New Hope Counseling

Credit Card Form

Card Number:__________________________________________________

Expiration Date: ___________      CSV (3 digit code on back:________

Cardholder's Name:_______________________________________

Billing Address: __________________________________________

City, State and Zip Code: ____________________________________

Email Address (for receipt):_____________________________________

By signing below, you agree to allow New Hope Counseling, Inc. to bill your credit card for co-payments, late cancellation fees ($50, for less than 24 hours advance notice of appointment cancellation), and unpaid counseling sessions incurred by you, the client. Clients may choose to pay cash or check for these payments, but this form must be filled out to prevent the possibility of unpaid services.

In the unlikely event that your insurance company refuses to pay for services rendered, New Hope Cousneling will work with you, and will make arrangements with you regarding payment for services rendered. New Hope Counseling will do everything in its power to obtain payment from your insurance company, and will abide by its agreement with you and their policy. In the event that you can not or will not be reached, you authorize New Hope Counseling to charge your credit card at the rate of $150 per session rendered to you, the client. An invoice of sessions rendered and charged will also be sent to your address in this unlikely event.

Client Signature: _____________________________________ Date:____________

Clinician Signature: ___________________________________ Date:____________

Please be sure to check with your insurance company regarding policy coverage.
