










 
 

Vision Statement:  To provide clear direction and empower clients physically, emotionally, and spiritually in their everyday lives.  

CLIENT FINANCIAL RESPONSIBILITY AGREEMENT 
 

Client Name: ___________________________________________________  DOB: ____________________ 

COUNSELING FEE SCHEDULE: 

SERVICE 
Full 

Charge 
Insurance 

Allowed Charge 
Self Pay -  

due same day 

Assessment (done at initial appt and annually) $312  

Determined 
by 

Insurance 

$200  

30 Minute Individual Counseling $175  $90  

45 Minute Individual Counseling $188  $120  

60 Minute Individual Counseling $200  $150  

60 Minute Family w/out Client Counseling $175  $125 

60 Minute Family w/Client Counseling $200  $150 

Materials Testing Fee - NOT reimbursed by ins $50  NA $50  

STATEMENT OF CLIENT FINANCIAL RESPONSIBILITY: 

• I understand the Materials Testing Fee of $50 required prior to first appointment for clients scheduled for psychological testing, 
neuropsychological testing, ADHD testing or Autism testing. 

• I understand payment is due at the time of service, and I am ultimately responsible for payment of my bill. 

• I understand that if Crossroads is unable to collect payment from the individual listed as the Guarantor (person(s) responsible 
for financial billing), I will be ultimately responsible for payment in full. 

• I understand this responsibility obligates me to ensure payment in full of Crossroads’ fees. 

• I understand as a courtesy, Crossroads will verify my coverage and bill my insurance carrier. 

• I understand it is my responsibility to obtain pre-authorization for services when required by my insurance carrier and to make 
Crossroads aware of this requirement. 

• I understand I am responsible for payment of any deductible and co-payment/co-insurance as determined by my contract with 
my insurance carrier, and I am responsible for any amounts NOT covered by my insurer. 

• I understand many insurance companies have additional stipulations that may affect my coverage. 

• I understand that it is my responsibility to know whether my insurance requires a doctor’s referral.  If that is the case, it  is my 
responsibility to coordinate the referral and provide Crossroads with the necessary information before my first appointment.  
Failure to provide a required referral may result in patient responsibility for all charges. 

• I understand if my insurance carrier denies any part of my claim, or if my counselor or I elect to continue past my approved 
dates of service, I will be responsible for my balance in full. 

• I understand that I must provide updated insurance information annually and/or if there are any changes in my insurer or policy 
information.  I will be responsible for any charges due as a result of untimely filing caused by failure to provide this updated 
information to Crossroads. 

• I understand if I do not have health insurance I will be financially responsible for services rendered at Crossroads Counseling & 
Life Coaching, LLC.   

• I understand that Crossroads Counseling & Life Coaching, LLC does not accept Medicaid or any other state aid insurance policy. 

• I understand that if I have a private insurance policy and Medicaid, I will be responsible for the balance due after my private 
insurance has been processed. 

• I understand that if I cancel my initial assessment appointment at any time after scheduling, I will be responsible for a $150 
deposit to my account prior to rescheduling the assessment.  This deposit will be applied to any out-of-pocket costs incurred 
on my account. 

• I understand that if I give less than 24-hour notice, I am responsible for a cancellation fee of $100 for an appointment with a 
counselor and $135 for an appointment with a psychologist, which must be paid prior to the next scheduled appointment. 

• I understand there will be a $25.00 fee for all returned checks. 

• I understand that if I request a copy of my medical records, a fee of $.25 per page or a maximum of $25.00 will be charged to 
compensate the office staff for their time, effort, and supplies.  

 
 
 
 



 
 

Vision Statement:  To provide clear direction and empower clients physically, emotionally, and spiritually in their everyday lives.  

CLIENT FINANCIAL RESPONSIBILITY AGREEMENT, continued – page 2 of 3 
 

Client Name: ___________________________________________________  DOB: ____________________ 

• I understand that the clinicians at Crossroads Counseling and Life Coaching, LLC have a policy to not get involved in court cases if 
at all possible due to their focus on the therapeutic needs of their clients. If my reason for seeking services is to get professional 
testimony or written evidence for court proceedings, I should inform Crossroads Counseling and Life Coaching, LLC prior to my 
intake appointment so they can make an appropriate referral.  

• I understand that if the clinicians at Crossroads Counseling and Life Coaching, LLC are subpoenaed for my legal issues (or the 
legal issues of my child), an out-of-pocket flat fee of $800 will be charged upfront to compensate the clinician on their time, 
energy, and preparation.  

• I understand Crossroads reserves the right to seek legal means to secure reimbursement if financial arrangements are not met. 
This may include action through the Small Claims Court or a third- p a r t y  collection agency. 

