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Payment Agreement

Client’s Last Name: ________________ First Name: _______________ Middle Initial: _____________
I understand that EMNS has 3 free sessions at the beginning of my treatment.  I will be responsible for payment of the services provided to me or my dependents after the 3 free sessions, to Yolanda Lewis-Harris, and that my portion of the charges is to be paid at the time of service.  EMNS reserves the right to change the fee charge without notice.  I will provide any change of payment status and demographic data to EMNS.  

I authorize the release of any information necessary to process my insurance and/or other third party claim(s).  I release EMNS and Yolanda Lewis-Harris from all liability for providing, to a collection agency, any information necessary to collect fees due to EMNS and Yolanda Lewis-Harris, if my account becomes delinquent.  
I understand that the billing policies are as follows (please initial each line)

______   The client portion of the service fee is required before each visit, whether full fee or co-pay.
______   All services provided directly to me or my dependents, on our behalf, are billable.

______   If I miss my scheduled appointment and fall to cancel with more than 24 hours notice, I will be charged $50 or my usual fee, whichever is higher, for the visit. 
______
  If I call less then 24 hours to cancel, I will be charged $25 or my usual counseling fee, whichever is higher, for the visit.    

______   Clients with insurance coverage are expected to pay their co-pay, coinsurance, or deductible, if known, as required by their insurance, at the time of service.  If my insurance company sends the insurance check to me, I must endorse and send the check to EMNS or Yolanda Lewis-Harris within ten days of receipt.  If I fail to do so, the total account balance, will become my responsibility.  
______    Facetime and/or texting for counseling sessions will be charged $60.00 per session.  
· FULL FEE:

I am financially able and willing to pay full fee for all services provided to me and/or any of my dependents by Empowering Minds Nurturing Souls Corporation.  I understand that I am financially responsible for payment in full at the time of service and/or upon receipt of bill.  

· INSURANCE/ THIRD PARTY PAYMENT:
I request the insurance reimbursement under my policy(ies) with ____________, or any other insurance or third party coverage, for which I might be authorized, be made on my behalf to Yolanda Lewis-Harris.  I understand that it is my responsibility to understand the benefits provided to me by my insurance company(ies) and to contact them to determine my co-pay, coinsurance or deductible.  I hereby authorize Yolanda Lewis-Harris to submit claims on my behalf to my insurance company(ies) or third party carrier(s) for all services that I, or my dependent(s), receive from Yolanda Lewis-Harris.  I authorize my insurance company(ies) or third party carrier to make payment for all services directly to Yolanda Lewis-Harris.  Based on my insurance policy, my co-pay is determined by my insurance company.  I understand that I am expected to pay my co-pay or deductible (once determined) at the time of service and/or when billed.  I understand that I am responsible for the full amount of the fee if I fail to take the necessary steps to obtain insurance payment for Yolanda Lewis-Harris, and that I am responsible for payment of any and all fees not paid by my insurance company.
· First three sessions will be billed to EMNS.  Client will not be charged for these sessions.

· GRANT FUNDS: No fee required.

The undersigned hereby acknowledges receipt of a copy of this agreement and agrees to be bound by the same.  

____________________________________________

_________________

Client Signature or Signature of Legal Guardian


Date Signed

____________________________________________

_________________

Print Name 






Relationship to Client

