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Account Responsibility:  I am responsible for payment to Twin Ci4es Mental Health  & Couples Center, 
LLC for all services rendered due at the 4me of the visit. I also understand that if I suspend or terminate 
my care, any outstanding balance will be immediately due and payable. If I default on any payment 
obliga4ons, TCMHCC reserves the right to forward my informa4on to collec4ons and I will be responsible 
for any fee to cover the cost of this ac4on.  

Insurance Billing:  I authorize Twin Ci4es Mental Health & Couples Center, LLC to release any medical 
informa4on to my insurance company that may be deemed necessary in order to process an insurance 
claim. I authorize my insurance company to assign benefits to Twin Ci4es Mental Health & Couples 
Center. I understand that I am responsible for payment regardless of reimbursement of these services by 
the insurance company. I agree to no4fy Twin Ci4es Mental Health & Couples Center whenever I have 
changes in my health plan coverage or contact informa4on.  Couple’s therapy is usually not a coverable 
service; therefore unless we get an authoriza9on from your insurance provider, we cannot bill your 
insurance for this service. 

Late CancellaCon/No Show: If I fail to cancel or do not show up for a scheduled appointment without 
providing a 24 hour no4ce, TCMHCC has the right to charge me at the rate of  $100.00 for each missed 
session. I understand that my health plan will not provide payment for missed appointments and it is 
therefore not eligible for submission to my health plan.  

LiCgaCon LimitaCon: Due to the nature of the therapeu4c process and the fact that it oJen involves 
making a full disclosure with regard to maLers that may be confiden4al in nature, it is agreed that the 
informa4on discussed is for therapeu4c purposes and is not intended for use in any legal proceedings. 
You, the client, or your aLorney will not subpoena your therapist to tes4fy or provide records in a court 
ac4on.  

ConfidenCality and Release of ConfidenCal InformaCon: I understand that the sessions will be 
completely confiden4al and informa4on cannot be shared unless there is a wriLen release signed by all 
par4es involved. However, couples therapy may include working individually as well as together with 
both couples present.  Therefore I authorize the release of confiden4al informa4on gleaned from 
individual sessions to be shared as part of the overall treatment, to the extent your therapist deems 
therapeu4cally necessary to meet therapy goals.  

My signature below indicates my consent for treatment, and confirms that I have read, understand 
and consent to all the terms and condiCons of the Informed Consent and Agreement. AddiConally I 
have been informed of and understand the Counseling Policies, Client Rights, Limits of ConfidenCality 
and the NoCce of Privacy PracCces (HIPPA). Copies are available upon request.   

_________________________________________________________                              
_______________________   Signature of Client, Guardian or Legal Representa4ve     Date__________                                                                     
   
                                        




