed. 



​Define your first-session workflow: 
-​ what gets reviewed before session 
-​ what happens in session 
-​ what gets documented after 

​Define when and how payment is collected. 
​Define how claims or superbills are generated. 
​Define how follow-up scheduling happens. 
​Test the whole flow once on paper before you test it live. 

 
Checklist output: 
 
You should be able to say: "I have one clear, repeatable path from inquiry to follow-up 
instead of a loose collection of intentions." 
 

5.8 Phase 6: Build the Referral and Marketing Engine 
Marketing is not optional, but it also does not need to become a giant branding project at 
launch. 
 

​Create a simple, professional website or landing page. 
​Create your Psychology Today profile if it fits your model. 
​Create any additional directory or platform profiles you actually plan to maintain. 
​Use copy that makes your niche and fit understandable, not generic. 
​Get a professional or at least clearly usable headshot. 
​Decide what your first real referral channels will be: 

-​ directories 
-​ local therapist groups 
-​ local medical offices 
-​ schools / colleges 
-​ Facebook groups 
-​ platform referrals 

​Make a short outreach list for referral sources you can actually contact. 
​Decide what you are not doing yet so marketing does not sprawl. 
​Make sure the public-facing messaging matches the model you chose in Phase 1. 

 
Checklist output: 
 
You should be able to say: "I have at least one live public-facing referral path and a 
realistic plan for where the first leads are supposed to come from." 
 



5.9 Phase 7: Build the Human Support System 
This phase is easy to skip and expensive to skip. New owners consistently do better when they 
get the right help instead of trying to learn every domain alone. 
 

​Decide whether you need a state-specific attorney. 
​Decide whether you need a CPA or accountant now or later. 
​Decide whether you need a biller. 
​Decide whether you need a credentialing helper. 
​Decide whether you need a private-practice coach or local mentor. 
​Decide whether you need peer consultation or supervision support beyond minimum 
requirements. 

​Clarify what each support person is actually solving. 
​Avoid hiring help just because the whole process feels intimidating. 
​Also avoid trying to prove you can do everything alone if the cost of confusion is growing. 

 
Checklist output: 
 
You should be able to say: "I know exactly where I am getting legal, financial, 
operational, and emotional backup, and where I am choosing to stay DIY." 
 

5.10 Phase 8: Dry Run and Launch 
This is the last phase before first client. The goal is not just "I have the tools." The goal is "the 
whole system works." 
 

​Test inquiry intake from the outside: 
-​ website form 
-​ phone 
-​ email 

​Test portal invites and intake forms. 
​Test telehealth links if applicable. 
​Test card-on-file or payment collection. 
​Test claim or superbill generation if applicable. 
​Test your note and documentation flow. 
​Test your emergency workflow for telehealth. 
​Test how you would handle a cancellation, no-show, or referral-out. 
​Confirm the public information on your website and directories is accurate. 
​Confirm you know exactly what happens in the first five minutes after a new inquiry 
arrives. 

​Do one full dress rehearsal from inquiry to completed follow-up. 
 



Checklist output: 
 
You should be able to say: "I can take an inquiry, onboard the client, deliver the session, 
document it, collect payment, and follow up without inventing the process in real time." 
 

 



6. Deep Dive Reference Chapters 
 

6.1 Licensing, Board Rules, and State Gating Issues 
This is the chapter that keeps the rest of the guide honest. A lot of startup confusion comes from 
people mixing together three different things: 
 

-​ what is generally good business advice 
-​ what another therapist in another state did 
-​ what their own board actually allows 

 
Those are not interchangeable. Before you rely on any checklist, confirm what your own license, 
board, and location actually permit. 
 
What you need to verify first 
 

-​ whether your current license can independently practice in private practice 
-​ whether supervision is still required, and if so, under what terms 
-​ whether your profession is expected to use a professional entity such as a PLLC or PC 
-​ whether your scope of practice supports the services you plan to offer 
-​ whether telehealth changes documentation, consent, emergency planning, or location 

rules 
-​ whether your city or county adds licensing, zoning, or home-occupation requirements 

 
The main state-gating issues 
 

-​ Associate-license restrictions: 
-​ In some states, associates can work privately with supervision. 
-​ In others, private practice is effectively limited until full independent licensure. 

-​ Professional-entity restrictions: 
-​ Some states are comfortable with a more ordinary small-business setup. 
-​ Others expect profession-specific entity structures or board approval. 

-​ Telehealth gating: 
-​ The patient’s location usually matters, not just yours. 
-​ Cross-state work is not something to assume into existence because telehealth 

feels borderless. 
-​ Local business setup: 

-​ Even if the board is fine, the city or county may still care about licensing, zoning, 
or home-office use. 

 
Common differences by discipline 
 



-​ Social work, counseling, MFT, and psychology often look similar from the outside but can 
differ materially in: 

-​ independent-practice timing 
-​ supervision rules 
-​ naming/entity expectations 
-​ documentation and telehealth guidance 

 
Do not use “therapist” as a legal category. It is a practical umbrella, not a licensing rule. 
 
State-specific research checklist 
 

-​ licensing board website 
-​ scope-of-practice rules 
-​ independent-practice and supervision rules 
-​ telehealth-specific guidance 
-​ secretary of state / business filing office 
-​ city or county licensing office 
-​ Medicaid / Medicare enrollment portals if relevant 
-​ any profession-specific local attorney or association guidance 

 
Red flags 
 

-​ “A therapist in a Facebook group said this was fine.” 
-​ “My friend in another state did it this way.” 
-​ “I’ll just form an LLC now and fix it later.” 
-​ “Telehealth means I can see anyone anywhere.” 
-​ “The board language is vague, so I’ll assume the easier interpretation.” 

 
Practical guidance 
 
When the rule is unclear, do not “research until you feel better.” Write down the exact question 
and get it answered by the right source: 
 

-​ board for licensure and scope 
-​ attorney for entity and state-specific professional-practice issues 
-​ local licensing office for city or county requirements 

 
That is the difference between doing due diligence and just collecting internet opinions. 
 



6.2 Insurance Strategy: Private Pay, OON, Direct Panels, Headway, Alma, 
and Similar Models 
This is one of the biggest forks in the whole guide. Insurance strategy is not just a billing choice. 
It affects speed to launch, how fast the caseload may fill, how much admin you inherit, how 
dependent you are on third parties, and what kind of financial stress you are likely to feel early. 
 
The core models 
 
Private pay / out-of-network 
 

-​ fastest to launch operationally 
-​ lowest payer admin 
-​ highest marketing and positioning burden 
-​ strongest fee control 
-​ weakest built-in access to price-sensitive demand 

 
Hybrid 
 

-​ a middle path 
-​ some payer access and some fee flexibility 
-​ more admin than private pay 
-​ less payer burden than trying to panel with everything 

 
Fully in-network direct 
 

-​ slowest to stand up 
-​ highest operational load 
-​ strongest long-term ownership of your own payer relationships 
-​ potentially broader demand access once established 

 
Platform-assisted insurance 
 

-​ lower friction than building the whole insurance back office yourself 
-​ often faster feeling than direct paneling 
-​ easier to start, but less independent 
-​ can create lock-in or transition pain later depending on your long-term plan 

 
How therapists are handling this in practice 
 
A few recurring patterns show up: 
 

-​ stay private pay / OON if simplicity and fee control matter most 
-​ add only one to three panels instead of overcommitting 



-​ use Headway or Alma as a bridge when fast insurance access matters 
-​ build privately and move toward more direct ownership later 
-​ outsource billing or credentialing when the admin burden starts choking momentum 

 
Decision framework 
 
Choose private pay / OON first if: 
 

-​ you want the fastest clean launch 
-​ you have low overhead 
-​ your niche is strong enough to support direct demand 
-​ you want less payer complexity 

 
Choose hybrid if: 
 

-​ you want a balance of access and control 
-​ you can tolerate moderate admin 
-​ you want a broader referral base without fully becoming an insurance operation 

 
Choose direct in-network if: 
 

-​ you want long-term ownership of payer contracts 
-​ you have enough runway for delays 
-​ you are willing to build or outsource real back-office capacity 

 
Choose a platform-assisted path if: 
 

-​ you want insurance access faster 
-​ you hate administrative setup 
-​ you are willing to trade some independence for speed and simplicity 

 
Pros and cons by model 
 

Model Speed Control Admin Reimbursement 
visibility 

Dependence risk Referral 
quality 

Private 
pay / 
OON 

High High Low High on your fee, 
low on insurer 
behavior 

Low Depends on 
niche and 
local market 

Hybrid Medium Medium-
high 

Medium Mixed Medium Often 
stronger 
than pure 
private pay 



Model Speed Control Admin Reimbursement 
visibility 

Dependence risk Referral 
quality 

Direct 
in-networ
k 

Low High 
long-term 

High More controllable 
once established 

Low Often 
steadier 
once live 

Platform-
assisted 

Medium-
high 

Medium-l
ow 

Medium-l
ow 

Mixed and partly 
outsourced 

High Can be 
helpful, but 
not magic 

 
State-variation notes 
 

-​ reimbursement and panel availability vary by state and market 
-​ Medicaid complexity varies a lot 
-​ payer saturation and closed-panel issues can change the viability of a model locally 
-​ some states make the entity setup underneath the payer strategy more complex 

 
Practical guidance 
 
Do not choose an insurance strategy because it sounds morally cleaner, easier, or more “real.” 
Choose it because: 
 

-​ it matches your runway 
-​ it matches your admin tolerance 
-​ it matches your actual referral path 
-​ it matches the kind of practice you want to own two years from now 

 

6.3 Financial Runway, Slow Ramp, and Launch Risk 
This deserves its own chapter because “can I set it up?” and “can I survive the ramp?” are two 
different questions. Many practices fail emotionally before they fail operationally because the 
owner underestimated how long uneven revenue, benefits loss, and administrative drag would 
feel. 
 
What makes the ramp hard 
 

-​ referrals do not stabilize instantly 
-​ private-pay demand may build slower than hoped 
-​ credentialing delays can stretch the gap before insurance revenue 
-​ admin time stays high while revenue is still low 
-​ employment used to cover benefits, leave, and some forms of risk 

 



How therapists are actually handling the ramp 
 

-​ building on evenings or weekends first 
-​ reducing employed hours before fully leaving 
-​ staying telehealth-first to avoid office overhead 
-​ delaying expensive software or staffing 
-​ taking a few insurance paths to improve referral flow 
-​ waiting until a minimum viable caseload exists before making a bigger jump 

 
What to model before you leap 
 

-​ bare-minimum personal monthly number 
-​ bare-minimum business monthly number 
-​ tax set-aside 
-​ benefits replacement costs 
-​ minimum viable caseload 
-​ office rent or no-office path 
-​ best-case, base-case, and slower-than-expected ramp 

 
The risks that repeatedly show up 
 

-​ carrying office rent before revenue 
-​ overestimating how fast cash-pay fills 
-​ underestimating how much time admin consumes 
-​ leaving employment before the practice has a credible demand path 
-​ assuming “good at therapy” means “good at filling a caseload” 

 
Planning tools worth using 
 

-​ emergency fund target 
-​ minimum viable caseload target 
-​ fixed-vs-variable overhead worksheet 
-​ “ready to resign” threshold 
-​ break-even month estimate with a slower-ramp scenario baked in 

 
Practical guidance 
 
The cleanest version of courage here is not “bet on yourself harder.” It is “make the jump small 
enough that you can stay clear-headed while the business proves itself.” 
 

6.4 Business Structure, Taxes, and Money Management 
This is where the practice becomes legible to banks, payers, accountants, and eventually to 
you. You do not need a fancy finance system on day one, but you do need a clean one. 



 
The common structure questions 
 

-​ sole proprietor vs entity 
-​ LLC vs PLLC vs PC vs similar professional entity 
-​ when state law makes the choice for you 
-​ when you need an attorney instead of another Reddit thread 

 
What this chapter is really about 
 

-​ separating personal and business identity 
-​ choosing an address strategy you can live with 
-​ getting tax and banking basics right early 
-​ avoiding the kind of sloppy setup that creates downstream payer and bookkeeping 

problems 
 
Money-management essentials 
 

-​ separate business bank account 
-​ simple bookkeeping system 
-​ clear expense categories 
-​ tax set-aside habit 
-​ clear owner-pay logic 
-​ one secure place for formation, tax, insurance, and banking documents 

 
Address and public-record issues 
 
Therapists repeatedly surface something generic startup guides underweight: your address 
decision matters. It can affect: 
 

-​ public-record exposure 
-​ payer-facing consistency 
-​ service-of-process logistics 
-​ whether you need a registered agent or similar buffer 

 
Do not treat the address as a throwaway field. 
 
When people usually bring in help 
 

-​ attorney for state-specific entity rules or contract review 
-​ CPA or accountant for setup and tax handling 
-​ bookkeeper when the owner is losing visibility on the numbers 

 
S-corp timing 



 
This is usually not the first move. It is a later tax-election question after the business has enough 
stability to justify the extra complexity. Do not turn “I heard S-corp saves taxes” into your first 
startup decision. 
 
