Scott Walls, MA, LIPC, CCMHC
K.I.C.K.S Counseling


Financial Agreement
Please read carefully.  This is a legally binding financial agreement/contract
I___________________________________, request that Scott Walls, 



(Your name)

Licensed Independent Mental Health Counselor, provide professional counseling and/or consultation services to me and or my family or children as a client and I agree to pay this therapist’s fees (listed below).
Professional Fee Schedule

1.  Clinical Interview   


$250.00

2.  Individual Therapy 


$180.00

3.  Family Therapy      


$180.00

4.  Consultation/collaboration

     meetings/team meetings:

$180.00/hr.
5.  Clinical Reports


$150.00


(Consultation Reports sent to schools, professionals, etc)

6.  Letter/Email/Phone Consults

$25.00/15 minutes
7.  File Reviews/copying


$25.00/15 minutes
8.  Off site meetings/consults

$200.00/60 minutes

I agree to make co-payments before each session as required by my insurance.  In the event my co-pay is not made I understand that the clinical work may be postponed until the co-pay is actually made.

In the event of cash payments (no insurance) I agree to pay before the actual session and agree to the fees listed above.  I may also pre-pay for sessions and a running balance will keep track of payment and sessions paid for.  
I understand that I am responsible for all charges for any service provided by KICKS Counseling and Scott Walls although other agencies or insurance companies may also make payments on my behalf.  I agree that if my account were to have a balance, any reports, letters, etc, to an attorney, physician, court, school, probation officer, myself or any other entity will be withheld until full payment is made.
In the event that a balance is unpaid, finance charges may be added to the balance.  If an account is unpaid after 90 days the account will be turned over to a professional collection agency.  All additional fees, including attorney’s fees will be at the sole expense of the client.  Professional care can be terminated for any unpaid balances over $300.00 at the sole discretion of the provider, Scott Walls.

I understand that I have the following responsibilities:


1.  Attend sessions on a consistent basis as determined by myself and my therapist.


2.  If a cancellation is necessary, the cancellation must occur 24 hours in advance or I will be charged the full fee.  Insurance companies typically do not cover uncancelled appointments and therefore the expense will be the client’s if an appointment is not cancelled within the 24 hours.


3.  Insurance companies do not cover uncancelled appointments, reports/report preparations, consultations, record reviews, copying, telephone/email consults, and depositions.  These expenses will be incurred at the sole expense of the client


4.  Report any changes in address, phone number, and insurance information as soon as possible.


5.  Communicate any concerns about my services to my therapist.

I have read and understand the above information and give my personal consent to receive mental health services and agree to the above financial responsibilities.

___________________________________

_________________

Signature of person financially responsible

Date

__________________________________

_________________

Scott Walls, MA, LIPC     Service Provider

Date
KICKS Counseling
