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FEE POLICY AND AGREEMENT
The following represents the conditions under which services will be rendered by Universal Counseling, LLC.  Any changes must be agreed upon in writing prior to rendering of services. If any of these conditions are not met, Universal Counseling, LLC reserves the right to amend services.

It is further understood Universal Counseling, LLC reserves the right to report to major credit bureaus and will exercise its right to collect any unpaid balance through a collection agency.
Client Name and Date of Birth: _____________________________________________________________________________________

Insurance Company-Primary:_______________________________________________________________________________________
                                    Secondary: ______________________________________________________________________________________
CONDITIONS
· I agree to pay $______________________ co-payment / co-insurance for each session, beginning with my first treatment session.
· I understand that every effort is made to be sure that the information given to me is accurate. Final determination of coverage and patient responsibility is made by insurance at the time the claim is processed. Patient financial responsibility will adjust as necessary.
· I understand if for any reason my funding source expires and/or refuses to pay for my services, I am fully responsible for any fees I may incur as a Universal Counseling, LLC client.  
· I agree to inform the office of any change of insurance carrier, plan, or coverage prior to appointments. Failure to update the office of insurance changes will result in a charge of $25.00.
· I agree to pay for each session at the time of service or will request different arrangements in writing. 

· I agree to pay a late fee of $25.00 for any co-payment that is not made within thirty (30) days of the service date.

· I agree to pay a NO-SHOW fee of $25.00 for any session that is not attended or not canceled at least  24 hours in advance. 
· I understand unpaid balances may be turned over to collection services.
      ___________________________________________
__________________________

            Client/Parent/Guardian Signature

      Date

Applicable Benefit Details:

Deductible: _________________________________

Co-insurance: ______________________________

Other: ________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________
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