
Financial Agreement  Rev. 5/2018.po 

Christian Counselors Collaborative 
FINANCIAL AGREEMENT 

 
 
Client’s Name:  DOB:  
 
1. Using Health Insurance -  If you pay for your counseling through your insurance, your personal payment 
responsibility will be based on your insurance’s company’s policy limits. If you have not fulfilled your deductible, 
according to your insurance policy, you are expected to pay out of pocket for services until your deductible is met. 
 
Insurance Name:  Phone #:  
Address:  
  
Insured’s Name:  Relationship to Client:  

Insured’s DOB: 
 

SS# 
 

Insured’s ID # 
 

Group # 
       

 
Employer:  Client’s ID#:  

Co-pay: $ Deductible: $ Co-insurance: $ # Sessions:  
 
� I certify that all of the above information is correct. I authorize the release of any medical or other information 

necessary to process any insurance claims filed on my behalf. I also request payment of benefits for services rendered 
directly to the therapist. 

 
� I/We choose to have charges submitted to insurance and pay the required amount I/we are personally responsible for at 

each session. 
 
2. Non-Health Insurance - If you pay for your counseling without using insurance, the charge per session is based 
on an Adjusted Fee Schedule, which was discussed during your intake call.  Your therapist will have a form for you 
to sign which indicates your fee.   If you are paying with assistance from your church’s  deacon scholarship fund, 
you understand that for scholarship accountability, your therapist may release information (as to whether or not 
your sessions continue beyond the initial scholarship allowance) to your church or the intake assessor for the 
purpose of documenting scholarship use. 
 
� I have talked with my therapist about his/her expectations for the amount of my portion of the payment per session, 

____________, and I agree with these expectations. 
 
� I/We will personally pay the charge in full at the time of the sessions. 
 
x I have talked with my therapist about the timeliness of my payments, and agree with his/her expectations. 
x I have talked with my therapist about his/her expectations regarding cancellations, not showing up for an 

appointment, and the number of consecutive absences allowed, before needing to consider terminating 
therapy until a time when I can participate more regularly, and I agree with his/her expectations. 

x I agree that I am ultimately responsible for the payment of professional services received, including if my 
deductible has not been met.  I have reviewed this form and the agreements and understand them. 

x Payment should be made in cash or check to my therapist at the time of service. I understand that if I pay with 
a check that bounces, or owe for two or more sessions I will need to pay that amount before continuing in 
therapy. 

 
Charge Per Session: $ 

 
 
 

Signature of Responsible Person (Client or Parent of Minor Child)  Date 
 



Missed Appointment Policy & Credit Card Authorization  

Missing scheduled appointments affects your quality of care, upsets our schedule, and prevents that appointment time 
from being used for someone else. In an effort to provide all of our patients with quality care in a timely manner, Dr. 
Armbrust provides a Missed Appointment Policy which addresses missed, cancelled, and rescheduling appointments. 

We ask that you notify us as soon as possible if you are going to miss or need to reschedule an appointment. Failure to 
show for a scheduled appointment or to give notification of cancellation at least 24 hours prior to your appointment time 
will result in a $50 missed appointment fee. We will bill this fee directly to a credit card that we keep on file. (See 
authorization towards the bottom of this form.) You will be notified immediately of the missed appointment charge. If you 
decline to provide a credit card upfront and you incur a $50 missed appointment fee, we will mail you an invoice with a 10% 
surcharge resulting in a $55 charge. All remaining appointments will be cancelled and you will not be rescheduled until the 
$55 fee has been paid in full or payment arrangements are made. If two appointments are missed or not cancelled with at 
least 24 hours notice during a period of six months, no further appointments will be made.  

We understand that sometimes a last minute cancel cannot be helped such as in the case of a family emergency or sudden 
sickness and we will consider this on a case by case basis. We ask that you honor this policy and recognize the spirit of this 
policy which is to respect one another’s time and commitment to the therapeutic process by setting aside the necessary 
time and energy, and making appropriate arrangements, for the work of therapy. Thank you for your consideration. We 
are honored that you have chosen Dr. Armbrust as your provider. 

Please check one:  ☐ I accept this policy and will sign the credit card authorization form. 
   ☐ I accept this policy and decline to sign the credit card authorization form. 

__________________________________________________________________________   _______________ 
Signature               Date  

Please see reverse side  

rev. 8/23/19



Credit Card Authorizations 

You may cancel either authorization below at any time by contacting us. This authorization will remain in effect until canceled. 

I authorize Meredith Armbrust, PsyD to charge my credit card above for charges according to the Missed Appointment 
Policy that I also signed. I understand that my information will be saved for future transactions on my account.  

__________________________________________________________________________  ________________ 
Signature              Date 

Authorization to use credit card for fees such as copays, co-insurance, and payment: 

I authorize Meredith Armbrust, PsyD to charge my credit card above for agreed upon copays, co-insurance, or payment 
for services. I understand that my information will be saved to file for future transactions on my account.  

__________________________________________________________________________  ________________ 
Signature              Date

Credit Card Information

Card Type (circle)       MasterCard           Visa             Discover           AMEX 

Cardholder Name (as it appears on card) __________________________________________________

Card Number ___________________ ____________________ __________________ _________________

Expiration Date ______/______.   Security Code/CCV _____________

Card Holder Zip Code (from billing address) _____________

rev. 8/23/19


