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Financial Responsibility 

 
Client Name:               
 
 
Responsible Party (Individual responsible for all financial liability incurred for services):       
 
Responsible Party Phone Number:   Billing Address:         
 

1. The standard rate for clinical counseling services at Renewal is $155 for initial assessment and $125 per forty-five 
minute session, plus rates for additional services as outlined in the established standard fee schedule.  A sliding fee 
scale is available based on income levels if this fee is not affordable.   

2. The Responsible Party listed above is liable for payment of services on the day of your session.  All unpaid balances 
will be handled per Renewal’s established billing policy and will be turned over to a designated Credit Bureau if 
monies are not collected from the Responsible Party in the time frame outlined in the policy.   

3. If you have requested that your medical insurance be billed for mental health services at Renewal, then Renewal 
Center will need to exchange information with your insurance company, such as your diagnosis and how many times 
you have been seen here.  By signing this financial responsibility document, you are releasing Renewal Center and 
its insurance billing staff to communicate with your insurance provider and bill them for services. Be advised that the 
Responsible Party is liable for all fees not collected from your health insurance provider. 

4. A $25 fee will be charged for each bounced check. 
5. The Responsible Party will be required to pay $45 for any appointments that are cancelled less than 24 hours prior to 

the scheduled session time or are missed without any notification. This charge will occur regardless of reason for the 
late cancellation. An appeal form is available if you would like dispute this charge; a charge can only be appealed up 
to 60 days after the date of the missed appointment. 

 
Method of Payment for Services: 

  Insurance + Co-Pays/Deductibles/Co-Insurance 
  Sliding Fee Scale based on income level 

Specify level:   
 Standard Rate     SF1     SF2     SF3 

  Proof of Income has been provided.  
  Proof of Income has not been provided.   Explain:          

 
              

 
A member of the Renewal staff has discussed with me the cost of services. I agree that I am responsible for all of the 
charges for services provided to me or my dependent. 
 
 If I am utilizing my insurance benefits to pay for services at Renewal Center, I agree to do what is necessary for me to 
arrange for timely payment by those companies, and acknowledge that I am responsible for any cost of service that the 
insurance company does not pay. I authorize Renewal Center and its insurance billing staff to communicate with my 
insurance provider and to bill my insurance company using the information I have provided to him/her.  
 
If I am utilizing Renewal Christian Counseling Center’s established Sliding Fee Scale, I certify that my household income 
is below the level indicated above and agree to pay the fee as outlined in the fee schedule. 
 
I agree to pay my balance at time of service or in a timely manner thereafter.   
 
                
Client Signature                       Date   
 
                
Parent/Guardian Signature  (if applicable)              Date   
 
                
Responsible Party Signature (if different from Client or Parent/Guardian)       Date   
 
                
Witness Signature                      Date   


