Mary Slominski Counseling

Fee Agreement

 Client: _________________________________________________________________________________________

Address:  _______________________________________________________________________________________

Home Phone: _____________________ Work Phone: _______________________ Cell Phone: __________________

Bill To (name & address if different than above): _________________________________________________________

_______________________________________________________________________________________________

You are responsible for paying your fee / co-pay / deductible at the time of service.  You will discuss with your therapist the appointment length and frequency of counseling sessions.  Once an appointment is made, if you wish to cancel and not potentially be charged for the session, we require that you notify the office 24 hours prior to the scheduled appointment.  You may be charged __________  for scheduled sessions that you do not attend or do not cancel within 24 hours.

When insurance coverage is available, clients are charged full fee and the insurance is used to cover the cost of the sessions.  If you opt not to use your insurance, you will be charged what your particular insurance companies reimburse, plus your co-payment.  Because most health insurance policies have established deductibles and co-payments that are the client’s responsibility, we require that co-payments deductibles be provided at the time of your service.  Insurance information will be attached to this form.

When insurance coverage is not available, you will be required a payment of our negotiated amount of $__________  (initial in agreement _____) at each session.

Acknowledgment of Financial Responsibility:  I understand the above information regarding my fee and responsibilities for payment.   The financial information I have given is a true and accurate statement of my present insurance information.  I will notify Mary Slominski, LIMHP of any changes in this information.  If my procrastination and / or neglect of providing the most updated information leads to claims being denied, I will be responsible for the full payment in addition to the co-payment. 

Assignment of Insurance Benefits – Authorization to Pay and Release Information:  I/we hereby authorize Mary Slominski, LIMHP and / or Mary Slominski Counseling to request payment directly of any and all medical care insurance benefits, either under basic insurance or major medical insurance provisions, to which I/we may be entitled as a result of services rendered by Mary Slominski, LIMHP and /or Mary Slominski Counseling.  I also authorize the release of any information necessary for the completion of insurance forms or the determination of payable benefits.  A photocopy of this assignment and authorizations shall be as valid as the original.

____________________________________________________________________ 
________________________

Signature of Client or Client’s parent or legal representative



Date

___________________________________________________________________
________________________

Signature of person responsible for payment if other than the client


Date

___________________________________________________________________
________________________

Witness










Date