State-variation notes 
 

-​ entity restrictions 
-​ local business licenses 
-​ state taxes 
-​ profession-specific ownership rules 
-​ public-filing quirks 

 
Practical guidance 
 
The goal is not to look sophisticated. The goal is to make your business coherent enough that: 
 

-​ your money is separate 
-​ your paperwork is consistent 
-​ your filings make sense 
-​ your accountant is not cleaning up preventable chaos later 

 

6.5 HIPAA, Privacy, Security, and Risk Management 
This is where a lot of therapists either overcomplicate things or underbuild them. The practical 
standard is not “zero risk.” It is a defensible system that matches the actual ways PHI moves 
through your practice. 
 
What actually has to be secured 
 

-​ email if PHI passes through it 
-​ phone / texting workflows if PHI passes through them 
-​ EHR and portal access 
-​ intake forms and uploaded documents 
-​ stored records 
-​ devices that access PHI 
-​ the places you back things up 

 
The core safeguards 
 

-​ strong passwords 
-​ MFA 
-​ device encryption 
-​ least-necessary access 



-​ intentional storage rules 
-​ written vendor relationships where needed, including business associate arrangements 

where applicable. 
 
Practical privacy decisions 
 

-​ whether your personal number stays personal 
-​ whether your email is structured for business boundaries 
-​ whether your devices are shared with family or others 
-​ whether PHI is being stored casually in the wrong tools 
-​ whether staff, contractors, or helpers can see more than they need to 

 
What the Security Rule mindset looks like in practice 
 
You should be able to explain: 
 

-​ where PHI enters the system 
-​ where it lives 
-​ who can access it 
-​ what happens if a device is lost 
-​ what happens if a vendor has a problem 
-​ what happens if you discover a breach or possible breach 

 
Risk management beyond HIPAA 
 

-​ malpractice insurance that matches your actual practice 
-​ continuity planning if you become unavailable 
-​ telehealth emergency procedures 
-​ after-hours boundaries 
-​ clear escalation paths when a client needs more than your normal workflow provides 

 
Common mistakes 
 

-​ using personal tools casually because they are convenient 
-​ assuming an EHR solves every privacy issue by itself 
-​ not knowing which vendors touch PHI 
-​ not having a breach-response process 
-​ thinking compliance is mainly about forms instead of systems 

 

6.6 Paperwork, Policies, and Documentation 
If section 6.5 is about the security of the system, this chapter is about the paper trail and 
client-facing rules that make the system usable. Good paperwork does not make a practice feel 
colder. It makes expectations clearer and reduces avoidable friction. 



 
Core documents 
 

-​ informed consent 
-​ Notice of Privacy Practices 
-​ financial agreement 
-​ Good Faith Estimate workflow 
-​ Release of Information 
-​ intake paperwork 
-​ telehealth-specific policies if applicable 
-​ cancellation / no-show policy 
-​ emergency / crisis expectations 

 
What each document should accomplish 
 
Your paperwork should answer: 
 

-​ what the service is 
-​ how privacy works 
-​ how money works 
-​ how scheduling and cancellations work 
-​ how communication outside sessions works 
-​ how emergency situations are handled 

 
The intake packet 
 
At minimum, it should collect enough information that: 
 

-​ you can safely onboard the client 
-​ you can contact the right person in an emergency 
-​ you know whether the first session can proceed 
-​ you are not rebuilding basic demographic data by hand later 

 
Documentation habits 
 
The goal is not just “notes exist.” The goal is a note process that is: 
 

-​ consistent 
-​ supportable 
-​ tied to the workflow 
-​ not so chaotic that you are always catching up 

 
Common shortcuts that backfire 
 



-​ vague money policies 
-​ generic telehealth language that does not match the actual workflow 
-​ no clean process for self-pay / uninsured estimate handling 
-​ after-hours expectations that exist only in your head 
-​ intake questions that do not actually support first-session work 

 

6.7 The Tech Stack: Tool Categories, Pros/Cons, and Selection Criteria 
This chapter is not here to name one universally “best” stack. The right stack depends on the 
practice model. What matters is that each category solves a real operational problem and does 
not create a bigger one in the process. 
 
How to evaluate any tool 
 

-​ Does it fit the business model? 
-​ Does it reduce work or just relocate it? 
-​ Does it create privacy or access problems? 
-​ Does it duplicate something else? 
-​ Does it create lock-in you may regret later? 
-​ Can you explain why you need it now rather than later? 

 
Core categories 
 
EHR / practice management 
 

-​ Pros: 
-​ centralizes scheduling, documentation, forms, and often billing 
-​ reduces system sprawl 

-​ Cons: 
-​ can become a dependency 
-​ not every feature is equally strong 

 
Telehealth 
 

-​ Pros: 
-​ low overhead 
-​ easy to test demand 

-​ Cons: 
-​ requires a stronger emergency and boundary workflow 
-​ not every niche converts equally well 

 
Billing and claims 
 



-​ Pros: 
-​ smoother reimbursement and patient-balance handling when done well 

-​ Cons: 
-​ easy place for invisible failure if you do not understand the workflow 

 
Payments 
 

-​ Pros: 
-​ faster collection 
-​ cleaner records 

-​ Cons: 
-​ unclear rules create awkward client experiences quickly 

 
Email and phone 
 

-​ Pros: 
-​ clear communication channels 

-​ Cons: 
-​ boundary and privacy problems if you use personal systems casually 

 
Website and directories 
 

-​ Pros: 
-​ make the practice findable 
-​ help clients self-select 

-​ Cons: 
-​ easy to overbuild 
-​ weak copy makes them functionally useless 

 
Bookkeeping 
 

-​ Pros: 
-​ visibility into whether the practice actually works 

-​ Cons: 
-​ people delay it because it does not feel urgent until it suddenly does 

 
Known frustration patterns 
 

-​ overbuying tools because setup feels like progress 
-​ relying on a platform without understanding the dependency 
-​ using too many overlapping systems 
-​ weak billing visibility 
-​ not matching the stack to the practice model 

 



Minimum viable stack 
 
For most new solo practices, you need: 
 

-​ one main practice-management / EHR system 
-​ one payment flow 
-​ one email setup 
-​ one phone / messaging setup 
-​ one basic website or landing page 
-​ one or two referral channels 

 
Everything after that should have to justify itself. 
 

6.8 Outsource vs DIY: What to Hand Off, What to Learn, and What Can Go 
Wrong 
This chapter belongs in the main guide because one of the biggest startup mistakes is treating 
outsource vs DIY as a personality choice instead of an operating decision. In practice, the most 
painful delays usually happen in the same places: credentialing, billing, bookkeeping, taxes, and 
local compliance details. Founders do not outsource because they are lazy. They outsource 
because some workstreams can stall revenue, create compliance risk, or quietly leak money if 
they are done badly. 
 
The core principle is simple: outsourcing does not remove responsibility. Even if someone else 
does the work, you still need enough understanding to know whether the work is correct, 
whether it is late, and whether it is worth the money. 
 
Workstreams to evaluate 
 
Credentialing 
 

-​ Often worth outsourcing early if insurance is core to the model. 
-​ Still learn the basics: 

-​ which payers you want 
-​ whether the vendor negotiates rates or only submits paperwork 
-​ what documents are missing 
-​ whether the credential belongs to you, your entity, or a platform 

 
Billing 
 

-​ Often worth outsourcing if you dislike claims follow-up, denials, and remits. 
-​ Still learn the basics: 

-​ how to read an ERA/EOB 



-​ how to spot underpayments and write-offs 
-​ how long claims should sit before follow-up 
-​ which reports tell you whether money is leaking 

 
Bookkeeping 
 

-​ Can start as DIY if the practice is simple and volume is low. 
-​ Usually worth outsourcing or reviewing with a bookkeeper once transactions rise and tax 

season gets real. 
-​ Still learn the basics: 

-​ chart of accounts 
-​ business vs personal expense rules 
-​ monthly reconciliation 
-​ what your P&L is actually saying 

 
Tax prep 
 

-​ Usually worth outsourcing. 
-​ New owners often overestimate how much they should DIY here because the forms look 

manageable until they interact with entity structure, estimated taxes, payroll, or S-corp 
elections. 

-​ Still learn the basics: 
-​ estimated-tax cadence 
-​ how owner pay works in your entity model 
-​ what records your tax preparer needs from you 

 
Website setup 
 

-​ Often safe to DIY at the start if the goal is a simple, credible site. 
-​ Worth outsourcing if you keep stalling, your copy is weak, or the site is becoming a 

branding rabbit hole. 
-​ Still learn the basics: 

-​ what the site is supposed to do 
-​ where inquiries come from 
-​ what language converts your niche 

 
Marketing 
 

-​ Rarely wise to outsource blindly before you know your niche, referral sources, and 
economics. 

-​ Many early-stage therapists do better with simple direct outreach and local network 
building than with paying an agency too early. 

-​ Still learn the basics: 
-​ who refers to you 



-​ which profile copy gets responses 
-​ whether your problem is traffic, fit, or follow-up speed 

 
Legal formation 
 

-​ Sometimes DIY is fine in simple states and simple entity setups. 
-​ Often worth paying for help in states with professional-entity rules, approval layers, or 

unusual filing requirements. 
-​ Still learn the basics: 

-​ what entity you are actually forming 
-​ what becomes public record 
-​ whether you need a PLLC/PC/professional corporation structure in your state 

 
A practical comparison framework 
 
Use these questions for each workstream: 
 

1.​ If I do this badly, can it delay launch, delay payment, or create compliance risk? 
2.​ Is this a one-time setup task or an ongoing operating task? 
3.​ Will a good vendor save time I can actually use for marketing, care, or survival? 
4.​ Can I audit the result, or would I be trusting a black box? 
5.​ If I outsource this now, will I still understand enough to switch vendors later? 

 
The more the answer is "high-risk, hard to audit, and expensive when wrong," the stronger the 
case for careful outsourcing plus active oversight. 
 
Known failure modes 
 
Cheap vendors quietly underperform 
 
Bargain support often looks fine until you realize claims are not being chased, credentialing is 
stalled, or paperwork is being done mechanically with no strategy behind it. 
 
Billers you cannot really audit 
 
This is one of the sharpest risks. A biller who is trustworthy can be a lifesaver. A biller you 
cannot audit can quietly destroy revenue. You need visibility into aging claims, denials, appeals, 
and write-offs. 
 
Credentialers who do paperwork but not strategy 
 
Several threads point to the same distinction: submitting forms is not the same as choosing the 
right payers, sequencing them well, or pushing for acceptable rates. A cheap credentialer who 
does not negotiate or advise can still leave you with a weak panel mix. 



 
Platforms that simplify startup but create dependency 
 
Alma, Headway, and similar models can reduce friction fast. They can also become structural 
dependencies if you never build direct referral channels, never understand your payer setup, or 
cannot leave without rebuilding the business. 
 
Coaches and courses that reduce anxiety but not uncertainty 
 
Some support products genuinely help. Others mostly give emotional relief while leaving the 
local, state-specific, and sequence-specific questions unresolved. That is not always useless, 
but it is different from operational clarity. 
 
A useful default for most new solo practices 
 
For many therapists, the best early mix looks like this: 
 

-​ DIY the parts that are low-risk and build understanding: 
-​ basic website 
-​ simple bookkeeping visibility 
-​ referral outreach 
-​ core workflow mapping 

-​ Outsource or get expert review for the parts that can stall or leak money: 
-​ tax prep 
-​ credentialing if insurance matters 
-​ billing if you dislike or do not understand claims 
-​ state-specific legal formation questions 

-​ Keep ownership of the operating picture: 
-​ logins 
-​ payer status tracker 
-​ financial reports 
-​ contracts 
-​ source documents 

 
That gives you leverage without turning the practice into a black box. 
 
Bottom line 
 
The real question is not "should I outsource?" It is "what must I personally understand, what is 
worth paying to accelerate, and what creates hidden dependency if I hand it off too casually?" 
New practices usually get in trouble when they outsource blindly or DIY proudly in the wrong 
places. The best operators do neither. 
 



6.9 How Therapists Are Actually Handling the Setup in Practice 
Most therapists are not following one clean, linear startup path. They cluster into a handful of 
repeatable setup archetypes shaped by the same pressures: slow credentialing, uncertain early 
referrals, benefits loss, state-specific rules, and the fact that many clinicians do not want to 
become full-time operators on day one. 
 
The practical reality is this: most launches are hybrids, not pure models. Therapists often 
combine a part-time job with a side practice, use Alma or Headway while also building direct 
referral channels, or start telehealth-first and only add office rent later. Official guidance 
reinforces why this happens. State licensure rules, telehealth rules, payer enrollment, CAQH 
maintenance, NPI setup, and Good Faith Estimate obligations all create friction that makes 
"start lean, add complexity later" a rational default. 

