
 

Financial Responsibility and Cancellation Policy 

This policy outlines the responsibilities and expectations set forth as a client with M & M Counseling, LLC.  We want to ensure 

that financial payments due are paid to allow us to continue to provide quality service for our clients.  It is important that we 

work together to assure that payment for services is as much of a seamless process as possible.  

 

1. I understand that I will be charged a LATE CANCELLATION/NO-SHOW fee of $75 if I fail to give at least 24 hour notice 

prior to cancelling my appointment or if I fail to show for my scheduled appointment.  Please call the office or send a text 

message indicating that you need to cancel or reschedule your appointment within the 24 hour time frame.   

 

2. I understand that if my account is not paid in full within 90 days of a statement date, my payment card on file will be charged 

the overdue amount and/or a 35% collection agency processing fee will be added to the outstanding balance and will be turned 

over to collections for further processing. M & M Counseling has the discretion to not schedule any additional appointments on 

delinquent accounts until they are brought current.   

 

3. I understand that the therapy session will last between 30-60 minutes. I understand that if I am late to the appointment, I will 

still have to end the session at the allotted time.  

 

4. I understand that a $25 service fee will be added for any checks returned for any reason and I will be responsible for payment 

of this fee and the amount of the returned check.  Non-sufficient funds checks must be paid with certified funds (cashier’s 

check, money order or cash.) 

 

5. I understand that M & M Counseling LLC will collect all copayments at the time of service and deductibles as well as 

coinsurance up to an amount equal to payment in full for the planned procedure code.  Payment in full and expected coinsurance 

payment responsibility are determined by the anticipated billing code(s), details of your insurance policy, and agreement 

between your insurance company and M & M Counseling LLC.  Any overpayment will be refunded to you at your request after 

payment and/or remittance has been received from your insurance company. 

 

6.  I understand that it is my responsibility to notify M & M Counseling LLC of any changes to my insurance coverage, change 

in address or phone number.  I understand that if I do not have my insurance card, referral and/or payments, that my 

appointment may be rescheduled until such time that I can provide the required documents or payments. It is my responsibility 

to know my insurance information, including but not limited to: co-payment amounts, deductible amounts, etc. M & M 

Counseling LLC will allow 60 days from the date of filing for my insurance company to process or pay a claim.  State law 

allows insurance companies operating in the state no more than 60 days to process claims.   

 

I have read and agree to all the provisions of the above financial policy.  I understand that I am ultimately responsible for all 

professional fees incurred for professional services performed by the attending therapist. 

 

I hereby authorize M & M Counseling, LLC and its representatives, the Provider to release or exchange information concerning 

me to/from my insurance carrier(s)/plan administrator(s), the insurer and to submit eligible claims to the Insurer on my behalf. 

In addition, I hereby assign benefits payable for the eligible claims to the Provider and I authorize the Insurer to issue payment 

directly to the Provider. In the event my claim(s) are declined by the Insurer, I understand that I remain responsible for payment 

to the Provider for any services rendered. 

 

If I am a spouse or dependent, I confirm that I am authorized by the plan subscriber to execute an assignment of benefit 

payments to the Provider. 

 

I understand that I may revoke this authorization and assignment at any time by providing written notice to the insurer/plan 

administrator 

 

 

 

____________________________________________  _______________________ 

Signature of Responsible Party      Date 


