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Fee Agreement 

 
1. I ask that payment be made at each visit, unless other arrangements are agreed upon in advance. Also, you 

are responsible for monitoring limitations to your insurance policy when submitting out-of-network claims.  
 
For adolescent visits, the parent accompanying the adolescent will be financially responsible unless I am 
notified in writing by another party who accepts this responsibility.  
 
For couple therapy, both partners are financially responsible. Therefore, if you are paying with a credit card, 
I will request both partners’ credit card information. We will also establish who will be primarily responsible 
for payments. If the primarily responsible partner is unable to pay, I will automatically bill the other partner. 
 

2. I will make every effort to work out a suitable payment plan with you. I ask that you adhere to the contract 
you establish and notify me if the payment contract needs to be renegotiated.  

 
3. Appointments which are not kept OR which are cancelled without a 24-hour notice will be charged at the 

session’s regular fee and cannot be billed to your insurance. 
 

4. If I do not receive payment for 2 sessions in a row, I will not schedule another appointment until the balance 
is resolved.  

 

5. I accept payment in the forms of cash, check, and credit card. If you choose to use a credit card, I use Simple 
Practice— a HIPAA-compliant electronic health record system that securely stores credit card information— 
to process the payment. 

 

6. A $10 service charge will be charged for any returned checks. 
 

 

Agreement 
 
l, the undersigned, guarantee payment for services rendered by Dr. Chandra Lasley. I understand that I am 
responsible for the entire balance regardless of my insurance coverage. 
 
_______________________________________  __________________ 
Client/parent or managing conservator Signature  Date 
 
_______________________________________  __________________ 
Therapist Signature      Date 