Archetype 1: The Gradual Side-Practice Bootstrap 
Why people choose it 
 

-​ to keep salary, health insurance, retirement, or family stability while testing demand 
-​ to avoid making permanent overhead decisions before they know their referral flow 
-​ to build confidence before leaving agency, CMH, hospital, or group-practice work 

 
What it makes easier 
 

-​ cash-flow risk is lower 
-​ therapists can learn admin in smaller doses 
-​ they can test niche, rates, scheduling, and marketing before going all in 
-​ it is easier to survive a 3 to 6 month insurance credentialing lag 

 
What it makes harder 
 

-​ evenings and weekends become the launch window 
-​ burnout risk can get worse before it gets better 
-​ non-competes, notice requirements, and employer politics can complicate the transition 
-​ growth can stall because the practice only has a small number of available hours 

 
Typical stack 
 

-​ telehealth-first 
-​ one EHR and scheduler such as SimplePractice, TherapyNotes, or Sessions 

Health 
-​ Psychology Today plus one or two local referral channels 
-​ business bank account and lightweight bookkeeping 
-​ either private pay first or a small number of insurance panels 
-​ part-time supervision, coaching, billing, or accountant support as needed 



 
Common failure points 
 

-​ trying to grow the practice without reducing other obligations 
-​ assuming a directory profile alone will fill the caseload 
-​ waiting too long to define a minimum viable caseload, fee floor, and quit threshold 
-​ taking on too many new clients before intake, billing, and documentation workflows are 

stable 

Archetype 2: The Platform-Assisted Insurance Launch 
Why people choose it 
 

-​ they want insurance clients quickly without learning the full payer stack immediately 
-​ credentialing, billing, and front-office work feel overwhelming 
-​ they want a faster path to paid sessions than direct paneling usually offers 

 
What it makes easier 
 

-​ payer setup is faster and less confusing 
-​ claims, remits, and reimbursement workflows are simplified 
-​ some therapists get referral volume from the platform itself 
-​ startup feels more operationally manageable for clinicians who dislike admin 

 
What it makes harder 
 

-​ the practice becomes dependent on a third party 
-​ referral volume may be weaker than the marketing suggests 
-​ the therapist may not actually be building portable payer relationships 
-​ leaving can mean redoing credentialing or rebuilding systems from scratch 

 
Typical stack 
 

-​ Alma, Headway, Grow Therapy, or similar 
-​ one simple website 
-​ Psychology Today 
-​ telehealth-first or very light office use 
-​ basic business entity, malpractice coverage, business banking, and tax support 
-​ sometimes a parallel direct credentialing process in the background 

 
Common failure points 
 

-​ assuming platform referrals will fill the practice 
-​ not understanding whether the credentialing belongs to the therapist or the platform 



-​ building the entire business around a vendor before confirming rates, lead quality, and 
exit options 

-​ delaying direct referral network building because the platform feels like a shortcut 

Archetype 3: The Lean Private-Pay or Out-of-Network Launch 
Why people choose it 
 

-​ they want speed, flexibility, and lower admin overhead 
-​ they want to avoid insurer friction, low rates, utilization management, and claims work 
-​ they have a niche, strong referral relationships, or confidence in their market positioning 

 
What it makes easier 
 

-​ launch can happen quickly once the business, paperwork, and systems are in place 
-​ documentation, collections, and cash flow are operationally cleaner 
-​ therapists can set schedule, fees, and boundaries more directly 
-​ telehealth-only setups are especially simple in this model 

 
What it makes harder 
 

-​ marketing pressure moves to the front of the problem 
-​ price sensitivity becomes real if the niche is weak or the local market is crowded 
-​ filling the first 10 to 20 clients can take longer than expected 
-​ therapists may overestimate how many superbill-using clients they can attract 

 
Typical stack 
 

-​ EHR with invoicing and card-on-file billing 
-​ Stripe or built-in payment processing 
-​ Psychology Today, simple website, and niche-focused copy 
-​ referral outreach to therapists, PCPs, schools, attorneys, campus centers, or local 

Facebook groups 
-​ Good Faith Estimate workflow for self-pay and uninsured clients 

 
Common failure points 
 

-​ choosing "private pay" as an identity statement instead of a market-backed business 
decision 

-​ generic positioning and generic directory copy 
-​ overinvesting in branding before validating referral sources 
-​ failing to define who is not a fit, which weakens conversion and retention 



Archetype 4: The Direct-Panel Slow Build 
Why people choose it 
 

-​ they want long-term independence from Alma, Headway, or similar platforms 
-​ they expect their local market to be insurance-heavy 
-​ they are building for durability, not just speed 
-​ they may want to expand later into a group model or a more independent practice entity 

 
What it makes easier 
 

-​ the therapist owns the payer relationship more directly 
-​ long-term business control is stronger 
-​ this can support a more stable insurance-based referral mix over time 
-​ the practice is usually better positioned for future growth beyond a one-person shortcut 

stack 
 
What it makes harder 
 

-​ startup is slower and more frustrating 
-​ CAQH, payer applications, follow-up, rate negotiation, and enrollment maintenance take 

real attention 
-​ rent and fixed overhead can start before reimbursements do if sequencing is poor 
-​ direct credentialing is one of the easiest places to lose months 

 
Typical stack 
 

-​ legal entity and EIN first 
-​ CAQH, NPPES, payer enrollment workflows, and often Medicare planning if relevant 
-​ credentialing service, biller, or both 
-​ EHR plus claims and remittance workflow 
-​ usually telehealth-first or low-rent office arrangements until panels are active 
-​ accountant or bookkeeper earlier than in other models 

 
Common failure points 
 

-​ opening a full office before credentialing is far enough along 
-​ paneling with too many insurers too early 
-​ using a credentialing vendor without clear accountability 
-​ not tracking where each application stands, which documents are missing, and who 

owns follow-up 

Archetype 5: The Hybrid Office-Plus-Telehealth Ramp 
Why people choose it 



 
-​ they want an in-person option without committing to full office overhead 
-​ they serve populations that still strongly prefer or require some in-person care 
-​ they want local credibility and referrals without a five-day office lease 

 
What it makes easier 
 

-​ gives flexibility across client preferences 
-​ allows the practice to test whether in-person demand is actually there 
-​ can improve community referral visibility compared with pure telehealth 
-​ feels more "real" to some therapists and referrers 

 
What it makes harder 
 

-​ address decisions, leases, landlord requirements, and insurance details get more 
complex 

-​ therapists now manage room scheduling, commute time, and mixed workflow logistics 
-​ public-address privacy issues become sharper 
-​ there is a temptation to over-rent before demand supports it 

 
Typical stack 
 

-​ room rental, sublease, or shared office suite a few days a week 
-​ telehealth for overflow or lower-demand days 
-​ one EHR covering both modalities 
-​ malpractice plus any lease-required general liability coverage 
-​ website and listings that clearly state telehealth and in-person availability 

 
Common failure points 
 

-​ signing too much office space too early 
-​ using an address casually without understanding what becomes public 
-​ failing to align payer enrollment, directory listings, Google Business information, and 

legal documents 
-​ treating the office as marketing proof instead of a cost that must earn its keep 

Archetype 6: The "Supported Independence" Model 
Why people choose it 
 

-​ they want more autonomy and income than employment, but not full solo operations 
immediately 

-​ they dislike admin enough that a percentage split feels worth it 
-​ they want built-in referrals, front desk help, billing support, or less loneliness 

 



What it makes easier 
 

-​ less setup burden on day one 
-​ admin, scheduling, billing, and collections can be partially offloaded 
-​ it can create a softer bridge from employment to ownership 
-​ referral flow may be better than starting from zero 

 
What it makes harder 
 

-​ independence is partial, not complete 
-​ revenue share reduces upside 
-​ the therapist may never fully learn the business mechanics 
-​ bad front desk, weak billing, or poor practice management can still damage the 

clinician's reputation 
 
Typical stack 
 

-​ small group practice, contractor arrangement, or platform-backed hybrid 
-​ shared EHR, billing, scheduling, and phone workflows 
-​ some personal branding layered on top, often through Psychology Today or a simple 

site 
-​ sometimes a future plan to spin out into a fully owned practice 

 
Common failure points 
 

-​ staying too long in a "bridge" model that no longer fits 
-​ not clarifying ownership of referrals, branding, records, and payer relationships 
-​ assuming "someone else handles admin" means admin quality is good 
-​ underpricing personal time because the split model hides the true business math 

What the patterns suggest 
The most common real-world launch pattern is not "open full-time solo and do everything 
yourself." It is closer to this: 
 

-​ start lean 
-​ delay fixed overhead 
-​ get local advice 
-​ use a small stack 
-​ buy help for the few tasks that can truly stall the business 
-​ keep building direct referral relationships even if a platform is helping in the background 

 
The practical implication is that therapists are usually not choosing between purity and 
compromise. They are choosing where to absorb friction. Some absorb it in credentialing. Some 



absorb it in marketing. Some absorb it by keeping a job longer. Some pay Alma, Headway, a 
biller, a credentialer, or a coach so they can keep moving. 

Reality Check Before Choosing Your Own Archetype 
Use these questions to identify which pattern you are actually following: 
 

-​ Am I optimizing for speed, control, lower admin, lower risk, or long-term independence? 
-​ Do I need insurance revenue quickly, or can I survive a slower private-pay ramp? 
-​ What am I keeping for stability: salary, benefits, supervision, referrals, office 

infrastructure, or confidence? 
-​ Which tasks am I truly willing to learn myself: billing, credentialing, bookkeeping, 

marketing, or none of the above? 
-​ If a vendor disappeared in six months, what parts of the practice would still belong to 

me? 
 
If you can answer those clearly, your setup choices usually become much easier. 
 

6.10 Getting First Clients: Marketing, Referral, and Conversion 
For most new private practices, the first client problem is not a branding problem. It is a 
findability, fit, and follow-through problem. Therapists are unusually consistent on this point: they 
overestimate what a directory profile will do by itself, underestimate how much niche clarity 
matters, and often avoid outreach because it feels awkward. The practical result is that they 
spend too much time polishing assets and not enough time building referral flow. 
 
The early rule is simple: do the boring channels that produce conversations before you do the 
glamorous channels that produce impressions. 
 
What matters early vs later 
 
Early: 
 

-​ clear niche signals 
-​ one credible website or landing page 
-​ one or two directory profiles 
-​ fast response to inquiries 
-​ a simple consultation path 
-​ local referral outreach 

 
Later: 
 

-​ broader SEO work 
-​ more elaborate content marketing 



-​ larger ad spend 
-​ polished social strategy 
-​ complex branding systems 

 
A new practice usually does not need more channels. It needs better conversion inside the first 
few channels. 
 
Website and profile essentials 
 
Your site and directory profiles do not need to be beautiful. They need to answer the questions a 
good-fit client or referral source is already asking: 
 

-​ who do you help 
-​ what problems do you work with 
-​ what type of therapy do you offer 
-​ are you telehealth, in person, or both 
-​ what insurance or fee model do you use 
-​ how does someone take the next step 

 
Good copy narrows. Weak copy tries to attract everyone. One of the strongest recurring themes 
is that generic therapist language performs badly because it does not help a prospective client 
recognize themselves. 
 
Writing copy that actually signals a niche 
 
The goal is not to sound profound. It is to help the right person think, "this therapist might 
actually fit me." 
 
Useful signals include: 
 

-​ the population you work with 
-​ the problems you see often 
-​ your style and pace 
-​ what your clients usually want to change 
-​ any meaningful lived, community, or systems familiarity that is appropriate to state 

 
Weak signals include: 
 

-​ long lists of modalities with no practical meaning 
-​ broad "I help everyone" language 
-​ vague healing language that could describe any profile on the page 

 
This is where many therapists report that a stronger headshot, stronger "about" copy, and more 
specific niche framing materially changed inquiry quality. 



 
Inquiry response speed 
 
A lot of conversion is simply response timing. If someone reaches out while actively looking for 
help, delay costs you. Even excellent profiles underperform when replies are slow, next steps 
are vague, or the consultation path requires too much back-and-forth. 
 
Useful defaults: 
 

-​ reply quickly during business hours 
-​ make the first next step obvious 
-​ state whether you are accepting new clients 
-​ state fee or insurance basics before the first full session 
-​ refer out cleanly if the fit is wrong 

 
Consultation and scheduling friction 
 
Therapists repeatedly describe two avoidable problems: 
 

-​ too much friction before someone can book 
-​ too little clarity before someone books 

 
That means the best intake flow is usually neither rigid nor open-ended. It should be easy to 
move forward, but clear enough to screen for scope, logistics, and payment fit. 
 
Ways therapists reduce friction: 
 

-​ keeping a few consultation or intake slots visible each week 
-​ using online scheduling for straightforward cases 
-​ sending a short, clear inquiry response instead of a long email 
-​ making the consultation about fit, not a free mini-session 

 
Referral-source outreach 
 
This is one of the most underused high-yield moves in practice. Therapists consistently report 
getting better traction from real local relationships than from passively waiting on platform traffic. 
 
Common outreach targets: 
 

-​ other therapists outside your specialty 
-​ primary care offices 
-​ psychiatrists and PMHNPs 
-​ OB-GYN practices 
-​ schools and campus counseling centers 



-​ hospitals, ERs, and care managers 
-​ family-law attorneys and court-adjacent professionals 
-​ community organizations 

 
The effective version is short and concrete: 
 

-​ who you help 
-​ what openings you have 
-​ what insurance or fee model you use 
-​ how to refer 

 
Several therapists describe simple, unsophisticated outreach working better than expected: 
handwritten notes, concise emails, small introduction cards, and state or local Facebook-group 
visibility. 
 
