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Office and Financial Policies


Thank you for choosing our private practice to serve you. We are committed to providing you with the highest quality care. Please know that the timely payment of your bill is an integral part of our service and as such, this payment policy is an agreement between you and Jennifer Philip, LLC for payment of services provided. By signing this policy, you are agreeing to pay for services provided to you or your family member. As a client of Jennifer Philip, LLC you are required to carefully review and sign our office policies.



Please read the following information carefully:

Initial_____All therapy fees (including session fees and/or co-pays, if applicable) are due: 

☐ At the time of service
☐ Within __ days

Initial_____We accept the following payment methods at this time _________________
_____________________ .

Checks should be made payable to Jennifer Philip, LLC.

We will provide you with an invoice outlining the services rendered and the amount charged. 


Name of Client: ___________________			Date of Birth: _________
Please read and check all boxes to acknowledge understanding and the sign below:

☐ Check ins: We do our best to keep on schedule. For in-clinic appointments, please arrive 10 minutes prior to your visit. For in-home visits, please understand that a window of 15 minutes before/after set appointment time is needed for travel. 

☐ Check-outs: Please be prepared to pay any past due balances at the time of service. Payments are required at the time of service. We accept cash or check at this time.

☐ No Shows and Cancellation Fees: We required a 48-hour advanced notice if you must cancel a session. Each patient is allowed one no show without a penalty. The second no-show will result in a full charge to your account with 100% payable by you, not your insurance company.

☐ I, __________________, (client / guardian name) understand the payment policy and the risks of not adhering to it.


 
_____________________________			_____________________
Print Name of Client					    	Date of Birth

________________________________			_________ ____________	
Signature of Client, Guardian or Responsible Party	Relationship to Client

___________________________________		_____________________
Private Practitioner / Witness				Date
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