Christian Counseling Centers of Indiana, LLC

Request for Counseling Fee Assistance

Name: _______________________________________  Date: _____________________


The above has/have either asked or specified that you have agreed to provide counseling fee assistance in some form. While we appreciate your willingness to help financially, it is our experience that it is wise to have a written agreement with you about finances for counseling. This will help us plan accordingly with the persons listed above for their care  and the amount they will be expected to contribute to their counseling fees. Their fee is ultimately their responsibility. 

Unless the above listed persons have signed a release of confidentiality we cannot specifically discuss the case or their care with you. If they have we have enclosed a copy of the release with this document. It is our hope and desire that they permit us to discuss their care with you since it is our experience that including the person who is working with them, allows for greater improvement especially in areas that you are better equipped to meet their needs than we are. 

If you are the one designated to pay for or approve their counseling fees you will receive a monthly bill from us itemizing their sessions and any testing. If there are specific amounts or limits to your paying for their fees such as dollar amounts, dollar amounts per session, number of sessions, or limits on what you will cover please specify below. 

Thanks for your willingness to provide financial assistance to the persons named above. In our estimation this shows you are willing to go the extra mile to help those who God has laid upon your heart to help. May God continue to bless you and your ministry? 

Please make a copy of this form and send the original back to us in the enclosed envelope or you may fax it to us.  (260) 486-9171.  Thank you. 

I am willing/have agreed to pay $_______ per session or $ ________ 

overall for #_____ of sessions or until this date _______. This agreement is subject to 

the following stipulations or conditions: ___________________________________

All bills or correspondence on this case should be sent to the following person: 

Name___________________________________________________________________

Address________________________________________________________________

City, State & Zip _______________________________________________________

Phone number _________________________________________________________

Signature_____________________________________Date______________________

 Christian Counseling Centers of Indiana

207 North Jackson Street, Auburn, Indiana 46706              Phone  (260) 413-5120
Permission for Release of Information

Client’s Name:  _ ___________________________________

Address:           __ _________________________________

                         ____________________________________

City:_____ ______________________ State: _IN_____ Zip _________

Phone: (____) ___________

I agree to allow the release and exchange of information about me including written reports, progress notes, and telephone calls, between my therapist at Christian Counseling Centers of Indiana and the person or agency listed below.  Please consider this information confidential and share it with only those individuals designated below.

I realize and accept the responsibility for the release of this information and its potential to harm or hinder my treatment or myself in someway.  I understand that this agreement will be in effect until a period of 90 days following the end of my services with Christian Counseling Centers of Indiana.  I also understand that this agreement may be ended at any time by my written notice.

I have requested CCCOI obtain the following information for purposes described below: 

Please Circle Your Therapist’s Name:

Dr. Dan Boen, HSPP     Colleen Sanderson, M.S., LMHC
Dianne Stitzer, M.S. LMFT
Name:  ___ ________________________________ (Outside Agency or Doctor’s Name)

Address  _________________________________

               _________________________________

I, _____________________________________ (Client’s signature or parent or guardian if client is under 18) have reviewed the above information and give my consent for its release.  
Dated by client this date of ____________________

I,  ______________________________________ (signature of witness) have witnessed the above signed by the client and am acknowledging witness on their behalf. Dated by witness this 
date of ____________________
