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FEE POLICIES AND AGREEMENT 

 
1. The full fee for an individual therapy session is $200. The fee for couple’s therapy (2-

person unit) is $250 per session. Family therapy fees depend on the specifics of the 
family. Individuals between the ages of 12-17 consenting to their own therapy are 
responsible for payment. Fees subject to change. Each session lasts 45-50 minutes. 

2. A limited sliding scale will allow for a few exceptions on a per case basis. The full fee 
is expected at or before the first session, at which the fee will be negotiated if needed. 
When financial circumstances change, the fee will be renegotiated. 

3. Client will make payment in full prior to or at the beginning of each session. Therapist 
cannot make change for cash payments.  

4. Payment accepted in the forms of cash, check, USPS money order, or credit card. 
Checks should be made payable to Alexander Yoo. 

5. Client will incur a $40 fee for any returned check. Failure to pay for sessions may 
result in suspension or termination of treatment. 

6. If you have insurance coverage for therapy and wish to remit reimbursement forms to 
your carrier, therapist will provide a receipt that you may submit with your insurance 
claim form, not including missed or canceled appointments (with less than 24-hour 
notice). You are still responsible for making payment. You are responsible for 
clarifying your benefits with your insurance provider. No direct contact between 
therapist and 3rd-party payors (e.g., insurance providers) will take place. 

7. Your appointment time is reserved for you and is your time. You will be charged for 
any appointments you cancel or forget to keep, unless you provide at least 24-hour 
notice, not including weekends, without exception. 

8. If you have any questions regarding these policies, please let me know. 
 
I /we (please print name/s) _______________________________________, read, understand, 
and agree to abide by the fee policies stated above. I/we have met with my/our therapist and 
agree to a fee of $ _______ per session. I/we understand that the fee established reflects 
current income and that this fee may change as my/our income changes. 
 
I/we understand that I am solely responsible for payment in full the date services are 
rendered. 
 
Client(s) signature(s) 
___________________________________________________ 
 Date __________________ 

Therapist Signature __________________________________ 
Date 
_______________________ 

 


