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Treatment/Fee Agreement


[bookmark: Text4][bookmark: Text1]Client Name:		    					 	Date of Birth:	  /  /    
			Full Name

[bookmark: _GoBack]Parent/Legal Guardian:     					              Date of Birth:	  /  /    
                                           Full Name
															
Insurance information, If Applicable
Initial here if not applicable _______

    					              			            Date of Birth:	  /  /                 
Company Name                                                          Name of Insured/Policy Holder

 			                 			                   					             
Individual ID          		       Group ID or Number                   Employer

I hereby authorize Jessica Carr, LMHC, LLC to use and release my provided information to bill my insurance company for services rendered.  

				        		                      						
Signature                                                         Date                             Witness                                                  Date

I hereby agree to participate in treatment with Jessica Carr, LMHC.  I understand that treatment may include individual, group and/or family sessions as determined by my/our primary therapist.

Fee Schedule:
Individual Session		$90.00 		(50 Minutes)
Family Session			$90.00 		(50 Minutes)
Phone calls over 15 min               $20.00                 (15 Minute Increments)
Expert Witness Testimony	$350.00/hour 	(payable by issuer of subpoena)

The Financial Policy regarding fee schedules has been explained to me and I agree to pay the above-established fees for services provided to me or my child(ren).  Payment is due at time service is rendered.  I understand that if my insurance company is being billed directly, and they deny any claims, I am responsible for the full fee.  I understand that if my insurance company is being billed out of network, I am responsible for the full fee up front and will submit claims for direct reimbursement from the insurance company.  Should it be necessary to refer this account to an attorney or collection agency, I agree to pay their costs.

____________________________________________		_____________________________________________
Signature of Client / Legal Representative	Date		Signature of Witness				Date

A copy was given to the client as of this date: 	  /  /    
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