Financial Agreement

[bookmark: _GoBack]When billing insurance companies for service, it is often unclear exactly what the benefits will be. Please list the person responsible for payment not received from the insurance company in the space provided. Also, by signing below, you understand that any outstanding balances not covered by insurance will be the responsibility of the person named below. In addition, your signature also permits Karla Campbell, MA, LMHC to release any relevant client clinical information related to obtaining payment to either the insurance company or the billing specialist. 


· Client

· Other

Name: ________________________________________________________________

Full address: ________________________________________________________________

Email address: ________________________________________________________________

Insurance: ________________________________________________________________

Co-Pay/Deductible: ________________________________________________________________
The co-pay is expected at the time of service by cash, check, or credit/debit card. Additional fees not covered by insurance are the responsibility of the client and payable within 30 days.


__________________________________             _______________________
Signature of person financially responsible             Date

_____________________________________       _______________________
Karla Campbell, MA, LMHC                                     Date


Name of policy-holder if different from above: ____________________________
Birth date of policy-holder:______________  Workplace: ___________________
Address and phone number of policy holder if different from above:
