
 
FINANCIAL AGREEMENT 

 
Please read and familiarize yourself with the financial policies detailed in this disclosure prior to starting 
treatment. Your signature/initials below indicate that you have read, understood, and are accepting full 
financial responsibility for all balances on your account(s). 
 
Payments Due at Time of Service: I understand and agree that insurance co-pays or private payments are 
due at the time of service unless other arrangements have been made. If I am unable to pay at the time of 
service and have not made other arrangements, my appointments will be cancelled, and I will be charged 
a late cancellation fee.          Initial:   
 
Late Cancellation, Missed Appointments, Late Arrivals: I understand that my clinician requires a minimum 
of 24 hours notice to cancel or reschedule my appointment. Late cancellations and missed appointments 
(no-shows) will be charged at the private pay rate for my visit type. (For prescribers, if you arrive later than 
15 minutes to your appointment, the appointment will be cancelled, and you will be charged a late 
cancellation fee. For therapists, if you arrive later than 20 minutes to your appointment, the appointment 
will be cancelled, and you will be charged for a late cancellation.)   Initial:   
 
Medication Refills Outside of Office Visits: I understand that unless special provisions have been made 
with my prescriber, benzodiazepines and/or other stimulants will not be filled outside a regularly scheduled 
appointment with my provider. All medication refills requested and filled outside the normal scheduling of 
an office visit will be charged at $25.00 per prescription. Prescriptions will only be authorized during regular 
office hours and are subject to a 24-hour turnaround. I understand that my provider has no influence over 
the speed and efficiency of my pharmacy once the prescription has been sent.  Initial:   
 
Other Charges: I understand that if I request my clinician complete a legal/school document or form, or 
any other service outside a normal clinical appointment, there will be a charge associated with that service. 
(In some instances, your clinician may request you schedule an appointment to assist in the accurate 
completion or review of a document/form or other service. Your clinician will discuss the fee with you at 
the time of the request.) I understand that payment for the completion of any document or form will be 
due prior to receiving the completed service.      Initial:   
 
Acknowledgement of Self-Pay: By initialing this paragraph am agreeing to the terms and conditions of a 
self-pay client with my assigned provider. I understand that my private insurance will not be utilized for 
billing, nor will my insurance information be retained on file.    Initial:   
 
Unpaid Fees for Service: I understand that when fees for services are not paid in a timely manner, a 
collections agency may be utilized in collecting unpaid balances. The specific content of the services is not 
disclosed. If a balance remains unpaid it may be reported to credit agencies and the patient’s financially 
responsible parties credit report may state that amount owed, time frame and the name of the clinic. I 
understand that unpaid fees may cause a break or termination of treatment services. (Should any aspect 
of these payment policies present a special challenge for you, please feel free to discuss any concerns with 
administrative staff or your provider. Under special circumstances, billing arrangements may be made if 
they are addressed before the account balance is past due.)      Initial:   
 

 
 



 
CREDIT CARD AUTHORIZATION 

 
Authorization to Charge Credit Card for Time-of-Service Fees (copays or self-pay fees):  
I agree that Northlight Counseling Associates may charge my credit card, at the time of service, in the 
amount of   agreed upon by myself and my provider      .  
  
 
CARDHOLDER INFORMATION (Please print Legibly) 
Name:              
Billing Address:             
City:      State:   Zip Code:    
 
Address (if different from billing):          
City:      State:   Zip Code:    
Phone:      
 
 
CREDIT CARD INFORMATION 
Credit Card Type:      Expiration(mm/yy):    
Security Code:   
Card Number:             
Name On Card (printed):           
Client Name (if different than cardholder):         
 
I acknowledge and understand that should my card not process, I am voluntarily suspending services until 
I provide updated credit card information or have settled my debt. I also understand that should I not give 
updated credit card information, nor settle my debt within a timely manner, this debt will go to a collection 
agency.           Initial:   
 
I authorize Northlight Counseling Associates to retain the above referenced credit card information to pay 
my invoices as they are generated. Payments shall be processed within 24 hours of my appointment or 
charge, or on the day of the month agreed upon if using a payment plan. This authorization may be 
rescinded with written notes at any time. Receipts can be mailed or emailed upon patient’s request.  
 
Cardholder Signature:        Date:    
 

 


