
JoAnn Abdo, MSW, LCSW, ACSW     

NC License # C002978 

Abdo Counseling and Consulting, PLLC 

980-404-2251 

 

CLIENT CONSENT FOR TREATMENT AND BILLING AGREEMENT 
I hereby give JoAnn Abdo, MSW, LCSW, ACSW consent to provide counseling services to: 

  

             

  Client Name      Date of Birth 

 

I understand JoAnn Abdo, MSW, LCSW, ACSW will provide services at the following fees: 

Customary Cost of Treatment: 

Intake or Initial Session              $130 

Individual Therapy                       $110  Phone Consult, hourly rate $100  

Couple Therapy                            $150                       Sessions are 50 minutes each 

I understand that payment for service is expected at the beginning of each session unless previous 

arrangements have been made (as indicated below) and agreed upon with JoAnn Abdo, MSW, LCSW, 

ACSW.   If insurance arrangements have been made prior to the session and a co-pay is applicable, it 

is due at the time of the session.  If for any reason my insurance does not agree to pay the fee (co-pay 

or percentage), I understand I am ultimately responsible for payment in full. 

In order to guarantee payment, a credit card must be put on file and will be billed only with notice by 

JoAnn Abdo, MSW, LCSW, ACSW for a missed or unpaid appointment. 

Credit Card #       Exp. Date:_______ Security Code:______ 

Name as it appears on card________________________________________________ 

Billing Address Zip Code    VISA           MASTERCARD 

 

My insurance company has informed me that my benefits are as follows: 

Insurance Company:    Deductible:    Co-pay:         

Max. # of sessions/Amount    Per Calendar Year/Benefit Period:   

  

I agree to allow JoAnn Abdo, MSW, LCSW, ACSW to bill my insurance company directly for behavioral 

therapy services provided. I understand that the insurance company may request information in 

order to process payment.  I give Abdo Counseling and Consulting, PLLC  permission to release the 

necessary and requested information. 

If payment is not made at the time of my appointment and it is not a matter of special arrangement 

agreed upon by myself and JoAnn Abdo, MSW, LCSW, ACSW payment must be made within 7 working 

days of the session in question. This must be paid prior to another appointment can be scheduled.  

Non-payment  would possibly hinder further treatment with this practitioner and other practitioner 

names would be offered. 



If I fail to cancel a scheduled appointment at least 48 hours in advance, I understand that an 

automatic charge of the full session fee will be made for the missed appointment and added to my fee 

during the next scheduled session.   

If I fail to make payment within 7 days of the missed appointment, I understand that the fee will be 

charged to the credit card number provided.  I understand that I will be responsible for this fee as 

insurance does not pay for missed appointments.   

If I fail to attend two consecutively scheduled sessions without notifying JoAnn Abdo, she may 

assume that I wish to terminate services. I will be notified in writing that services have been 

terminated.  I also understand  I may loose my established appointment time.  

I understand that I may terminate services at any time by notifying JoAnn Abdo, MSW, LCSW, ACSW. 

 

 

 

 

 

            

Client Name (Printed) 

 

 

               

Client Signature      Date 

 

 

              

Therapist Signature      Date 

 

 


