

   CLT. NAME_________________


                                                                                                  Date_______________





Fee Schedule and Financial Agreement

TIME LISTED IS THE TIME ALLOTTED FOR THE SERVICE

Fee schedule






Counselor


Initial Assessment/Intake (90 minutes)



195.00



Therapy/Counseling Session (50-60 minutes)


130.00



Family/Couples Session (90 minutes)



195.00



Administrative fees
Telephonic Consultation (billed in 6 min increments)   
    

130.00/HR



Correspondence w/attorneys, parents, etc

    

130.00/HR



       written or verbal (billed in 6 min increments)

Travel Time




      

75.00/HR



Returned Check fee (per occurrence)



$35.00 

Copies/Faxes Received over 15 pages                                                   
.50 per page


Late Cancellations/Missed Appointments (*see note below)

TIME RESERVED

fees can be minimized when block sessions (8 sessions at a time) are purchased.

*Late Cancellations/Missed Appointments.  Fees are applied at the stated hourly rate.  Clients must sign a debit/credit card form which is kept on file for this purpose.  Client/Parent initial_______________   Spouse/Other parent initial ___________________
I authorize Turning Point Professional Counseling to charge my credit card for any fees/balance owed including missed appointments.  Charge fees/balance to the credit card identified on the attached credit card form.  

Client/Parent initial _______________  Spouse/Other parent initial ___________________

Outstanding Balance.  Any accounts with a balance outstanding longer than 30 days will accrue interest at the rate of no less than 10% per month. If necessary this office will utilize the services of a collection agency where the client/parent is responsible for all fees associated with collection.  

Courtesy or Second Party Payors.  Please understand that the Client/Parent is responsible for paying ALL fees.  This office will allow a courtesy payor or a second party (ie adult parent paying for an adult child) to pay for services.  However, we will not discuss appointments or appointment schedules with courtesy payor because of confidentiality.  Payments must be made with a signed debit/credit card authorization kept on file.  Other billing options are not available for courtesy payors.   Client/Parent initial __________________Spouse/Other parent initial _____________

By my signature, I acknowledge reading and agreeing to the above financial terms.  

______________________________________________
_______________________

Signature






Date

