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FINANCIAL AGREEMENT
Client’s Name:_______________________________	Date of Birth: _________________

For Clients not utilizing insurance or for those whose insurance has been exhausted, the private pay rate will be:
Initial Evaluation:	$__________		Full Psychotherapy Session:	$___________

All payments are due at the time of service.
Any balance left unpaid or not responded to - Neurobloom Psychological Clinic reserves the right to use an outside collection agency as a means of collecting funds.  A fee will be charged to cover the cost of this service.
I understand that I will be charged a $35 fee for any returned check.
I understand it is my responsibility to keep arranged appointment times or to cancel an appointment at least 48 hours prior to the appointment to avoid a missed appointment fee being charged.  This fee is to at the next appointment and cannot be billed to your insurance company.


By signing below, I agree to comply with the policies and procedures of NPC

________________________________________			_________________________________
(Client/Parent/Guardian Signature)		Date			(Witness)				Date
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