The Stone Center for Counseling & Leadership

1106 Harding Place

Charlotte, NC  28204

P (704) 665-0065 * F (704) 335-4001

FINANCIAL POLICY AND FEE AGREEMENT
Please read the following policies carefully and initial where indicated for each. By initializing you are stating that you are in agreement with the policy as it applies to you or your child. If you have any questions about these policies please be sure to ask The Stone Center for explanation prior to signing.

INITIAL ONE:

_________I agree to allow The Stone Center For Counseling & Leadership, PLLC to bill my insurance company directly for services provided and give permission for them to release any information the insurance company may request/require in order to process payment.  I understand that if my insurance plan requires that a deductible be met, I will be responsible for the full session fee until the required deductible amount outlined in my insurance coverage policies has been met.  Please Note: Not all issues/conditions/problems, which are dealt with in psychotherapy are reimbursed by insurance companies.  As a courtesy our office manager will verify your insurance benefits and inform you of the information provided.  I understand, it is my responsibility to know the parameters of my plan and verify the specifics of my coverage.  I understand and agree that if for any reason my insurance does not pay, I am ultimately responsible for payment in full. 

________I will self-pay for my/my child’s therapy sessions.

PAYMENT

I understand payment of services is expected at the time of each session.  I understand that if I choose to use a credit card for services, a $2.00 fee will be added to my charge. A receipt will be provided for my records.  Fees are outlined in the therapist’s Professional Disclosure Statement.












 Initial_________
I understand if there is an outstanding unpaid balance on my account and there is no written agreement on a payment plan, The Stone Center For Counseling & Leadership, PLLC can use legal or other means (courts, collection agencies, etc.) to obtain payment.  Any balance 30 days overdue will begin to accrue a $25/per week service fee.  Outstanding balances 90 days overdue from the date of service will be turned over to a collection agency and all additional fees will be added to your outstanding balance in addition to the accruing service fees ($25/per week).  

Initial _________

I understand payment is a part of my therapeutic contract and relationship. My account must be paid and up to date before a new appointment can be scheduled.  I understand if payment is not made at the time of the session, my established appointment time will not be held, future services might be jeopardized and even discontinued.  In this instance, your therapist will provide names of other practitioners if requested. 



Initial__________

I understand if a check is returned due to insufficient funds, there will be a $50.00 charge to cover bank fees.  Payment of the missed session fee and $50 will be charged to the credit card on file.  





Initial __________
CANCELLATION POLICY

I understand the scheduling of an appointment involves the reservation of time specifically for me. I understand a minimum of 48 hours is required for rescheduling or canceling an appointment.  If I fail to provide 48 hours notice, an automatic charge of the full session fee will be charged to my credit card on file for the missed appointment.  Please understand that insurance companies DO NOT reimburse for charges resulting from missed or cancelled appointments.  Failure to attend two scheduled sessions without 48 hours notice and/or repeated cancellations will result in termination of services and referrals will be provided upon your request. 

Initial __________
PHONE CALLS, E-MAIL AND ADDITIONAL SERVICES

I understand telephone conversations, e-mail, site visits, report writing and reading, consultation with other professionals, release of information, reading records, longer sessions, travel time, etc. will be charged at the same session rate listed in the therapist’s Professional Disclosure Statement.





Initial__________
CREDIT CARD ON FILE
In order to guarantee payment a credit card must be put on file and will be billed only with notice by The Stone Center for a missed or unpaid appointment.

Circle One:  V ISA     MASTERCARD    Credit Card #


__________________________
_____________________




Expiration Date
__Billing Address Zip Code

       Verification Code (on back of card)___________

I have read the above information and understand that, as a client, parent, or guardian, I am ultimately responsible for payment of all services provided by The Stone Center for Counseling & Leadership. In the event that my insurance company, school system, or other source of payment decreases or discontinues payment for services for any reason, I will be responsible for assuming payment for past, current, and future services.

Name of Client:_________________________________________   Client DOB:__________________
Responsible Party Name (Printed) :  








Responsible Party Signature: 







   
Date:______________________

2nd Legal Guarding Signature (if applicable):___________________________________________________   

Date:









Therapist Signature:____________________________________________
Date:_____________________

Page 1