Local therapist communities and online groups 
 
State and regional therapist groups are real operating infrastructure, not just social spaces. 
People use them to: 
 

-​ ask local setup questions 
-​ find credentialers and billers 
-​ learn which insurers are worth paneling with 
-​ get referrals 
-​ sanity-check rates and workflows 

 
These groups are often more useful than generic startup advice because they answer local 
questions with local answers. 
 
What therapists report about common channels 
 
Psychology Today 
 

-​ Still common and often necessary. 
-​ Not sufficient by itself in many markets. 
-​ Works better when paired with strong copy, a strong photo, and a clear niche. 

 
Alma 
 

-​ Therapists report it can be useful both for credentialing and referrals. 
-​ Referral volume varies a lot by state, niche, and profile quality. 
-​ The annual cost only makes sense if it either accelerates revenue or reduces enough 

admin to justify itself. 
 



Headway 
 

-​ Often attractive because it is free. 
-​ Several therapists report faster startup on the insurance side than direct credentialing. 
-​ Referral quality and volume appear more mixed; some therapists report little to no 

meaningful inbound flow. 
 
ZocDoc 
 

-​ Can generate bookings faster than some therapist-specific directories. 
-​ More transactional and less controlled. 
-​ The main downside in practice is failed bookings and acquisition cost on no-shows or 

low-quality matches. 
 
Facebook groups 
 

-​ Often surprisingly useful for local referral visibility and operational help. 
-​ Best for community connection and referral relationships, not polished public-facing 

marketing. 
 
Local professional networks 
 

-​ Highest signal over time. 
-​ Harder at first because they require actual outreach. 
-​ More durable than platform dependency once they are established. 

 
Ethics and boundary notes 
 
Marketing has to stay inside your profession's rules and your state's rules. There are real 
warnings about overstepping on public reviews, casual claims, and written statements that can 
create ethical or board risk later. The safe operating posture is straightforward: 
 

-​ do not rely on gray-area tactics because someone online said it worked 
-​ check the actual rules that apply to your license and state 
-​ keep your marketing claims concrete and supportable 
-​ keep inquiry communications professional and nonclinical 

 
Bottom line 
 
The early marketing engine is usually smaller and less glamorous than people expect: one good 
profile, one decent site, one clear niche, fast inquiry handling, and steady local outreach. 
Therapists who fill faster are usually not doing magical branding. They are reducing ambiguity, 
making it easy for the right clients to book, and building referral relationships that outlast any 
one platform. 



 

6.11 Benefits, Coverage, and the Parts Employment Used to Handle 
This is one of the real launch blockers, even though generic startup checklists often skip it. In 
practice, therapists are not just worried about getting clients. They are worried about losing the 
invisible support system that employment provided: health insurance, retirement contributions, 
paid time off, parental leave, disability coverage, and basic continuity when life happens. 
 
That concern is rational. A practice can be clinically ready and still be financially fragile if you 
have not replaced the protections that used to come bundled with a job. 
 
Health insurance replacement 
 
For many therapists, the cleanest path is not "figure it out later." It is one of a few concrete 
paths: 
 

-​ stay employed longer while building the practice 
-​ transition to a spouse or partner's plan if available 
-​ use COBRA for continuity during the transition 
-​ buy an individual plan through the marketplace 

 
This is one reason the part-time bridge model is so common. People are not just protecting 
income. They are protecting insurability, continuity of care, and family stability. 
 
The practical mistake is waiting until after resignation to compare options and costs. Health 
coverage should be priced into the launch decision early, not treated as a post-launch nuisance. 
 
Retirement planning basics 
 
Employment often hides the discipline problem. A therapist who had payroll deductions and 
maybe an employer match now has to create that structure personally. 
 
The important operating shift is this: in private practice, retirement saving stops being automatic 
and starts being a system. That usually means: 
 

-​ choosing an account structure appropriate to self-employment 
-​ setting a contribution rhythm 
-​ deciding whether contributions happen monthly, quarterly, or after tax review 
-​ not treating retirement contributions as "leftover money if the month was good" 

 
Several therapists in practice describe benefits loss as one of the reasons they delayed leaving 
employed work. That hesitation is often less about fear of entrepreneurship and more about fear 
of losing structure. 
 



Disability and life insurance considerations 
 
This is one of the least glamorous and most important parts of the setup. If you are the practice, 
your ability to work is a major business asset. If illness, injury, pregnancy, caregiving strain, or 
an accident interrupts work, revenue can stop quickly. 
 
At minimum, you should think through: 
 

-​ what happens if you cannot work for a few weeks 
-​ what happens if you cannot work for a few months 
-​ whether anyone depends on your income 
-​ whether your current malpractice or business coverage leaves large personal gaps 

 
The same conclusion comes up repeatedly: new owners often think about legal formation and 
malpractice before they think about income interruption. In real life, the latter can be just as 
destabilizing. 
 
PTO and leave planning 
 
Employment gives you paid time off by default. Private practice does not. That does not mean 
you cannot rest. It means time off has to be designed rather than assumed. 
 
Useful questions: 
 

-​ how many weeks off do you want in a normal year 
-​ how many unpaid days can the practice absorb 
-​ do your rates and target caseload account for planned time off 
-​ do you need a leave fund separate from your emergency fund 

 
No PTO is one of the most emotionally sharp pain points because it turns every day off into a 
visible revenue decision. The way to reduce that pressure is to plan for it in the business math, 
not to hope you will somehow need less rest. 
 
Coverage when sick, unavailable, or on vacation 
 
This is partly financial and partly clinical. Therapists need a continuity plan for: 
 

-​ illness 
-​ emergencies 
-​ sudden unavailability 
-​ planned vacations 
-​ family leave 

 
That usually means: 



 
-​ clear out-of-office communication 
-​ crisis and emergency instructions already built into consent paperwork 
-​ a peer consultation or coverage relationship where appropriate 
-​ a practical plan for how messages, scheduling, and urgent concerns are handled 

 
Many generic checklists treat this as a later operational detail. It is better understood as part of 
launch safety. 
 
Childcare, caregiving, and schedule design 
 
A private practice schedule is flexible, but flexibility is not the same as slack. Therapists with 
caregiving responsibilities often do better when they design the schedule around actual life 
constraints from the start rather than building an idealized calendar they cannot sustain. 
 
That can mean: 
 

-​ fewer clinical days 
-​ protected admin blocks 
-​ intentionally limited evening hours 
-​ slower growth in exchange for a schedule that can survive real life 

 
This matters because a practice that only works when nothing goes wrong is not actually stable. 
 
Why this chapter matters more than it seems 
 
In practice, many therapists are not blocked by licensure paperwork alone. They are blocked by 
a more personal question: "Can I afford to give up the structure my employer used to provide?" 
That is why so many therapists start part time, delay full resignation, or choose support models 
that reduce uncertainty. 
 
That is not a lack of courage. It is a recognition that private practice replaces one kind of 
autonomy problem with another. You gain control, but you also inherit the responsibility to 
rebuild the safety net. 
 
Bottom line 
 
Treat benefits replacement as part of launch architecture, not as cleanup. If health coverage, 
retirement, leave, and backup plans are vague, the practice will feel riskier than it needs to. If 
they are planned, the transition usually becomes much more workable. 
 



6.12 Operational Boundaries and Scripts 
This chapter matters because boundaries are not just an emotional or ethical issue. They are an 
operational issue. In practice, a lot of startup stress shows up as unclear communication: new 
inquiries that wander, fee conversations that happen too late, after-hours contact that was never 
defined, and "not a fit" situations that turn messy because no script exists. A good script does 
not make you robotic. It reduces improvisation in the exact moments when money, fit, risk, and 
expectations need to stay clear. 

Why Scripts Matter Operationally 
When a practice is new, a lot of decisions feel personal because you are the one saying the 
words. But if you do not standardize the language for recurring situations, you end up with: 
 

-​ inconsistent messaging 
-​ weak money conversations 
-​ poor-fit clients getting farther into the process than they should 
-​ avoidable after-hours ambiguity 
-​ more emotional labor on routine admin than necessary 

 
A script is not there to fake warmth. It is there to protect consistency under pressure. 

Phone Script: First Inquiry 
The goal of the first call is not to do a full intake. It is to establish fit, logistics, and the next step. 
 
A practical structure: 
 

1.​ thank them for reaching out 
2.​ confirm they are in a place where they can talk briefly 
3.​ ask what they are looking for help with 
4.​ confirm basic fit 
5.​ explain the next step 
6.​ explain fee / insurance basics 
7.​ schedule or refer out 

 
Example: 
 

Thanks for calling. If this is still a good time to talk for a few minutes, can you tell 
me a little about what you're looking for help with? 

 
Then: 
 

Based on what you're describing, I can tell you a bit about how I work and whether I 
seem like the right fit. 

 



Then: 
 

The next step would be a consultation / intake session, and before that I'll send you 
the basic paperwork and fee information. 

Email Response Framework 
Email is best when it is clear, warm, and narrow. It should move the inquiry forward without 
becoming a full clinical exchange. 
 
A useful structure: 
 

-​ acknowledge the inquiry 
-​ briefly confirm what you do 
-​ name the next step 
-​ state response timing or scheduling options 
-​ include fee / insurance basics if relevant 
-​ avoid turning email into therapy before intake 

 
Example: 
 

Thanks for reaching out. I work with [population / issue], and based on your 
message it sounds like it may be worth a brief consultation or first appointment to 
see if we're a good fit. I offer [telehealth / in-person / hybrid], and my current fee / 
insurance setup is [brief summary]. If you'd like to move forward, the next step is 
[schedule consult / complete form / send availability]. 

Consultation Questions 
The consultation should clarify fit, not solve the whole problem. 
 
Questions to cover: 
 

-​ what brings you to therapy now 
-​ what kind of help you are hoping for 
-​ whether there are fit issues around scope, specialty, timing, or level of care 
-​ whether the logistics work: 

-​ schedule 
-​ telehealth / in-person 
-​ fee / insurance 

-​ whether referral-out is more appropriate 
 
The operational goal is to avoid onboarding the wrong client by accident. 



Insurance / Fee Conversation Script 
This is one of the highest-stress startup conversations because therapists often delay it, soften 
it too much, or assume the client already understands. 
 
If you take insurance: 
 

I'm in network with [plans], but I still want clients to verify their benefits so there 
aren't surprises around copays, deductibles, or out-of-pocket costs. 

 
If you are out-of-network / private pay: 
 

I'm not in network with insurance, so payment is due at the time of service. If your 
plan has out-of-network benefits, I can provide the documentation you'd need to 
seek reimbursement. 

 
If you are hybrid: 
 

I accept [plans], and for other clients I work on a private-pay / out-of-network basis. 
I can explain which path would apply to you. 

 
The rule here is simple: have the money conversation before the first session, not after it. 

Waitlist And Referral-Out Script 
You need language for "I am not available" and "I am not the right fit." 
 
For waitlist: 
 

I'm not able to offer a near-term opening right now. If you'd like, I can add you to my 
waitlist, but I also want to be transparent that I can't promise a quick opening. 

 
For referral-out due to fit: 
 

Based on what you're looking for, I don't think I'm the best fit for your needs. I'd 
rather be clear now and point you toward someone or somewhere more appropriate 
than start in a way that isn't likely to serve you well. 

 
For higher level of care / outside scope: 
 

What you're describing sounds like it may need a different level or type of support 
than I provide in this practice. I want to help you get to the right place rather than 
stretch this setting beyond what it can safely do. 



Boundary Language Examples 
The point of boundary language is not harshness. It is predictability. 
 
For email / text boundaries: 
 

Email and text are for scheduling and practical matters only. I don't provide therapy 
by email or text, and I may not see messages outside business hours. 

 
For after-hours contact: 
 

If you are in crisis or need urgent support outside our sessions, use the crisis 
resources listed in the consent paperwork rather than waiting for me to see a 
message. 

 
For lateness: 
 

We'll still use the remaining session time, but the session will still end at the 
scheduled time. 

 
For cancellations: 
 

Cancellations with less than [policy window] notice are subject to the cancellation 
fee we reviewed in the financial agreement. 

 
For repeated boundary issues: 
 

I want to be clear about the structure of the work so it stays useful and sustainable. 
If this boundary keeps getting crossed, we'll need to talk directly about whether this 
setting is the right fit. 

Why This Matters More Than It Seems 
A lot of early practice stress is not caused by catastrophic problems. It is caused by repeated 
unclear moments: 
 

-​ "I wasn't sure what to say" 
-​ "I didn't want to sound too rigid" 
-​ "I thought I'd handle it case by case" 

 
That approach tends to create more emotional labor, not less. Good scripts reduce friction, 
protect consistency, and make the practice easier to run without making it less human. 

Practical Guidance 
-​ Write scripts for the situations you know will happen repeatedly. 



-​ Keep them short enough to actually use. 
-​ Put the key boundaries in both policy and spoken language. 
-​ Review and tighten them after real-world use. 
-​ Treat clarity as kindness, especially around money, fit, and after-hours expectations. 

Bottom Line 
Operational boundaries are part of the infrastructure of the practice. If you know what you will 
say when someone calls, emails, asks about insurance, is not a fit, or pushes against a 
boundary, the business becomes easier to run and the clinical work stays cleaner. 
 

