Judith D. Croen, LCSW

reVision Studio LLC Therapy and Counseling Services

202 Soundview Avenue, Unit 17, Stamford, CT 06902
judith.revisiontherapy@gmail.com - 203-274-4284

PSYCHOTHERAPY INSURANCE CLIENTS
FINANCIAL AGREEMENT & CONSENT FOR TREATMENT

Client Name: Date of birth:

| request that payment of authorized insurance benefits be made on my behalf or on my child’s
behalf directly to reVision Studio LLC Therapy and Counseling Services for any medical services
provided. | authorize the release of any medical or other information necessary to determine these
benefits. | permit a copy of this authorization to be used in place of the original.

I understand that | am responsible for contacting my insurance carrier to obtain my mental health
benefits and any prior authorizations required and that | am financially responsible to reVision Studio
LLC Therapy and Counseling Services for any charges NOT COVERED by insurance due to unmet
deductibles or uncovered services, co-pay amounts, for being treated by an out-of-network provider,
or for any limits on the number of visits allowed or dollar amount per policy year as well as any
lifetime maximum benefits.

| acknowledge that in some cases exact insurance benefits cannot be determined until the insurance
company receives the claim. | agree to be responsible for the entire bill or balance of the bill as
determined by my health care insurer if the submitted claims or any part of them are denied for
payment. | understand that by signing this form | am accepting financial responsibility as explained
above for all payment for services received.

| understand that any co-pays, deductibles or co-insurance fees are due at each session. Checks
returned by the bank carry a $25 charge.

This office requests 48-hour cancellation notice if you need to reschedule an appointment, with a
minimum of 24-hours notice before penalties accrue. Other than in the case of illness,
unforeseeable emergency or weather conditions, cancellations made with less than 24-hours notice
or a No Show for a scheduled appointment will be billed for the entire cost allowed by your insurance
company for the missed session. This payment will be due on or before your next appointment.

In signing this document | consent to receive treatment at reVision Studio LLC Therapy and
Counseling Services and acknowledge that | have read a copy of the practice’s Notice of Privacy
Practices. This acknowledgement is required by the Health Insurance Portability and Accountability
Act (HIPPA) to ensure that | have been made aware of my (or my child’s) privacy rights.

Name of person signing (please print)

Relationship to insured

Signature of Insured or Parent/Guardian

Today’s date




