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OUR FEE POLICIES

To help control costs, we ask our patients to pay for their office visit at the time the service is rendered. For balances on an account, the client is required to pay the full amount before the client can resume services.

Signature of Client or Legal Representative: _________________________ Date: ____________
OTHER FEES
For the items below, you will be charged for the time allocated at the self-pay rate.
1.  Form completion or summary request to other professionals
2.  Phone Calls to other professionals

For the item below, you will be charged at the designated rates.
3. Records Requests: 
Paper format: $25.00 for the first 20 pages and $.50 per page for every copy thereafter.
	Electronic format: $25.00 for 500 pages or less
      $50 for more than 500 pages

Please note that when records are requested to be used personally, clients or client family members can no longer be seen in our office.  Referrals will be given to continue counseling at another practice. CCFAM follows this policy to uphold the highest quality therapeutic relationship and security of confidentiality for all our clients. 

Please also note that we do not specialize in high conflict or pending court cases. These cases will receive trusted referrals.

Professional Fees: Court appearances, depositions, and attorney consultations are $300.00 per hour (including all time involved in preparation, research, parking fees, mileage, travel time to and from the courthouse and all other expenses incurred in relation to testifying). A retainer deposit of $1500.00 is to be paid by credit card in advance prior to each court date. If the costs for the court testifying process exceed the amount of the retainer/deposit, those fees will be immediately charged to you. The client or guardian is responsible for the testifying fees regardless of who issues the subpoena.
Paying fees related to court does not mean that testimony will be solely in your favor. 


Signature of Client or Legal Representative: _________________________ Date: ____________






NO-SHOW POLICY FOR MEDICAID CLIENTS
We accept a limited number of minor clients who have Medicaid. For Medicaid clients, our office policy for No-Shows is different than that for other clients. For Medicaid clients, we are unable to charge the No-Show fee. If a No-Show occurs, we instead provide referral sources to pursue counseling from another provider outside of this office. 

[bookmark: _Hlk19524296]Signature of Client or Legal Representative: _________________________ Date: ____________

NO-SHOW POLICY FOR NEW DIRECTIONS EAP CLIENTS
If you have been approved under a New Directions EAP, our office policy for No-Shows is different than that for other clients.  For New Directions EAP clients, we are unable to charge the No-Show fee. If a No-Show occurs, you would no longer be able to continue counseling using the EAP but could choose to continue under insurance (if applicable) or self-pay. 

Signature of Client or Legal Representative: _____________________________ 
  
NO-SHOW AND LATE CANCELLATION POLICY
It is our policy to charge the self-pay fee for appointments that are not cancelled at least 24 hours in advance. The No-Show or Late Cancellation will be charged to the card on file.

Signature of Client or Legal Representative: ________________________ Date: _________   

ACCOUNT BALANCE AND CREDITS
I authorize Center for Counseling and Family Relationships to charge my credit card for:

1. Copay, deductible, session fees, balances, and any other fees incurred
2. Unpaid insurance balances
3. Cancellation fee if an appointment is not cancelled within 24 hours or if an appointment No 
    Show occurs

For balances on accounts, the full amount is due before any client or family member can resume services and all scheduled appointments will be cancelled.

We issue credits in the form of a check to clients a month after the client has completed counseling and all insurance payments have been received. 

Signature of Client or Legal Representative: ________________________ Date: _________   
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