
Clear Mind Group, LLC. 

 

CONSENT FOR TREATMENT AND FINANCIAL AGREEMENT 
 
 

I, ______________________________ , parent/guardian of     ,  

with full knowledge of the benefits and consequences of psychotherapy, consent to allow my 

child to be treated by Autumn Hahn, LMHC, CHt, of Clear Mind Group, LLC. on a voluntary 

basis.  I am aware that all information shared in this treatment is confidential except in 

circumstances governed by law.   

 

Charges: Charges for services are due and payable at the time services are rendered.  I agree that 

my card on file may be charged if I am unable to pay at the time of service. 

 

Insurance and hourly rate: I understand that no insurance shall be considered during my 

treatment and that I have agreed to pay the standard rate of $150 per hour, or $_____ per hour 

based on the sliding fee scale. I also understand that paid statements of my account may be 

supplied upon request to submit to my insurance company to request out-of-network 

reimbursement. 

 

Cancellation: Because time has been reserved exclusively for me and/or my family member(s), I 

understand that I am required to provide at least twenty-four (24) hours advance notice if unable 

to keep a scheduled appointment. In the event that I do not provide the 24 hours notice prior to 

canceling, I am financially responsible for the reserved appointment at 50% of the hourly rate for 

each hour of the booked appointment, and that this applies to all types of sessions, be they 

individual, family, couples, or group therapy. To that end, I agree that my credit card may be 

billed in that amount on the day of missed service. I understand that office hours are by 

appointment only and that any appointment missed by more than 20 minutes will be considered 

cancelled.  

 

Collections: I understand that my account may be turned over to a collection agency or 

appropriate court if payment is not made in a timely manner or payment does not tender (e.g. 

expired credit card).  I hereby give my consent to release necessary information for taking such 

action. Further, I shall be responsible for any fees or expenses incurred because of collection or 

court actions. 

 

My credit card information is as follows: 

 

Name:        Type of Card:     

 

Card #:        Expiration:     

 

CVV (on the back):     Billing Zip Code:     

 

I agree to all terms listed above. I understand that I am responsible for updating any changes to 

my billing address and credit card information on file so that it remains current at all times. 

 

Signature: ____________________________ Date: _________________ 

 

Therapist: _____________________________ Date: _________________ 

                  Autumn Hahn, LMHC, CHt 


