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Payment Information Form
Full name of person(s) responsible for service charges: 

______________________________________________________________________________Last                                                     First                                                        MI                           
Name of Client (if different from above): 

____________________________________________________________________ 

Please choose payment option:              Self-Pay               Insurance 

Insurance Information: Insurance Company & Plan Name: ___________________________________________________________________________ Policy #: ________________________________________________________________
Group #: _________________________SS#:_________________________________________ Insurance Company Telephone #: ___________________________ 
Name & Birth Date of Primary Insured:______________________________________ BD:_______________ Employer of Primary Insured: ________________________________ Primary Insured’s Street Address: ___________________________________________________________________________ City: ________________________ State: ________________ Zip Code: __________________ Primary Insured’s Phone #: _____________________________________
 Client Relationship to Insured          Self           Spouse             Child     Other: _____________


Payment Information Continued





Credit Card/Payment Information 

You may provide me with credit card information to keep on file that can be automatically charged for your sessions. You may also pay with cash, Venmo, paypal or check (please note there is a $12 fee for any returned checks). 
Venmo account name: _______________ Paypal account name: _____________________

Type of Credit Card                    VISA                 MASTERCARD                 DISCOVER 
Credit Card Number:__________________________________________________________ Expiration Date: _________________________ Security Code: ______________________ Cardholder Name: _________________________________________________________
Billing Address: __________________________________________________________________________ City: ______________________ State: ______________ Zip Code: ____________________ Telephone # of Cardholder: ______________________________________ 


By signing below, I authorize Be Well Family Counseling LLC to charge my credit card for payment of psychotherapy services. I have read and understand the cancellation policy provided to me in the Informed Consent & Disclosure Form. 

__________________________________________________________________________
Signature of Cardholder                                                                    Date 

 I provide you with an electronic invoice following each of our sessions. Every month you will also receive an electronic statement which reflects all of your charges for the past month. Please let me know if you ever need a paper copy of your invoices/statement(s). Email address: 

______________________________________________________________________________

______________________________________________________________________________ 
Client Signature                                                                                 Date 

 Be Well Family Counseling LLC
