
 
 

STATEMENT OF FEE POLICY 
 

 
Payable to: Chandra Lontz-Smith 
I accept cash or check. You will be responsible for the incurred cost of insufficient funds. 
 
Auxiliary services are prorated per 60 minutes. Auxiliary services include case summaries, school 
staffings, consultations with teacher/school, court evaluations, court reports and any other service 
requested by the client. If I am subpoenaed you be will be billed for $150 per hour, which is 1 1//2 my 
standard rate. 
 
Phone calls. I do not charge for brief phone calls. Anything over 10 minutes will be prorated. 
 
Emergencies. Clients seen in outpatient therapy are assumed to be responsible for their day-to-day 
functioning. Within this framework, I operate my practice with the intention of promoting your autonomy 
while also being responsible to your needs and respectful of my personal limits. This means that I do not 
carry a pager, and I am not available for crisis calls outside of our scheduled appointments. If an 
emergency does arise, call 911 or go to your local emergency room. I check my voicemail regularly 
during business hours and generally return calls within 24 hours. Please note, if you leave a message on 
Friday you may not receive a call until the following Monday. 
 
Client payment and agreement 
Please initial each one of the following, acknowledging that you understand and agree to the terms of this 
agreement.  
 
______   I agree to pay in full at each session or in advance. Two unarranged unpaid sessions will result  

in a temporary suspension in therapy with the possibility of termination. After 3 weeks,  
any unpaid service fees will incur a late fee of $25. 

 
______   I agree that I am responsible for completing, filing & collecting third-party (e.g. insurance)  

reimbursement. 
 
______   I agree to give 24 hours notice when canceling or changing an appointment. If I provide 

appropriate notice for cancelation, I will not be charged for this appointment. 
 
______   I agree to pay the full amount for services if I change or cancel an appointment without required  

24 hours notice. 
 
 
 
 
 
 
___________________________________________         ______________________ 

Signature of Responsible Party       Date 