6.13 Support, Isolation, and Confidence During the Transition 
One of the most underappreciated launch problems is that private practice can feel both freer 
and lonelier at the same time. In employed settings, even bad ones, there is usually built-in 
context: colleagues nearby, someone else handling some admin, a shared understanding of 
local payer nonsense, and at least the illusion that someone knows what comes next. In solo 
practice, that disappears fast. 
 
The same pattern shows up again and again: therapists who transition more smoothly usually 
do not do it alone. They build a support structure on purpose. 
 
Local mentors matter more than generic advice 
 
The highest-signal advice is often not national. It is local. Therapists repeatedly describe getting 
unstuck when they found: 
 

-​ a nearby practice owner 
-​ a clinician in the same state 
-​ a supervisor or former supervisor who understood private practice 
-​ a local biller, credentialer, accountant, or attorney 

 
This matters because many of the confusing questions are not abstract business questions. 
They are local implementation questions: 
 

-​ what entity structure is common here 
-​ what insurers are worth paneling with here 
-​ what address choices are normal here 
-​ what state taxes surprise people here 
-​ which vendors in this area are actually competent 

 
A mentor who can answer those questions is often more useful than ten hours of generic 
content. 
 



State-specific therapist groups 
 
State and regional therapist groups show up constantly in practice because they solve a real 
information gap. Therapists use them to: 
 

-​ ask operational questions 
-​ get names of billers and credentialers 
-​ compare reimbursement realities 
-​ find referral partners 
-​ understand state-specific compliance quirks 

 
These groups are also one of the easiest ways to reduce isolation early. They give you a sense 
that other people are dealing with the same weird friction, which often matters almost as much 
as the information itself. 
 
Peer consultation and supervision groups 
 
Some of the support a new owner needs is not technical. It is clinical and emotional. Private 
practice can intensify self-doubt because there is less ambient feedback. Peer consultation 
groups help by giving you: 
 

-​ case consultation 
-​ ethical perspective 
-​ practical scripts 
-​ normalization around uncertainty 
-​ a place to sanity-check decisions before they become problems 

 
For prelicensed or newly licensed clinicians, formal supervision remains part of the structure. 
For more experienced clinicians, peer consultation often becomes the replacement for hallway 
conversations and informal team support. 
 
Coaches, courses, and when they actually help 
 
This guide is not anti-coach or anti-course. The picture is more nuanced than that. People do 
use paid programs, podcasts, YouTube channels, and coaching containers. Sometimes they 
help a lot. Sometimes they mostly reduce panic. 
 
They tend to help most when they provide one or more of these: 
 

-​ a clear sequence 
-​ accountability 
-​ concrete templates 
-​ realistic financial framing 
-​ access to people who can answer follow-up questions 



 
They tend to help least when they offer: 
 

-​ generic encouragement with little operational detail 
-​ expensive branding or abundance language before the basics work 
-​ state-neutral checklists for state-specific problems 
-​ reassurance that substitutes for actual decisions 

 
The useful test is simple: after engaging with the resource, are you clearer about the next three 
actions, or do you just feel temporarily less scared? 
 
How to avoid paying for reassurance without getting clarity 
 
This is a real trap because startup anxiety creates demand for certainty, and certainty is easy to 
market. 
 
A practical filter: 
 

-​ Does this resource solve a concrete problem I have right now? 
-​ Is the advice specific enough for my license type, state, and business model? 
-​ Will I leave with a decision, a template, or a checklist I can use? 
-​ Can I verify the guidance with local professionals if needed? 

 
If the answer is mostly no, you may be buying emotional relief rather than traction. 
 
That does not mean emotional relief has no value. It means you should know that is what you 
are buying. 
 
Confidence gap vs actual readiness gap 
 
This distinction matters. Many therapists in practice were more ready than they felt. They had 
the license, the skills, and a workable path, but still felt unqualified because the business side 
was unfamiliar. That is a confidence gap. 
 
An actual readiness gap looks different. It usually means: 
 

-​ no financial runway 
-​ no clear model 
-​ no basic compliance structure 
-​ no plan for benefits or coverage 
-​ no idea how clients will find you 

 
Those are solvable, but they are not just mindset. 
 



The reason this distinction matters is that people often try to solve a readiness gap with 
encouragement, or a confidence gap with endless more preparation. Both are mismatches. 
 
Practical support structure for the transition 
 
For many new solo practices, a strong support setup is surprisingly simple: 
 

-​ one local therapist or owner who knows the terrain 
-​ one consult group or supervision relationship 
-​ one financial/tax professional 
-​ one trusted operational helper for billing, credentialing, or bookkeeping if needed 
-​ one place to ask local referral and compliance questions 

 
That is usually enough to prevent the launch from feeling like total freefall. 
 
Bottom line 
 
Private practice is easier to sustain when you stop treating support as optional. The strongest 
launch pattern is not radical independence. It is selective interdependence: local advice, peer 
reality checks, and just enough operational help to keep uncertainty from becoming paralysis. 
 

6.14 Common Mistakes, Delays, and Red Flags 
Most early private-practice mistakes are not dramatic. They are sequencing mistakes, visibility 
mistakes, and optimism mistakes. The same few errors repeat across different therapists, 
states, and models. The core pattern is simple: people get punished less for not knowing 
everything than for making permanent decisions too early. 
 
Buying tools before choosing a model 
 
A lot of new practice owners buy software because setup feels like progress. But a stack only 
makes sense in context. The right EHR, billing flow, phone setup, and scheduling process 
depend on whether you are: 
 

-​ private pay 
-​ hybrid 
-​ direct insurance 
-​ platform-assisted 
-​ telehealth-only 
-​ office-based 

 
If the model is still fuzzy, the tool decisions are usually premature. 
 
Assuming one state's rules apply elsewhere 



 
This is a recurring source of bad advice. State differences are not minor details. Entity rules, 
professional-corporation requirements, public-record exposure, telehealth rules, local taxes, and 
payer quirks can all vary meaningfully by state. New York alone is enough to break generic 
advice in places where people assume an LLC is the obvious answer. 
 
The red flag is any checklist that sounds universal when the issue is obviously local. 
 
Waiting too long to start insurance credentialing 
 
This is one of the costliest delays because it interacts with everything else. If insurance is part of 
the model, credentialing often takes months. People who start late end up with: 
 

-​ slow or no early reimbursement 
-​ longer dependence on savings or side work 
-​ rushed platform decisions 
-​ pressure to sign overhead before revenue is live 

 
If insurance matters, the mistake is treating credentialing as a mid-process task instead of an 
early one. 
 
Signing office overhead too early 
 
This shows up constantly. Office space feels like legitimacy. In reality, it is fixed cost. Therapists 
who go telehealth-first or use subleases often preserve far more flexibility than therapists who 
rent a full office before referral volume or credentialing status justify it. 
 
An office is not a milestone. It is a cost center. It should earn its place. 
 
Mixing business and personal finances 
 
This is an early convenience that becomes a later mess. It makes bookkeeping weaker, taxes 
harder, and real financial visibility worse. The lesson comes up again and again: open the 
business account, separate the cards, and make the money movement legible from the 
beginning. 
 
Using a home address without understanding public-record exposure 
 
This is one of the sharper "generic checklists miss this" issues. Depending on the filing and 
identifier, your address may become easily searchable. That can create privacy and safety 
concerns people only notice after the fact. 
 
The red flag is using a home address casually on state filings, business registrations, or 
provider identifiers without checking what becomes public and what alternatives exist. 



 
Using noncompliant email or texting casually 
 
A lot of startup behavior begins as "just for now." Personal Gmail, casual texting, or ad hoc tools 
can feel harmless in the first weeks. But once client communication starts, those habits harden 
quickly. 
 
The practical mistake is not only compliance risk. It is operational sloppiness. Casual systems 
make boundaries weaker, records messier, and future cleanup harder. 
 
Delaying policies because the forms feel intimidating 
 
Intake paperwork, financial agreements, privacy notices, cancellation policies, Good Faith 
Estimate workflow, telehealth emergency planning, and communication boundaries all feel 
abstract until the first ambiguous situation arrives. Then they suddenly feel urgent. 
 
The mistake is assuming you can improvise policies later without cost. In practice, unclear 
paperwork creates unclear conversations. 
 
Overbuilding branding before intake works 
 
This is one of the cleanest traps. People spend time on logos, fonts, polished websites, and 
social content because those tasks feel concrete and emotionally safer than outreach. But 
several therapists explicitly describe seeing others with beautiful websites and no sustainable 
caseload. 
 
The stronger default is simple: 
 

-​ look credible 
-​ sound specific 
-​ make booking easy 
-​ then improve aesthetics once the referral engine is working 

 
Launching without testing workflows 
 
Many problems are predictable before launch: 
 

-​ does inquiry handling make sense 
-​ can a client actually book 
-​ do forms send correctly 
-​ does telehealth work 
-​ do payments process 
-​ do you know what happens if someone is a poor fit or reaches out in crisis 

 



Skipping the dry run turns basic operating issues into live-client issues. 
 
Underestimating how much admin the chosen model creates 
 
Every model has an admin bill. Private pay pushes more weight toward marketing and 
conversion. Insurance pushes more toward credentialing, billing, and claims follow-up. Platform 
models reduce some admin while adding dependency and less control. 
 
The mistake is assuming you found the model with no tradeoffs. You did not. You only chose 
which friction you prefer. 
 
Outsourcing without visibility 
 
This is one of the clearest red flags in practice. Therapists outsource billing, credentialing, or 
setup help and then lose sight of what is actually happening. That creates a dangerous mix of 
cost, trust, and low observability. 
 
The safe version of outsourcing keeps visibility: 
 

-​ status trackers 
-​ copies of submissions 
-​ contracts you understand 
-​ access to reports 
-​ enough knowledge to tell whether the vendor is doing the job 

 
Bottom line 
 
The common mistakes are not random. They mostly come from doing irreversible things before 
the business model, timing, and local realities are clear. A safer launch is usually less about 
brilliance and more about restraint: start the right long-lead tasks early, keep overhead low, 
separate money cleanly, and do not hand critical functions to people or platforms you cannot 
evaluate. 
 

 



7. State-by-State Research Framework 
This section is intentionally not a 50-state legal summary. That would create false confidence 
fast, become outdated unevenly, and push the guide into pretending there is one national launch 
sequence when experience says the opposite. The practical goal here is different: give the 
reader a clear framework for figuring out what must be verified locally before launch. 
 
Generic startup advice usually breaks at the exact point where state detail starts to matter. 
Therapists can follow a broad checklist for weeks and still get stuck on one local issue: a 
professional-entity rule, a supervision limitation, a telehealth boundary, a business-license 
requirement, a public-record address problem, or a Medicaid enrollment detail that nobody 
mentioned in the podcast or course they bought. 
 
So the right use of this section is not "tell me the answer for every state." It is "show me what to 
verify, where to verify it, and how to capture the answer in a reusable format." 

7.1 What Actually Varies by State 
Not every state difference matters equally. Some are gating issues that can stop launch. Others 
are downstream details that matter once the practice is already operating. The safest research 
order is to identify the gating issues first. 
 
The biggest state-level variables 
 
Independent practice eligibility 
 
This is the first gate. In some states and license types, fully independent practice is 
straightforward once you are fully licensed. In others, supervision, collaboration, or ownership 
limits can still shape what you are allowed to do. 
 
This is where questions like these belong: 
 

-​ Can someone with this license type practice independently in this state? 
-​ Is post-licensure supervision still required for this level of work? 
-​ Are there restrictions on owning or naming the practice before full independent status? 

 
This is one of the reasons generic therapist advice does not transfer cleanly across professions 
or states. The same "start your solo practice" advice lands very differently for a fully licensed 
psychologist, an LPC candidate, a prelicensed social worker, or a prescriber in a state with 
physician-collaboration requirements. 
 
Supervision and consultation requirements 
 



Some rules are formal. Some are practical. A state may require specific supervision or 
collaboration arrangements. Even where it does not, certain populations, telehealth workflows, 
or payer arrangements may create supervision-like expectations in practice. 
 
The important distinction is: 
 

-​ what the board or statute requires 
-​ what good risk management suggests 
-​ what a payer or employer arrangement separately requires 

 
Those are not always the same thing. 
 
Entity requirements 
 
This is one of the most confusing state-specific areas. Depending on the state and profession, 
the typical or allowed structure may be: 
 

-​ sole proprietorship 
-​ LLC 
-​ PLLC 
-​ PC or professional corporation 
-​ another professional-entity variant 

 
The practical questions are: 
 

-​ What structures are allowed for this license type in this state? 
-​ Which one is most typical? 
-​ Does the state require additional professional registration after formation? 
-​ Does the board or licensing agency care how the entity is formed or named? 

 
This is where the difference between secretary-of-state filings and professional licensing 
approval becomes especially important. In some states, business formation is not the end of the 
story. 
 
Licensing board expectations 
 
Even if the board does not publish a startup checklist, it often sets the real practice boundaries. 
This can include expectations around: 
 

-​ professional titles and advertising 
-​ supervision disclosures 
-​ record access 
-​ documentation 
-​ patient abandonment and continuity 



-​ telehealth conduct 
-​ responding to complaints 

 
This is why the board site matters even when the issue "sounds like business." 
 
