
Pickerington Area Counseling Service
Fee Agreement

Client Name: ________ ID# (office use): ______

Terms and Conditions:

 I understand that if I am unable to keep my appointment, I must give 24 hours notice. I further understand that I will be charged a fee for
the scheduled service. Failed appointment fees: Counseling: $50, Psychiatric Evaluation: $100, Psychiatric Follow-Up: $50, Psychological
Evaluation: $100. Note: This fee may be reduced based on sliding-scale fee percentage (if applicable), with a minimum charge of $10.
There are no fee reductions for psychological evaluation failed appointments.
I further understand that two consecutive failed appointments or a pattern of failed/cancelled appointments may result in
termination of services.

 For those who qualify: I understand that my fee will be determined by the agency sliding fee scale, which is based upon my gross annual
family income and the number of dependents in my home. I understand that if I am not a resident of Fairfield county, I do not qualify for a
sliding fee discount. I further understand that in order to receive a discount, I must supply verification of income within 30 days of the date
of this agreement.

 The agreed upon fee percentage will not change without a new, signed fee agreement. If the client is eligible for Title XX funding, the fee
percentage will be re-determined on or about 6 months from the date this form is signed. Other clients may have their fee percentage re-
determined on or about one year from the date this form is signed. At any time, I may be requested to provide income verification for the
purposes of re-determining the fee percentage.

 I understand that payment/co-payment is required at the time of service.
 I understand that future appointments will not be scheduled if I have an outstanding balance, or if I do not provide payment or co-payment

at the time of a session.
 I understand that there will be a $25.00 charge to my account for any returned checks.
 I understand that information contained in my chart may not be released to anyone without my written consent, with these exceptions: if the

law mandates disclosure; if I am determined to be at risk of harm to myself or someone else; and for the purpose of therapist supervision
and consultation, within ethical guidelines of their profession.

 I authorize the release of any medical or other information necessary to process claims to my insurance company (or Medicaid, or
Medicare).

 If court testimony or deposition is required, I will be charged the full cost of services for the staff member’s time away from the office.
 I recognize that ongoing communication is an essential tool of my treatment. Therefore, I understand that if I do not maintain contact (no

face-to-face contact, no phone contact, no written contact) with my clinician for 60 days, my chart will be closed. If my chart is closed, I
may re-open it at any time by contact the office to schedule a re-open/intake appointment. (Exception: Some clients will be scheduled to see
the doctor every 2-4 months)

 Title XX clients will be charged based on their sliding fee eligibility for all services when Title XX funds have been exhausted.
 I will bring my Medicaid or insurance card to each appointment.
 My fee percentage will be 100%, unless I request a sliding fee scale. Note: Clients who live outside of Fairfield County or are covered by

managed care insurance are not eligible. for a sliding fee. Please bring income verification to the office if you are requesting a sliding fee.
(Office use: if fee percentage different from 100%, enter here: )

 If my insurance pays part of the full service cost, I will be responsible for my percentage of the unpaid balance, or the agreed upon co-pay
amount.

 I understand that there are varying charges for each service, and if any additional services are required, I will be responsible for the fees
charged for those services.

I further agree:
 To report any change in insurance, Medicaid, or Medicare status.
 To report any changes in household/family income to the billing office (only applicable if fee percentage is less than 100%).
 To bring any insurance payments that I receive directly to Pickerington Area Counseling Service.

I understand that my failure to comply with the terms and conditions of this agreement may result in a termination of service.
I understand that my signature gives my consent for treatment and my approval of the fee agreement.

______________________________________________________    ____________________________________________________
Signature of:  Client  Guardian                            Date                   Witness (may be family member/friend)                    Date

Pickerington Area Counseling Service does not discriminate in employment or services because of race, religion, creed, color, national origin,
sex, or political affiliation.
Revised 01/18/12














