
Leedy Abbey Counseling Services 
 

PAYMENT POLICY 
 

Payment is requested at the time of services.  We accept checks, cash and Visa and 
MasterCard.  You can supply credit card information to your treatment professional or 
call our office at (717)241-2345. 
 
Payment Agreement: 
 
I understand that the posted cost for psychiatric or counseling services at Leedy/Abbey 
Counseling Services is as listed on the reverse of this form, which is the cost billed to 
insurance companies.  Payment arrangements for services are required at the time 
services are rendered.  My signature indicates my understanding that if I do not make 
payment at the time of services, there will be a billing charge of $5.00 per statement 
mailed to me.  My signature also indicates that my address of record is my correct 
billing address and I am consenting to mail arriving at that address.  Counseling 
rates for all levels of services are also posted in the client waiting room.  If I choose to 
use my insurance benefits, I understand that it is my responsibility to provide 
Leedy/Abbey Counseling Services with all necessary information to submit my services 
to my insurance carrier for reimbursement.  Leedy/Abbey Counseling Services will 
contact my insurance company to verify benefits as well.  I understand that I may be 
responsible for paying any costs my insurance does not cover due to deductibles or co-
pays that my plan requires. This information is to be reviewed at my first appointment.   
Should my insurance carrier change, it is my responsibility to alert my therapist as soon 
as possible.  In the event that my insurance company elects to reimburse me for 
counseling services billed by Leedy/Abbey Counseling services, I understand that this 
amount is to be used to pay for services rendered.  I understand that if I choose not to pay 
on my account, my account may be turned over to a collections agency. 
 
Additional Charges: 
 
Return check charges:  The cost of services rendered plus a $35.00 NSF charge will be 
charged to your account.  We do charge a fee for reproduction of medical records, faxing 
of records and forms.  Please refer to the reverse of this form for all information. 
 
I have read the above and agree to these policies: 
 
________________________________________         _________________________ 
Client/Parent/Guardian                                                    Date 
 
________________________________________         _________________________ 
Witness                                                                            Date 
 
 