Telehealth consent and documentation rules 
 
Telehealth is often where therapists overgeneralize from national advice. Federal resources can 
give good general guidance, but states may layer on their own requirements around: 
 

-​ informed consent language 
-​ emergency planning 
-​ documentation of patient location 
-​ minor consent and parent access 
-​ modality-specific expectations 

 
Even when telehealth is allowed broadly, the paperwork and workflow details can still vary. 
 
Cross-state practice rules 
 
This is a major source of avoidable risk. The broad federal framing is simple: clinicians generally 
need authority to practice in the state where the patient is located. But the actual routes vary. 
Depending on the state and profession, the path may involve: 
 

-​ full separate licensure 
-​ a compact 
-​ temporary practice permission 
-​ registration or notice 
-​ no practical route at all for the situation 

 
This is the kind of issue that gets people in trouble because it feels close enough to "telehealth" 
to treat casually. 
 
Medicaid enrollment rules 
 
Medicaid is federally supported but state-administered. That means the operating reality is local. 
If Medicaid matters to the model, state research should cover: 
 

-​ whether your license type can enroll directly 
-​ what entity setup is needed first 
-​ whether certain site or ownership requirements apply 
-​ what the state portal and enrollment sequence actually look like 

 
This is also a place where payer advice from another state can be actively misleading. 



 
Business licensing requirements 
 
Many new practice owners focus on the entity and forget the local licensing layer. Depending on 
the state and locality, the practice may also need: 
 

-​ a state business registration or tax registration 
-​ a city or county business license 
-​ local occupancy or zoning approval for an office 
-​ DBA or assumed-name filing 

 
This is especially easy to miss in telehealth-first models where people assume "no office" 
means "no local business step." 
 
Record retention and minor-consent rules 
 
These are classic examples of things people postpone until after launch, even though they 
shape intake paperwork and operating policies from day one. State law can affect: 
 

-​ how long records must be retained 
-​ how minor consent works 
-​ when parents can access records 
-​ who can authorize treatment 
-​ what confidentiality exceptions apply 

 
This is one of the clearest reasons not to copy another practice's forms blindly. 
 
A useful way to sort state issues 
 
When doing state research, split issues into three buckets: 
 

-​ Launch blockers 
-​ independent-practice eligibility 
-​ supervision or collaboration requirements 
-​ entity rules 
-​ business-registration sequence 
-​ Medicaid eligibility if it is core to the model 

-​ Early workflow requirements 
-​ telehealth consent 
-​ emergency planning 
-​ documentation expectations 
-​ record retention 
-​ minor-consent rules 



-​ Optimization questions 
-​ which insurers pay best locally 
-​ which cities require extra business steps 
-​ which local addresses or registered-agent choices are most practical 

 
That ordering prevents you from spending three hours comparing EHRs before you know 
whether your ownership structure is even valid. 
 
Bottom line 
 
The point of state research is not to collect trivia. It is to find the few local rules that can change 
your launch path, your paperwork, your overhead, or whether you can legally operate the model 
you want. 

7.2 Recommended State Research Template 
The easiest way to make state research useful is to turn it into a repeatable worksheet. Do not 
just browse and hope you will remember what you found. Capture each answer, where you 
found it, and whether it still needs verification. 
 
Use this template as a working document. 
 
Basic profile 
 

-​ State: 
-​ License type: 
-​ Planned practice model: 
-​ Telehealth-only / hybrid / in-person: 
-​ Private pay / hybrid / insurance-first: 
-​ Date last verified: 

 
1. Licensing board 
 
Verify: 
 

-​ whether this license type can independently practice 
-​ whether supervision, collaboration, or registration is still required 
-​ advertising and title-use rules 
-​ telehealth rules or links the board points to 
-​ record-retention guidance or cross-reference to statute 
-​ complaint, documentation, or continuity expectations that affect startup paperwork 

 
Capture: 
 



-​ board name 
-​ main URL 
-​ exact pages or documents checked 
-​ open questions still unresolved 

 
Why this matters: 
 

-​ the board often defines the real practice boundaries even when other agencies handle 
business filings 

 
2. Secretary of state or business filing office 
 
Verify: 
 

-​ which entities are available in the state 
-​ whether professional entities are required or typical for your profession 
-​ DBA or assumed-name rules 
-​ registered-agent rules 
-​ what information becomes public record 

 
Capture: 
 

-​ office name 
-​ filing URL 
-​ entity options considered 
-​ mailing or public-address implications 

 
Why this matters: 
 

-​ this is where many people accidentally create the wrong entity or expose a home 
address without realizing it 

 
3. Professional licensing department or related agency 
 
In some states, business formation is not enough. There may be a separate professional 
approval layer. 
 
Verify: 
 

-​ whether the profession must separately register the entity 
-​ whether ownership, naming, or professional-corporation approval is required 
-​ whether there are profession-specific forms beyond basic state business filing 

 
Capture: 



 
-​ agency name 
-​ required filings 
-​ sequence relative to secretary-of-state filing 

 
Why this matters: 
 

-​ this is one of the places where "I already formed the LLC" can still leave someone 
incomplete 

 
4. State tax agency 
 
Verify: 
 

-​ whether state tax registration is required after business formation 
-​ payroll-tax or withholding registration if relevant 
-​ sales-tax questions if the state treats any part of the business unusually 
-​ local tax accounts or city tax registration if applicable 

 
Capture: 
 

-​ tax agency URL 
-​ registration accounts required 
-​ ongoing filing cadence 

 
Why this matters: 
 

-​ a clean startup gets weaker fast if the tax setup is late or invisible 
 
5. City or county licensing office 
 
Verify: 
 

-​ whether a city or county business license is required 
-​ whether home-occupation rules matter 
-​ whether office occupancy, zoning, or signage rules apply 
-​ whether there are local permits for operating from a home office or sublet 

 
Capture: 
 

-​ locality checked 
-​ local office URL 
-​ licenses or permits required 

 



Why this matters: 
 

-​ many guides stop at the state level even though local rules can still affect launch 
 
6. Medicaid provider enrollment portal 
 
Verify: 
 

-​ whether your license type can enroll directly 
-​ whether you must first form an entity or obtain a group NPI 
-​ whether there are site or address requirements 
-​ whether Medicaid enrollment is separate from commercial payer strategy 

 
Capture: 
 

-​ state Medicaid portal URL 
-​ eligibility notes 
-​ documents required 
-​ expected timeline 

 
Why this matters: 
 

-​ Medicaid is state-administered, so this is one of the least portable parts of payer advice 
 
7. Payer-specific notes 
 
This is not a legal source in the same way the board or state office is, but it is still operationally 
critical. 
 
Track: 
 

-​ which payers are worth paneling with locally 
-​ whether panels are commonly closed 
-​ typical reimbursement intelligence from local peers 
-​ whether specific payers have local reputations for slow onboarding or low rates 

 
Capture: 
 

-​ payer name 
-​ local notes 
-​ source of information 
-​ whether the note has been independently verified 

 
Why this matters: 



 
-​ two therapists in different states can both say "Aetna" and still mean very different 

launch economics 
 
8. Telehealth policy resources 
 
Verify: 
 

-​ whether the board has telehealth-specific rules 
-​ whether informed consent has state-specific elements 
-​ whether cross-state care has a separate process 
-​ whether emergency-planning expectations are stated anywhere 

 
Capture: 
 

-​ board telehealth page 
-​ state telehealth-policy page if one exists 
-​ any federal pages you are using as general guidance 

 
Why this matters: 
 

-​ telehealth rules are one of the easiest places to mix federal guidance, board rules, and 
assumptions from other states 

 
9. Record retention and minor-consent research 
 
Verify: 
 

-​ adult-record retention requirements 
-​ minor-record retention requirements 
-​ who can consent for treatment 
-​ when minors can consent on their own 
-​ parent or guardian access limits 

 
Capture: 
 

-​ statute, board guidance, or legal reference used 
-​ exact unanswered questions to verify if the language is unclear 

 
Why this matters: 
 

-​ these rules should shape your paperwork before your first intake, not after your first 
problem 

 



10. Evidence log 
 
For every important answer, save: 
 

-​ the URL 
-​ the page title 
-​ the date checked 
-​ a one-line summary of the answer 
-​ whether you are fully confident or still need local confirmation 

 
This sounds tedious, but it prevents the worst research mistake: remembering that you "saw it 
somewhere" with no idea where. 
 
A simple output format 
 
At the end of the worksheet, force yourself to summarize the state in three lines: 
 

-​ Biggest launch blocker in this state: 
-​ Most likely paperwork mistake in this state: 
-​ What must be verified locally before seeing the first client: 

 
If you cannot answer those yet, the research is not finished. 

7.3 Optional State Profile Appendix Format 
If this guide later grows state appendices, each state section should follow the same shape. The 
goal is not encyclopedic detail. The goal is to make each appendix fast to scan, easy to update, 
and explicit about uncertainty. 
 
Use one state per subsection with this format. 
 
State name 
 
Last verified: 
 
License type(s) this profile applies to: 
 
Important scope note: 
 
Use the scope note to make clear what the profile does not cover. For example: 
 

-​ applies to fully licensed therapists only 
-​ does not cover associates or candidates 
-​ does not cover prescribers 



-​ does not cover group-practice employment law 
 
1. Who can independently practice 
 
Include: 
 

-​ which license types can generally operate independently 
-​ any supervision, collaboration, or registration caveats 
-​ major professional distinctions that change the launch path 

 
2. Entity considerations 
 
Include: 
 

-​ what entity types are common, required, or restricted 
-​ whether a professional entity is typical 
-​ whether there is a separate professional approval layer 
-​ address and registered-agent cautions 

 
3. Telehealth cautions 
 
Include: 
 

-​ state-specific telehealth consent or documentation issues 
-​ patient-location and emergency-planning cautions 
-​ cross-state practice cautions 

 
4. Insurance and Medicaid notes 
 
Include: 
 

-​ whether Medicaid enrollment is relevant and where to verify it 
-​ any high-signal local payer observations 
-​ whether panel closures, rate variability, or entity setup commonly affect enrollment 

 
Keep this section clearly separated into: 
 

-​ confirmed rule 
-​ local operating note 

 
That prevents payer folklore from being presented as law. 
 
5. Local business-licensing notes 
 



Include: 
 

-​ state registration steps that matter after formation 
-​ city or county licensing patterns if they commonly matter 
-​ office or home-address cautions if those are recurring local issues 

 
6. Record retention and minor-consent flags 
 
Include: 
 

-​ what has been verified 
-​ what still needs statute-level confirmation 

 
This is one of the best places to be explicit that the appendix is a framework, not legal advice. 
 
7. Unresolved questions to verify 
 
This should always stay in the profile. It is a feature, not a weakness. 
 
Examples: 
 

-​ confirm whether this entity type is permitted for this license 
-​ verify current board interpretation of telehealth consent wording 
-​ confirm local business-license requirement for home-office telehealth 
-​ verify minor-consent rule for this practice population 

 
This keeps the appendix honest and makes updates easier later. 
 
8. Recommended local verification contacts 
 
List categories, not necessarily names: 
 

-​ licensing board 
-​ secretary of state 
-​ state tax agency 
-​ city or county licensing office 
-​ Medicaid portal 
-​ local accountant 
-​ local attorney if needed 
-​ local therapist peer group 

 
9. One-paragraph state summary 
 
End every state profile with a short summary in plain English: 



 
-​ what usually trips people up here 
-​ what is straightforward here 
-​ what should be checked before launch 

 
That paragraph should help a reader orient fast without replacing the details above. 
 
Bottom line 
 
The appendix format should help a reader ask better local questions, not trick them into thinking 
state-specific compliance has been permanently solved. 
 

 



8. Checklist Library 
This section compresses the guide into practical launch checklists. Use these as operating 
tools, not just reading material. None of them overrides state law, board rules, payer 
requirements, or employment-contract restrictions. Where a line item depends on state or payer 
specifics, verify locally before treating it as complete. 
 
If you are short on time, this is the most skimmable section in the guide. 
 

8.1 Before You See Your First Client Master Checklist 
Practice model and scope 
 

​ I have chosen a real practice model: private pay, hybrid, direct insurance, or 
platform-assisted insurance. 

​ I know whether I am launching telehealth-only, hybrid, or in-person-heavy. 
​ I know which populations, problems, and settings are in scope for this practice. 
​ I know which clients I will refer out rather than taking by default. 

 
Licensing and state gating 
 

​ I have verified that my license type can independently practice in this state in the way I 
plan to operate. 

​ I have verified any supervision, collaboration, or registration requirements that still apply. 
​ I have checked state-specific telehealth, cross-state, minor-consent, and 
record-retention rules that affect launch. 

​ I have verified local business-license or city/county requirements if applicable. 
 
Business core 
 

​ I have chosen the business structure I am actually using now, not just one I may use 
later. 

​ I have completed required business formation and name-registration steps. 
​ I have an EIN if needed. 
​ I have the correct NPI setup for how I plan to bill and contract. 
​ I have a business bank account and a clean way to keep business and personal money 
separate. 

​ I have a bookkeeping method and a tax-support plan. 
 
