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Schedule of Fees:
· Diagnostic Assessment/Intake Interview = $150 per 60-minute session
· Individual Counseling = $150 per 53 to 60-minute session; $100 per 38 to 52-minute session
· Group Counseling = $45 per person per hour
· Evaluations/Assessments = Fees vary and will be reviewed with each client depending upon the therapeutic purpose of the evaluation/assessment being completed, if applicable. 

Financial Policies:
· Fees for reports, testing, letters, summaries, telephone consultation, review of other medical records, and other services WILL NOT be billed to Insurance, Medicaid, or most other Third-Party payers, and therefore; become the responsibility of the client.
· There will be a $25 charge for checks returned for non-sufficient funds.
· We reserve the right to charge for your visit if there is not a 24-hour notice of cancelled.  This WILL NOT be billed to Insurance, Medicaid, or other Third-Party payers, and therefore; become the responsibility of the client.
· We reserve the right to refuse to provide future services should a history of no-shows and/or late cancellations be noted.
· Deductibles and co-pay amounts, and money due for services not covered by another payer, are due at the time of each visit.
· Although we bill your insurance company and/or third-party payer for the services provided, YOU are ultimately responsible if payment is not received in a timely manner.
· If your bill for services rendered is not paid promptly, we will turn your account over to a collection agency. However, we will make every effort to avoid this by working with you to develop a schedule for timely payments on your account. Additional collections fees may be added to your account if involving a collection agency becomes necessary.
· We accept Visa, MasterCard, Cash, Personal Checks, and Money Orders for your convenience.
I have read, and fully understand, the above provisions. 

I give permission to, and request that, Lighthouse Family Center, Ltd. bill my Insurance, Medicaid or Third-Party payer for services rendered to me or to a member of my family. 

I understand that it is still my responsibility to ensure that my bill from Lighthouse Family Center, Ltd. is paid in a timely manner. 

If, for any reason a portion or the entire bill is not paid by Insurance, Medicaid or any Third-Party payer, I agree to make arrangements for timely payments to Lighthouse Family Center, Ltd.	

______________________________	_________________
Signature of Client or Parent/Guardian		Date

_________________________________	___________________
Signature of Witness				Date
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