
Helping People Heal from the Inside Out 

CONSENT FOR TREATMENT and FEE AGREEMENT 

ASSIGNMENT OF MEDICAL BENEFITS: ___YES ___NO 
Your Deductible, if any: _______   Amount Met:_______ 

Your Payment Schedule: 
$__________per session for__________sessions. 
$__________per session for__________sessions. 

Appointments are made on a regular basis and your time is held for you. Therefore, at 
least 24-hour advance notice is needed. In the event you are unable to keep your 
appointment, and do not provide at least 24 hour notice, you will be charged a full 
session fee. 

Payment is due at the time the service is rendered. Future appointments will not be 
scheduled if your account is past due. If you accrue a balance past 60 days, you will be 
responsible for any attorney fees incurred in collection. 

By signing this form, you are consenting to treatment at Growth and Healing Wellness 
Center, LLC. In doing so, you are agreeing to the terms of this contract.  

ACCEPTED AND AGREED BY: 

Client, Parent, or Legal Guardian: ________________________________________ 

Dated: ________________ 

Child or Spouse: ______________________________________________________ 

Dated: ________________ 


