
 
 

Financial Agreement 
 

 
Payment is due when services are rendered.  If you have insurance to cover your services, please verify your 
coverage at the time of service.   
 
1.  I agree that I am responsible for this debt regardless of my insurance and that I will pay any unpaid 
balance, in full, within 60 days of the date of service.  A $20.00 rebilling charge will be added each month 
after the account is more than 60 days past due. 
 
2.  In the event that my account becomes delinquent, I agree to pay a collection agency fee of 100% of my 
unpaid balance in addition to my balance.   
 
3.  In the event that legal action is necessary to collect this bill, I agree to also pay reasonable attorney’s fees 
and costs of court and agree to submit to the jurisdiction of the Court.   
 
4.  If any portions of this bill or the provider’s services are disputed, I agree to submit myself to mediation or 
arbitration and will pay the costs in doing so.   
 
5.  I understand that a charge of $80 will be made for missed appointments which are not cancelled 24 hours 
in advance of the appointment time.  I understand that insurance companies do not cover this charge.   
 
6.  In compliance with our insurance contracts, copays and deductibles must be paid by cash, check or credit 
card the day of your appointment. A credit card number will be kept on file to pay for insurance deductibles, 
co-pays, late cancellations, no shows, and any balance due on your account.  Your signature on this form 
authorizes use of that credit card for those charges. You will be notified when a charge has been made. 
 
Please circle your preferred credit card and list the number and expiration date.  You signature on this financial 
agreement give us permission to use your credit card (with notification) for unpaid charges on your account. 
 
Credit Card Number (Visa, Discover, MasterCard): ______________________________________ 
 
Expiration Date: __________________________ CVV _____________________________________ 
 
Zip Code for Card: ___________________________________ 
 
The undersigned person(s) hereby agrees to all stipulations above and to pay all professional services 
rendered by Lakeside Counseling Center in accordance with this agreement. 
 
________________________________________  ________________________ 
Signature       Date 
 
1400 112th Avenue SE, Suite 100 * Phone:  425.202.5093  


