Katie Johnson, LPC

5520 SW Macadam, Suite 270, Portland, OR 97239


Values Counseling

503-781-1997      www.valuescounseling.com


FEE & PAYMENT AGREEMENT

Today's Date: 




Review After:  




A.  Payment Plan - (Please read & initial your consent)

  I am fully responsible for my account and understand that payment is due at the time of service.  My insurance company may or may not reimburse me for the cost of my counseling.  I intend to pay when services are rendered, with (please circle preference): cash; check; paypal; or credit card.

  I consent to the release of my name, account and contact information if there is a third-party payer or collector needed.  I will keep this information current to prevent interruption of service.


  I understand that when I make an appointment, my therapist has reserved that time especially for me.  In order to preserve fairness and goodwill in our working relationship, I will give at least 24 hours notice before canceling a session.  Any "no-show" or "late-cancel" (less than 24 hours advance notice) of an appointment will be charged the full session fee of $110.

  I agree to pay retail price for any borrowed books or materials that I do not return.


  I will pay $

 for the first visit and $

 for future 50 minute sessions.

B.  Credit Card Information - (Required)
By my signature, I authorize Katie Johnson (DBA Values Counseling) to charge this account for sessions, missed appointments, or lost books/materials as agreed in the above payment plan.

Credit Card Number: 






​​​​​​​​​​​_____________________________
Expiration Date (Month/Year): 



  3 Digit Security Code: 




Name of Cardholder: 









___________
Billing Address: 













Signature of Cardholder: 





  Date:  


_____

Client Signature: 





_____________  Date:  



Counselor Signature: 





_____________  Date:  



