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PSYCHOTHERAPY PRIVATE PAY 

FINANCIAL AGREEMENT & CONSENT FOR TREATMENT 

 

Client Name:_______________________________   Date of birth:__________________ 

 

In signing this document I consent to receive psychotherapeutic treatment from Judith Croen, 
LCSW, at reVision Studio LLC Therapy and Counseling Services.  I choose not to submit to 
insurance for reimbursement and accept full financial responsibility for services rendered.  Payment 
of $250 for the initial one-hour intake session and $200 for follow up 55-minute sessions is due at 
the time of service unless other arrangements are agreed upon.  Payment may be made by cash, 
check, Venmo or credit card.  Checks returned by the bank carry a $25 charge.   

This office requests 48-hours cancellation notice if you need to reschedule an appointment, with a 
minimum of 24-hours before penalty.  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 full cost of the missed session.  

My signature below also indicates that I have read a copy of the practice’s Notice of Privacy 
Practices and understand my rights contained therein.   

 

Signature of Patient or Parent/Guardian _______________________________________ 

Today’s date _______________________ 


