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Lutheran Counseling and Family Services Financial Agreement

Client Name ____________________________________________________________________________

Lutheran Counseling and Family Services (LCFS) is committed to providing you, the client, with the best possible care. In order to achieve this goal, we need your assistance and agreement with our payment policy. We must emphasize that as your provider, our relationship is with you, not your insurance company. While the filing of insurance claims is a courtesy that we extend to you, all charges are your responsibility. LCFS charges $130.00 per hour for our Master’s Degree Counselors and $155.00 for our Psychologists.
*******************************************
SELF-PAY (SLIDING FEE) CLIENT (Copy of tax returns attached)

I, the client, understand that I am responsible for my therapy at the rate of $_____per hour.

*******************************************

INSURANCE CLIENT (Copy of insurance card(s) attached)

Primary Insurance Carrier ____________________________________

Secondary Insurance Carrier __________________________________

I, the client, understand that after my deductible of $_______is met, my co-pay per hour of therapy is $_____________. I also understand that verification of benefits does not guarantee payment for these services.
*******************************************

I, the client, understand that if cancellations are not made at least 24 hours before the scheduled appointment, I will be responsible for a $45.00 fee for that session. I understand that Lutheran Counseling and Family Services may waive this fee in certain circumstances. I, the client, understand that Lutheran Counseling and Family Services charges $45.00 for returned checks.
I, the client, understand that if my balance becomes 60 days past due, my account may be turned over to a collection agency.
_____ (please initial) I, the client, authorize the release of any medical information needed by my insurance company to process any claims.

Lutheran Counseling and Family Services reserves the right to raise therapy rates with a 30-day notice.

I, the client, understand and agree that, regardless of my insurance status, I am ultimately responsible for the balance of my account. I have read and understand this agreement and I will notify Lutheran Counseling and Family Services of any changes in my financial or insurance status.
Client ________________________________________________
 Date: ____________

Responsible Party _______________________________________
 Date: ____________
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