Insurance, risk, and coverage 
 

​ I have malpractice insurance in place before the first session. 



​ I have any additional insurance needed for an office, landlord, or local requirement. 
​ I have a clear health-insurance and benefits bridge plan if this practice affects 
employment coverage. 

​ I have a backup or continuity plan for illness, leave, or unexpected unavailability. 
 
Compliance and paperwork 
 

​ I have a privacy notice, informed-consent process, financial agreement, cancellation 
policy, and communication-boundary language. 

​ I have a Good Faith Estimate workflow if I will see self-pay or uninsured clients and it 
applies. 

​ I have telehealth consent and emergency-planning language if I will offer telehealth. 
​ I have a release-of-information workflow and record-storage plan. 
​ I know how I will retain records and handle minors or parent access where relevant. 

 
Technology stack 
 

​ I have one primary EHR or documentation system. 
​ I have a secure email setup and know what client communication will and will not 
happen there. 

​ I have a payment workflow that is tested. 
​ I have a phone, voicemail, or contact method that matches my boundary plan. 
​ I have only the minimum tools needed to launch, not a speculative stack. 

 
Insurance and billing workflow 
 

​ If taking insurance, I have an active CAQH profile and a live credentialing tracker. 
​ I know which payers I am applying to and why. 
​ I know how claims will be submitted and followed up. 
​ I know how I will explain copays, deductibles, benefits verification, and private-pay terms 
to clients. 

​ I can see where money goes from session to bank account. 
 
Intake and care workflow 
 

​ I can describe the full path from inquiry to consult to intake to session to payment to 
follow-up. 

​ I have first-response scripts for inquiry, fees, fit, waitlist, and referral-out situations. 
​ I have scheduling, reminders, intake forms, and pre-session instructions set up. 
​ I know what I will do if someone is not a fit, is higher acuity than I can manage, or 
reaches out in crisis. 

 



Referral and marketing 
 

​ I have at least one solid directory profile or website that clearly states who I help, where I 
practice, and how to get started. 

​ I have at least one active referral channel beyond "hope." 
​ I have simple language for outreach to referral sources. 
​My copy sounds specific enough that the right client can self-select. 

 
Launch readiness 
 

​ I have run a dry run of inquiry, forms, booking, payment, and documentation. 
​ I know my target caseload, revenue target, and bare-minimum survival threshold. 
​ I am not relying on memory for the launch sequence. 
​ I am not waiting on an unresolved legal or payer question that could block safe launch. 

 

8.2 Fastest Low-Admin Launch Checklist 
Use this version if the goal is to launch quickly with the least ongoing overhead. It is usually best 
for telehealth-first, private-pay or out-of-network, solo practices that want speed and simplicity 
over payer volume. 
 
Model 
 

​Telehealth-first unless there is a strong reason not to be. 
​Private pay or out-of-network from day one. 
​No office lease before demand exists. 
​No extra staff before recurring revenue exists. 

 
Business setup 
 

​Form the simplest legally valid entity for the state and profession. 
​Get the needed identifiers, banking, and malpractice coverage. 
​Set up a professional email and one main phone or contact channel. 

 
Tech stack 
 

​Choose one all-in-one or nearly all-in-one system for scheduling, documentation, intake, 
and payment. 

​Do not add separate tools for functions your main system already handles well enough. 
​Use only the minimum website needed to look credible and convert. 

 
Paperwork 



 
​Use a clear informed-consent packet, financial agreement, cancellation policy, and 
telehealth plan. 

​Make sure private-pay and out-of-network language is easy to understand. 
​Have a Good Faith Estimate workflow if applicable. 

 
Marketing 
 

​Build one strong directory profile. 
​Build one simple website or landing page. 
​Choose one or two referral channels you will actively maintain. 
​Write copy that is specific enough to screen for fit. 

 
Overhead discipline 
 

​No office rent yet. 
​No paid ads unless the basics are already converting. 
​No elaborate brand package before inquiries are coming in. 
​No large tool stack justified by future plans instead of current needs. 

 
Readiness to start 
 

​Payment works. 
​ Intake works. 
​Telehealth works. 
​ Inquiry response works. 
​Emergency workflow works. 

 
This is the cleanest version of a low-risk first launch because it keeps the number of moving 
parts small. 
 

8.3 Insurance-First Launch Checklist 
Use this version if insurance is a core part of the model and you want to build around 
payer-based referrals from the beginning. 
 
Model 
 

​ I know whether I am using direct paneling, a platform-assisted bridge, or a hybrid path. 
​ I know which payers I am targeting first and why. 
​ I am not trying to panel with every payer at once. 



 
Early setup 
 

​Business entity, EIN, and NPI setup are completed in the form needed for payer 
enrollment. 

​CAQH is created, complete, and kept current. 
​Required documents are gathered in one place for repeated payer submission. 
​ I have a tracker for payer name, status, date submitted, missing items, and next 
follow-up. 

 
Credentialing sequence 
 

​Credentialing starts early, not after the rest of the setup is done. 
​ I have realistic expectations for timeline lag. 
​ If I am using a credentialing service or platform, I know exactly what they are and are not 
handling. 

​ I know whether rates are being negotiated or merely accepted. 
 
Billing and claims 
 

​ I know who is submitting claims. 
​ I know how ERAs/EOBs will be reviewed. 
​ I have a denial and aging-claims visibility process. 
​ I know who is responsible for appeals and follow-up. 
​ I can audit the billing workflow instead of trusting a black box. 

 
Patient benefits workflow 
 

​ I have language telling clients to verify benefits. 
​ I know how I will communicate copays, deductibles, coinsurance, and out-of-pocket risk. 
​ I know how no-shows, late cancellations, and noncovered charges will be handled. 
​ I know what I will say if a client assumes "in network" means "fully covered." 

 
Address and office decisions 
 

​ I am not taking on office overhead earlier than the credentialing path requires. 
​ If a payer needs an address or site detail, I know what is acceptable and what is public. 
​ If using telehealth-first during credentialing, I know how that affects setup. 

 
Marketing while credentialing 
 

​ I am building referral channels before the final panel approvals arrive. 



​My profiles make clear which insurance path is live now versus still pending. 
​ I am not assuming payer status alone will fill the caseload. 

 
Go-live readiness 
 

​At least one revenue path is actually live. 
​Claims submission has been tested or reviewed. 
​Benefits conversations are scripted. 
​My launch budget can survive the lag between seeing clients and getting paid. 

 

8.4 Gradual Transition While Employed Checklist 
Use this version if you are building the practice while still employed and want to reduce risk 
instead of making a single jump. 
 
Employment constraints 
 

​ I have reviewed my employment agreement for non-compete, non-solicit, moonlighting, 
notice, and payout language. 

​ I have checked whether side practice is allowed under my current role. 
​ I know what I can and cannot do regarding current or former clients. 
​ I have legal review if the contract risk is material or unclear. 

 
Side-practice structure 
 

​ I have chosen limited launch hours that are sustainable while employed. 
​ I am not building a practice schedule that only works if I never rest. 
​ I have a lean stack and a low-overhead model while the practice is still part-time. 
​ I know which tasks I must do myself and which can wait. 

 
Referral pacing 
 

​ I have a realistic plan for how quickly I can take new clients without breaking my 
calendar. 

​ I know how many clients I can ethically and operationally absorb while still employed. 
​ I am not advertising capacity that my real schedule cannot support. 
​ I have a referral or waitlist plan if inquiries arrive faster than I can onboard safely. 

 
Benefits bridge 
 

​ I know when current health, retirement, disability, PTO, or other benefits end if I resign. 



​ I have a spouse/partner plan, Marketplace plan, COBRA bridge, or other real coverage 
path. 

​ I have run the numbers on what losing benefits does to the full-time decision. 
​ I have a plan for time off and coverage that employment currently absorbs. 

 
Financial guardrails 
 

​ I know my monthly bare-minimum personal and business survival number. 
​ I know how many paying clients or how much monthly revenue gets me to that number. 
​ I have an emergency buffer or another support structure for the ramp period. 
​ I am not resigning purely because I am burned out if the replacement math does not 
work yet. 

 
When-to-resign thresholds 
 

​ I have defined a minimum active caseload threshold. 
​ I have defined a revenue threshold, not just a hope threshold. 
​ I have defined a benefits threshold or replacement plan. 
​ I have defined an admin-load threshold where being employed and building the practice 
at once stops being sustainable. 

 
Operational realism 
 

​ I know what will get harder before it gets easier. 
​ I have protected at least some nonworking time. 
​ I have local support or peer consultation instead of trying to white-knuckle the transition 
alone. 

 
This is usually the safest launch path when benefits, contract restrictions, or cash-flow risk make 
an immediate jump too expensive. 
 

8.5 Hybrid Office + Telehealth Checklist 
Use this version if you want to combine in-person work with telehealth while keeping overhead 
disciplined. 
 
Office decision 
 

​ I know why I need an office now instead of later. 
​ I have considered sublease, room rental, or shared-suite options before taking a full 
lease. 

​ I am treating the office as a cost center, not as emotional proof that the practice is real. 



 
Address and privacy 
 

​ I know which address will appear on public filings, payer records, directories, and other 
business records. 

​ I know whether I need a registered agent or alternate mailing setup. 
​ I am not casually using a home address without understanding the exposure. 

 
Lease and local requirements 
 

​ I have checked landlord insurance requirements. 
​ I have checked city or county business-license, occupancy, or zoning flags if relevant. 
​ I have checked any accessibility or building requirements that materially affect use. 
​ I know what happens if I leave the sublease or main office early. 

 
Room logistics 
 

​The room is private enough for therapy. 
​ Internet is reliable enough for telehealth sessions from the office. 
​Sound, visibility, check-in flow, and waiting-room dynamics support confidentiality. 
​ I know how I will handle shared-room scheduling, turnover, and late arrivals. 

 
Workflow consistency 
 

​My website, directory profiles, intake paperwork, and scripts clearly state in-person 
versus telehealth availability. 

​ I know which clients can be scheduled where and why. 
​ I have a backup plan if the office becomes unavailable for a day. 
​ I have a telehealth fallback workflow for weather, illness, or room issues. 

 
Cost discipline 
 

​ I have modeled the office cost against expected referral demand. 
​ I know how many sessions per month the office must support to earn its place. 
​ I am not taking on fixed office costs before basic referral flow exists. 

 
Hybrid can work very well, but only if the office is solving a real demand or care-delivery 
problem rather than creating overhead too early. 
 



8.6 State-Specific Research Checklist 
Use this version alongside section 7. The goal is to verify the local facts that can change your 
launch path before you start seeing clients. 
 
License and board 
 

​Verify independent-practice eligibility for your exact license type. 
​Verify supervision, collaboration, or registration requirements. 
​Verify title-use, advertising, and board expectations that affect practice setup. 
​Save the board URLs and the date checked. 

 
Entity and filing 
 

​Verify which entity types are allowed or typical for your profession in your state. 
​Verify whether professional approval is required beyond secretary-of-state filing. 
​Verify DBA, assumed-name, and registered-agent requirements. 
​Verify what becomes public record. 

 
Tax and local business 
 

​Verify state tax registration requirements. 
​Verify payroll or withholding setup if relevant. 
​Verify city or county business-license requirements. 
​Verify any home-office, occupancy, or zoning flags. 

 
Telehealth and cross-state 
 

​Verify state telehealth consent and documentation rules. 
​Verify emergency-planning expectations. 
​Verify rules for seeing clients located out of state. 
​Verify any compact, registration, or temporary-practice rules that apply. 

 
Medicaid and payer research 
 

​Verify whether your license type can enroll in Medicaid directly. 
​Verify what entity or address setup Medicaid requires. 
​Verify which commercial payers matter locally. 
​Verify whether local peers report panel closures, weak rates, or unusual friction. 

 
Records, minors, and privacy 
 



​Verify record-retention rules. 
​Verify minor-consent rules. 
​Verify parent/guardian access rules where relevant. 
​Verify any address, directory, or privacy issue that should shape filings and paperwork. 

 
Evidence log 
 

​Record the source URL for every important answer. 
​Record the date checked. 
​Record what is confirmed versus what still needs local professional confirmation. 
​Record the biggest unresolved state-specific risk before launch. 

 
If you cannot hand someone a one-page summary of what your state changes about your 
launch, the research is not organized enough yet. 
 

 



9. Worksheets, Templates, and Appendices 
These appendices are meant to make the guide easier to use in practice. They are working 
tools, not generic inspiration. Adapt them to your state, model, and actual workflow. 
 

9.1 Tool Comparison Appendices 
Pricing, features, contracts, BAAs, and referral dynamics change. Recheck current details 
directly with the vendor before you buy, and do not move PHI through a system until you have 
verified that it fits your privacy and workflow requirements. 