 
I have read and agree to the above Statement of Financial Responsibility to Crossroads Counseling & Life Coaching, LLC, for 
providing mental/behavioral health services to me or the above-named client.   
 
Client Initial:  __________ 
 

NO SHOW/CANCELLATION POLICY: 

• Counseling appointments range from 30 to 90 minutes in duration.   

• I agree to attend all scheduled appointments. Crossroads’ counselors reserve this time for your appointment. 

• I understand I must provide 24-hour notice if I need to cancel an appointment and not be charged. 

• I understand the reminder call is a courtesy and I am still responsible to know when my appointment is.  

• I understand that if I give less than 24-hour notice, I am responsible for a cancellation fee of $100 for an appointment. 

• I understand insurance companies will not pay for missed appointments. 

• I understand that if I am over 15 minutes late, my appointment may be cancelled, and I will be responsible for the cancellation 
fee of $100 which must be paid prior to my next scheduled appointment. 

• I understand I will need to pay the cancellation fee in order to reschedule my appointment. 

• I understand if I provide no notice of cancellation of an appointment, I will be responsible to pay the cancellation fee of $100 
prior to my next scheduled appointment. 

• Frequent cancellations will result in the loss of services. 
 
I have read and agree to the above NO SHOW/CANCELLATIN POLICY for Crossroads Counseling & Life Coaching, LLC, in regards to 
providing mental/behavioral health services to me or the above-named client.   
 
Client Initial:  __________ 
 
CREDIT CARD ON FILE AGREEMENT:     NOTE for Telehealth Services – client portion of fee is due at each date of service.       

I authorize Crossroads Counseling & Life Coaching, LLC to retain my credit card on file with the secure payment processor, 

BillerGenie.  I understand that I will need to provide a credit card on file for payment of the client portion of all telehealth 

services and may elect to have a stored credit card on file for all office services, also.  I agree to have payments charged to 

my credit card at each date of service or per a separate authorized payment agreement with Crossroads Counseling & Life 

Coaching.  I understand that this authorization will remain in effect until I cancel it in writing, and I agree to notify 

Crossroads Counseling & Life Coaching, LLC in writing of any changes in my account information or termination of this 

authorization at least 15 days prior to the next billing date.  If the payment dates fall on a weekend or holiday, I understand 

that the payments may be executed on the next business day.  I acknowledge that the origination of Credit Card 

transactions to my account must comply with the provisions of U.S. law.  I certify that I am an authorized user of this Credit 

Card and will not dispute these scheduled transactions; so long as the transactions correspond to the terms indicated in this 

authorization form. 

I have read and agree to the above CREDIT CARD ON FILE AGREEMENT for Crossroads Counseling & Life Coaching, LLC.  
Client Initial:  __________ 
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Client Name: ___________________________________________________  DOB: ____________________ 
 

PAYMENT AGREEMENT 

**NOTE:  Social Security number required for: TriCare, Medicare, VA, and EAP** 

CHOOSE YOUR PAYMENT METHOD  – Mark either Insurance (& Secondary Insurance, if applicable) OR Self-Pay: 

 PRIMARY INSURANCE (Card Copy Required):  

Policy Holder: 

      Client        Guarantor        Other 

Subscriber Cell Phone: 

Client Relationship to Subscriber: Subscriber Email Address: 

Subscriber Name (Policy Holder): Insurance Company: 

Subscriber Social Security #:   

Subscriber Date of Birth (MM/DD/YYYY):                      

Insurance ID# or Medicare ID #: 

Subscriber Address: Insurance Group Number: 

 SECONDARY INSURANCE (Card Copy Required): 

Policy Holder: 

      Client        Guarantor        Other 

Subscriber Cell Phone: 

Client Relationship to Subscriber: Subscriber Email Address: 

Subscriber Name (Policy Holder): Insurance Company: 

Subscriber Social Security #:   

Subscriber Date of Birth (MM/DD/YYYY):                      

Insurance ID# or Medicare ID #: 

Subscriber Address: Insurance Group Number: 

 SELF PAY: (Due at each session / Telehealth Sessions need to have Credit Card on file) 

            Credit Card             Cash or Check 

 CREDIT CARD ON FILE: 

Name on Card:  Card Number: 

Expiration MM/YY:  Zip Code: 

 

I have read and agree to the above Statement of Financial Responsibility, No Show/Cancellation Policy, Credit Card On File 

Agreement, and Payment Agreement regarding my financial responsibility to Crossroads Counseling & Life Coaching, LLC, for 

providing mental/behavioral health services to me or the above-named client. 

Client Signature _________________________________________ Date ________________________ 

If guarantor is not the client, please sign below: 

Guarantor Signature ________________________________________ Date _______________________  REV 12/19/23 




































