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PAYMENT POLICY AGREEMENT 
Client’s Full Name:____________________          Group Therapy Fee:  _$______/session
I assume financial responsibility for this bill, and I will pay by:  

_____Debit/Credit card:  Billed monthly; unless other arrangements have been made and agreed upon in writing.  (All major credit cards accepted). 
_____Check:  Billed monthly.  Required at the first group of the month unless other arrangement have been made and agreed upon in writing.  Checks are made out to:  Sonya Brewer
 For ALL payment options, the following information is required:

Name on credit card: ________________________________________________

Credit Card #: _____________________________________________________

Expiration Date: _______________      Security Code: ______________________

Mailing Address:____________________________________________________

Contact Telephone:__________________________________________________

If you do not want to write your credit card number on this form, that is fine.  Please come prepared to have your card swiped at the first group meeting.  The system that I use, Square, will save your credit card info without my having to see it (except for the last four digits of the credit card number).  I will, then, charge your card after the first meeting of every month for that month’s groups using Square’s automated system.
Do you want to receive a monthly copy of your statement (receipt)?  Yes____ No ___

Do you want to receive a monthly copy of a Superbill to submit to your Insurance company?  Yes____ No ___

Please note that your diagnostic code is included on your Superbill.  If you have a diagnostic code you are already using, please provide it:_________________

The client and guarantor (if they are not the same) must initial all of the following:

Late/Declined Payment Policies:

__________  I understand that my monthly payment for group therapy is due at the first session of the month and is considered late 24 hours after the appointment. 

__________  I understand that my payments by credit card for the month’s group therapy will be charged at the end of the first session of the month.  I give my permission for the primary credit card information on file to be automatically charged as soon as possible after the session.  

__________  I understand that I will be charged $25 for each check that bounces.  

__________  I understand that if I write two checks that bounce that I will only pay cash for future sessions. 

__________  I understand that a $25 fee will be added to my bill if my card is declined.

__________  I understand that I am responsible for keeping my financial account current.  If I am unable to make a payment, it is my responsibility to contact you to make alternative payment arrangements.

__________  I understand that therapeutic services can be suspended if accounts are delinquent consistently.  My account will be considered delinquent if not paid in full after 4 sessions, unless I have made alternative payment arrangements.

I understand and agree to all of the above policies.

______________________________

Client (Print Name)

_______________________________



_______________

Signature
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