EHR Comparison Table 

Tool Best For Strengths Tradeoffs Usually Best 
When 

SimplePractice All-in-one solo start Broad feature set, 
scheduling, notes, 
telehealth, 
payments, forms 

Can feel heavier 
and more 
expensive than the 
leanest setup 

You want one main 
system to run most 
of the practice 

TherapyNotes Insurance-heavy or 
documentation-focu
sed setups 

Strong clinical 
workflow 
reputation, common 
in therapist circles, 
solid notes and 
billing support 

Less 
design-polished 
than some newer 
tools 

Claims, 
documentation, and 
back-office 
structure matter 
early 

Sessions 
Health 

Leaner, 
cost-conscious solo 
practice 

Simpler feel, lighter 
overhead, good fit 
for many solo starts 

Smaller ecosystem 
and fewer 
long-established 
assumptions than 
older incumbents 

You want a simpler 
stack and lower 
complexity 

Minimal / 
separate-tools 
workflow 

Extremely lean or 
temporary 
validation setup 

Maximum flexibility, 
can be cheap at 
first 

Higher compliance 
and workflow risk, 
easier to fragment 
the practice 

Only if you are 
deliberately 
keeping the stack 
small and 
understand the 
risks 



Phone / Messaging Comparison Table 

Tool / Setup Best For Strengths Tradeoffs Usually Best 
When 

Spruce Health Dedicated clinical 
communication 

Built around 
healthcare 
messaging 
workflows, better 
boundary 
separation than a 
personal phone 

Another 
subscription and 
another inbox to 
manage 

You want a clean 
business line and 
tighter 
communication 
boundaries 

Google Voice / 
Workspace 
stack 

Very lean business 
setup 

Familiar, cheap, 
easy to start 

Needs careful 
privacy and 
workflow review 
before real use 

You need a simple 
business contact 
layer and are 
keeping messaging 
narrow 

EHR-integrated 
messaging 

Fewer systems Keeps 
communication 
closer to the client 
record and 
scheduling 
workflow 

Depends heavily on 
your EHR's real 
strengths and 
limitations 

You want less tool 
sprawl and your 
EHR handles 
enough of the job 

Personal phone 
with ad hoc 
boundaries 

Almost never the 
best long-term 
choice 

Fastest possible 
setup 

Weakest boundary 
and privacy 
discipline, hardest 
to unwind later 

Usually avoid 

Website Builder Comparison Table 

Tool / Approach Best For Strengths Tradeoffs Usually Best 
When 

Squarespace Clean 
brochure-style 
practice sites 

Good templates, 
easy launch, 
credible look 
quickly 

Can encourage 
overpolishing 
before the message 
is proven 

You want a fast, 
attractive site 
without 
custom-build 
complexity 

Wix Flexible DIY site 
building 

Easy editing, fast 
setup, many 
template choices 

Easy to overbuild; 
quality depends on 
restraint 

You want more 
drag-and-drop 



Tool / Approach Best For Strengths Tradeoffs Usually Best 
When 

control and can 
stay disciplined 

One-page 
simple site 

Fastest lean launch Lowest setup 
overhead, enough 
for early conversion 
if the copy is clear 

Less brand 
flexibility and fewer 
later content 
options 

You just need a 
credible landing 
page plus a contact 
or booking path 

WordPress / 
custom build 

Heavy content or 
SEO ambitions 

Most control and 
extensibility 

Highest setup and 
maintenance 
burden 

Usually later, not 
first 

Bookkeeping Comparison Table 

Tool / Setup Best For Strengths Tradeoffs Usually Best 
When 

Spreadsheet / 
manual 
tracking 

Very early solo 
launch 

Cheap, simple, no 
learning curve 
beyond discipline 

Easy to get messy, 
limited reporting, 
not ideal as 
complexity grows 

Transaction volume 
is still low and the 
owner is 
detail-oriented 

QuickBooks Common default 
small-business 
bookkeeping 

Familiar 
ecosystem, 
accountant-friendly, 
broad support 

Cost and feature 
sprawl 

You want a 
standard tool many 
accountants 
already use 

Xero Leaner 
software-first 
bookkeeping 

Often feels cleaner 
and lighter for 
simple setups 

Smaller default 
mindshare in some 
therapist circles 

You want software 
help without 
defaulting to the 
biggest brand 

Bookkeeper + 
software 

Owners who do not 
want to run the 
books alone 

Better visibility and 
fewer tax-season 
surprises if 
supervised well 

Ongoing cost, still 
requires owner 
review 

Revenue and 
complexity are high 
enough that DIY is 
becoming risky 



Insurance Participation Options Table 

Option Speed Admin 
Load 

Control Referral 
Help 

Main Risk Usually Best 
When 

Private 
pay / 
out-of-ne
twork 
only 

Fast Lower High Lower 
unless niche 
is strong 

Slow ramp if the 
market is 
price-sensitive 

You want speed 
and lower payer 
friction 

Direct 
paneling 

Slowest Highest Highest Mixed Credentialing delay 
and claims 
complexity 

Insurance is core 
and you want 
long-term 
ownership 

Headway Fast Lower Medium Mixed and 
market-dep
endent 

Platform 
dependency and 
portability limits 

You want quick 
insurance access 
with less 
back-office work 

Alma Fast-m
edium 

Lower Medium Mixed and 
market-dep
endent 

Platform 
dependency plus 
membership cost 

You want 
platform-assisted 
insurance with 
some referral 
upside 

Hybrid 
model 

Medium Medium-
high 

Medium-
high 

Mixed Complexity creep if 
both paths are 
weakly built 

You want flexibility 
and can manage 
two revenue paths 
clearly 

 
How to use these tables 
 

-​ Choose for workflow fit, not feature envy. 
-​ Recheck current pricing and compliance terms directly. 
-​ Do not buy more tools than your model actually requires. 
-​ If two options look close, choose the simpler one unless a real workflow gap says 

otherwise. 
 

9.2 Templates and Worksheets 
Copy these into your own working doc and fill them in. If a field stays blank, the decision is 
probably not done yet. 



Practice Model Decision Worksheet 

Primary model: 
 
Delivery model: 
 
Who I want to serve first: 
 
Who I do not want to serve first: 
 
Why this model fits my market: 
 
Why this model fits my energy / admin tolerance: 
 
What would make me change models later: 

Tool Stack Worksheet 

Core EHR / practice management tool: 
 
Business email setup: 
 
Phone / messaging setup: 
 
Payment setup: 
 
Website / directory setup: 
 
Bookkeeping setup: 
 
Why each tool is in the stack: 
 
Which tool could I remove right now if I had to simplify: 

Outsource-vs-DIY Decision Worksheet 

Task: 
 
Why I am considering outsourcing it: 
 
What happens if this is done badly: 
 
Can I audit the output: 



 
What I still need to understand even if I outsource it: 
 
My current decision: DIY / outsource / review later 

Benefits Replacement Worksheet 

Current health insurance path: 
 
Retirement path after launch: 
 
Disability / emergency plan: 
 
Time-off reserve target: 
 
Coverage plan if I am unavailable: 
 
Biggest remaining benefits gap: 

First-Client Readiness Worksheet 

Can I legally operate this model in my state: yes / no / not fully 
verified 
 
Where first inquiries will come from: 
 
How payment will be collected: 
 
How intake paperwork will be sent: 
 
How telehealth / office workflow will run: 
 
What I still need to test before go-live: 

State-Research Worksheet 

State: 
 
License type: 
 
Independent-practice status: 
 
Entity rule to verify: 



 
Board source checked: 
 
Tax / local business source checked: 
 
Telehealth rule to verify: 
 
Record-retention / minor-consent item to verify: 
 
Biggest unresolved state issue: 

Referral Outreach Tracker 

Why they fit my niche Contact date Follow-up date 

   

   

   

Launch Timeline Worksheet 

Target launch window: 
 
What must be live before I launch: 
 
What can wait until after launch: 
 
Longest-lead item: 
 
Biggest risk if I delay too long: 
 
Biggest risk if I rush: 

Ramp-to-Full-Time Worksheet 

Current employment status: 
 
Current benefits I would lose: 
 
Minimum active caseload before resigning: 
 
Minimum monthly revenue before resigning: 



 
Benefits replacement threshold: 
 
Reasons I would stay employed longer: 
 
Reasons I would move sooner: 
 

9.3 Example Scripts 
These are starting points. Tighten them so they sound like you, but keep the structure. 

Phone Consult Script 
Thanks for reaching out. Before we schedule, can I ask a few quick questions to 
make sure I seem like the right fit and that the logistics line up? 

Insurance Explanation Script 
I am in network with [plans], but I still ask clients to verify their benefits because 
copays, deductibles, and out-of-pocket costs can vary. I do not want you surprised 
after we start. 

Private-Pay Explanation Script 
I work on a private-pay basis, which means payment is due at the time of service. 
The benefit of that model is [brief practical benefit], but I want to be clear about the 
cost before we schedule. 

Out-of-Network Superbill Explanation Script 
I am not in network with insurance, but if your plan has out-of-network benefits I can 
provide a superbill for you to submit for possible reimbursement. I cannot promise 
what your plan will cover, so I recommend verifying that with them directly. 

Referral-Out Script 
Based on what you are looking for, I do not think I am the best fit. I would rather be 
clear now and point you toward a setting or provider that matches your needs better 
than start in a way that is unlikely to be useful. 

 

9.4 Suggested Launch Timeline 
Use these timelines as planning scaffolds, not promises. The real schedule depends on your 
state, model, runway, and whether insurance is part of the path. 



1-2 Week Sprint Version 
Best for: 
 

-​ telehealth-first 
-​ private pay / out-of-network 
-​ very lean stack 
-​ low local complexity 

 
Week 1: 
 

-​ choose model 
-​ verify state basics 
-​ set up entity / EIN / banking if needed 
-​ choose core platform 
-​ draft intake, payment, and emergency workflow 

 
Week 2: 
 

-​ launch website / directory 
-​ test the full workflow 
-​ turn on one or two referral channels 
-​ open scheduling carefully 

30-Day Version 
Best for: 
 

-​ most solo launches 
-​ therapists who want a safer setup than the sprint version 
-​ people still working and building deliberately 

 
Days 1-10: 
 

-​ model decisions 
-​ state and entity verification 
-​ business setup 
-​ benefits and runway review 

 
Days 11-20: 
 

-​ EHR / payment / forms / communication setup 
-​ website and directory build 
-​ script and policy draft 
-​ referral-list creation 



 
Days 21-30: 
 

-​ workflow dry run 
-​ marketing turn-on 
-​ first consults or first intakes 
-​ early review of what is still breaking 

60-90 Day Insurance-Oriented Version 
Best for: 
 

-​ direct paneling 
-​ hybrid models with credentialing 
-​ launches where insurance revenue matters 

 
Days 1-30: 
 

-​ choose payers 
-​ set up CAQH 
-​ submit early applications 
-​ finish entity / NPI / address alignment 
-​ keep overhead low 

 
Days 31-60: 
 

-​ build claims workflow 
-​ build benefits-verification workflow 
-​ launch referral channels 
-​ continue application follow-up 

 
Days 61-90: 
 

-​ refine the live workflow 
-​ add clients through whatever revenue path is active 
-​ confirm effective dates, billing visibility, and denial handling 
-​ resist taking on office or stack complexity too early 

 
 

 

 



Official Resources Referenced in This Guide 
-​ Telehealth licensure across state lines (HHS) 
-​ Telehealth workflow planning (HHS) 
-​ Telehealth emergency planning for behavioral health (HHS) 
-​ HIPAA business associate guidance (HHS) 
-​ HIPAA privacy practices guidance (HHS) 
-​ Good Faith Estimate guidance (CMS) 
-​ NPI fact sheet (CMS) 
-​ Medicare provider enrollment (CMS) 
-​ Medicaid state overviews (CMS) 
-​ EIN application (IRS) 
-​ Form 2553, S-corp election (IRS) 
-​ Retirement plans for self-employed people (IRS) 
-​ Business licenses and permits (SBA) 
-​ Business bank account guidance (SBA) 
-​ Self-employed health coverage (HealthCare.gov) 
-​ Losing job-based coverage (HealthCare.gov) 
-​ COBRA overview (U.S. Department of Labor) 
-​ CAQH 

 

https://telehealth.hhs.gov/licensure/licensing-across-state-lines
https://telehealth.hhs.gov/providers/planning-your-telehealth-workflow
https://telehealth.hhs.gov/providers/best-practice-guides/telehealth-for-behavioral-health/preparing-patients-for-telebehavioral-health/creating-a-telehealth-emergency-plan
https://www.hhs.gov/hipaa/for-professionals/privacy/guidance/business-associates/index.html
https://www.hhs.gov/hipaa/for-professionals/privacy/guidance/privacy-practices-for-protected-health-information/index.html
https://www.cms.gov/medical-bill-rights/help/guides/good-faith-estimate
https://www.cms.gov/files/document/npi-fact-sheet.pdf
https://www.cms.gov/medicare/enrollment-renewal/providers-suppliers
https://www.medicaid.gov/state-overviews
https://www.irs.gov/businesses/small-businesses-self-employed/get-an-employer-identification-number
https://www.irs.gov/forms-pubs/about-form-2553
https://www.irs.gov/retirement-plans/retirement-plans-for-self-employed-people
https://www.sba.gov/business-guide/launch-your-business/apply-licenses-permits
https://www.sba.gov/business-guide/launch-your-business/open-business-bank-account
https://www.healthcare.gov/self-employed/
https://www.healthcare.gov/have-job-based-coverage/if-you-lose-job-based-coverage/
https://www.dol.gov/general/topic/health-plans/cobra
https://www.caqh.org/
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