CLIENT CONSENT FOR PAYMENT
I,______________________________agree to pay the amount of $______ per session.  I agree to make payment at the start of each session and am aware that failure to provide such payment will result in suspension of session until said payment can be made.

Insurance Payments
I acknowledge an understanding that a quote of insurance benefits does not guarantee that my insurance will cover my session cost.  I further agree to pay the full contracted amount of my session if the claim for my service is denied.

EAP Services

I acknowledge an understanding that I am responsible for obtaining an authorization number as well as the number or sessions allowed from my EAP company.  I further acknowledge that I am to provide this information to my therapist prior to attending my first session.

Cancellation Policy

Since the scheduling of an appointment involves the reservation of time specifically for you, a minimum of 24 hours (1 day) notice is required for re-scheduling or canceling of any appointment. The full fee will be charged for sessions missed without such notification. Most insurance and EAP companies do not reimburse for missed sessions.  
NAME (Please print)________________________________________________

NAME (Please print)________________________________________________
CLIENT SIGNATURE______________________________DATE___________

CLIENT SIGNATURE______________________________DATE___________

GAURDIAN SIGNATURE___________________________DATE___________


                                    For clients under the age of 18
THERAPIST SIGNATURE__________________________DATE___________

