Client Financial Responsibility Agreement



This document is intended to be an agreement delineating the financial responsibilities for services requested and/or rendered from Terrace Counseling, LLC.  The information provided hereon will be used for the purposes of collecting fees for services requested and/or rendered.   By providing information and signing you agrees to the conditions listed herein, especially a willingness to accept complete and full responsibility for services requested and/or rendered according to guidelines and policies explained herein . 
Client Information

Name: ____________________________________________
Client ID: _____________________

Address: _____________________________________________________________________________

Phone #: ________________________________
Alternate #: _______________________________

Date of Birth: _____________
Age: _____     
 Gender: ___

SS #: __________________

Employer: ______________________________
Type of work: ______________________________

Work phone #: ______________________
# of Years Employed: ______     Annual Salary: __________
Billing Responsibility/Insured Person (if different than above)
Name (Primary): ______________________________________________________________________
Relationship to client: _________________________
Amount Responsible: _________________
Address: _____________________________________________________________________________

Phone #: ________________________________
Alternate #: _______________________________

Date of Birth: _________________

Gender: ______

SS #: ________________________

Employer: ______________________________
Type of work: ______________________________

Work phone #: ______________________
# of Years Employed: ______     Annual Salary: __________

Name (Secondary): ____________________________________________________________________

Relationship to client: _________________________
Amount Responsible: _________________
Address: _____________________________________________________________________________

Phone #: ________________________________
Alternate #: _______________________________

Date of Birth: _________________

Gender: ______

SS #: ________________________

Employer: ______________________________
Type of work: ______________________________

Work phone #: ______________________
# of Years Employed: ______     Annual Salary: __________

Primary Insurance Company



Secondary Insurance Company 

Name: ________________________________  
Name: ________________________________

Address: ______________________________
Address: _______________________________

______________________________________
______________________________________

Phone #: ______________________________
Phone #: _______________________________

Fax #: _________________________________
Fax #: _________________________________

ID#: ___________________________________
ID #: __________________________________

Group #: _______________________________
Group #: _______________________________
Cancellation/No Show Policy

CANCELLING AN APPOINTMENT – If you need to cancel or reschedule any appointment please call me as soon as possible.  At least 24 hours notice is required when cancelling or changing a scheduled session.  The 24 hour period does not include weekends.  The full session fee is charged for cancellations with less than a 24 hours notice (except in extreme circumstances, emergencies, severe illness or injury, etc). 
If you need to cancel with less than 24 hours notice but can reschedule within the same calendar week of the cancelled session, and there is availability in my schedule, the cancellation fee will be waived.

NO SHOW – If you fail to cancel a scheduled appointment that time cannot be used for another client and you will be billed for the entire cost of your missed appointment.  The full session fee is charged for missed appointments or not showing up for a scheduled session.
All No Show and Cancellation fees charged are due at the beginning of the next session attended (or may be billed to you).

Billing Agreement

By signing, I confirm that all information provided herein is true and correct to the best of my knowledge, I agree to accept full responsibility for all sessions scheduled for the client in this file, and fully understand and agree to the cancellation and no-show policy.  Any sessions cancelled with less than 24 hours advance notice, or completely missed will be charged the regular session rate.  All sessions require payment upon arrival, at the time of service.  Clients or responsible parties signing hereon are ultimately responsible for all services scheduled under these guidelines, regardless of other billing arrangements.  I understand the sessions will be charged at a rate of $_______ per session.  I also understand that it is the responsibility of the client to make and keep appointments made or cancel them when desired. I also give permission for billing and/or collection agents to contact me or others when in the act of dealing with financial matters regarding my relationship with Terrace Counseling, LLC and/or Brian Warren, M.S., LMFT. 
_________________________________
_________
___________________________________

Signature of Client/Responsible Party 

Date


Print Name/Relationship

(Parent or Guardian if under 18)

_________________________________
_________
___________________________________

Signature of Client/Responsible Party 

Date


Print Name/Relationship

_________________________________
_________
___________________________________

Signature of Client/Responsible Party 

Date


Print Name/Relationship

________________________________

_________
Brian J Warren, LMFT_______________
Therapist Signature
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