






Thomas Franco, MSW, LCSW 
 

EMERGENCY CONTACT INFORMATION 

Patient’s Name: ___________________________________________  

Emergency Contact: 
 
Name:       
 
Address:   
 
Phone #1:    
 
Phone #2:   
 
Relationship to Patient:  





THOMAS FRANCO, MSW, LCSW 
590 MADISON AVENUE, 21ST FLOOR 

NEW YORK, NY 10022 
101 HUDSON STREET, 21ST FLOOR 

JERSEY CITY, NJ 07302 
1001 19th STREET NORTH, SUITE 1200 

ARLINGTON, VA 22209 
Tel.: (646) 762-0477 

 
Information About My Practice 

 

Appointment Cancellations and Appointments Missed without Prior Notice:  It is necessary to provide a 

minimum of 48 hours notice in the event that an appointment is not kept.  Appointments not cancelled with 

48 hours notice, and appointments missed without prior notice, are charged at the full rate of $250 per hour.  

Please note that insurance will not reimburse for missed appointments.  Clients may utilize voice mail, at the 

number listed above, 24 hours a day to leave a message of the necessity to cancel.   

 

Miscellaneous Charges:  Please be advised that therapist time spent in client-related professional services 

(such as report writing, phone consultation with clients or others exceeding 10 minutes, face to face 

consultations with others exceeding 10 minutes, etc.) are charged at the rate of $250 per hour.  These services 

are prorated in quarter hour units with the minimum of 10 minutes charted at the quarter hour rate of $62.50.  

These services are charged directly to the client and are not billable to insurance. In addition, please note that 

an administrative fee of $35 will be charged when a request to change an appointment date and/or time is 

made less than 48 hours prior to the appointment. 

 

Your Health Plan:  Please notify me of any changes in your health plan status.  Please contact your health plan 

to confirm coverage for mental health services, whether you have managed mental health benefits, and if pre-

authorization is required prior to your appointment.  If necessary, clinical information will be provided to your 

health plan in order to obtain further authorization for evaluation and/or treatment.   

 

If you have a deductible that has yet to be met, it is expected that you will pay any fees in full until the 

deductible is met.  If your health plan has a visit fee or co-payment, it is expected that you will pay this amount 

at the time of each visit.  If for any reason your health plan does not reimburse me for services, you are 

responsible for full payment of all fees incurred.  Payment may be made by cash or credit card. No checks are 

accepted.  

 

My signature below indicates that I have had an opportunity to ask questions about the above information, 

and that I have read, understand, and agree to abide with the above. 

 

 

Signature of Client     Print Name   Date 

 

 

Signature of Client     Print Name   Date 

 

 

Signature of Client’s Representative (if applicable)     Relationship to Client  Date   

	



Thomas Franco, MSW, LCSW 
 

FINANCIAL POLICY AGREEMENT  

Patient’s Name: ___________________________________________ DOB: _________________ 

Social Security Number: ___________________________________________ 

Payment is required at the time of service. This includes all copayments and self-

pay fees.  

You will also be responsible for any coinsurance, deductibles, and non-covered 
services.  

Individual insurance policies have varied coverage for things like frequency 

of visits, telehealth services, etc. While we make every available effort to 

assist you, understanding the details of your coverage is your 
responsibility. This includes an understanding of both in-network and out-
of-network benefits coverage. 

Visits and Telehealth Services:  

Most visits and telehealth services are generally covered by your insurance at the 

contracted fee schedule. However, because some insurances require a 

copayment or deductible, you will incur these charges if applicable. If you prefer 

to address these in a separate visit or telehealth session, please inform me and 

my practice manager or I we will be happy to schedule an additional appointment 

to discuss them. 

If you have any questions about our payment policies, please ask to speak with our billing staff.  

_______________________________________________             ________________________________                                                       

Signature of Patient/Guarantor/Authorized Guardian   Date     

   

_______________________________________________     __________________________                                                                           

Print name       Relationship  









 

Authorization for Credit Card Use 

PRINT AND COMPLETE THIS AUTHORIZATION AND RETURN.   
All information will remain confidential 

  
Name on Card:  ___________________________________________  
  
Billing Address:  ___________________________________________ 

    ___________________________________________ 

 

Credit Card Type:   _____ Visa     _____ Mastercard   ____ Discover _____ AmEx 

 
Credit Card Number:  ___________________________________________ 
 
Expiration Date:   ___________________________________________ 

Card Identification Number:  ______ (last 3 digits located on the back of the credit card) 

Amount to Charge:  $ On File (USD)  

I authorize Tom Franco Therapy and Consulting to charge the amount listed above to the 
credit card provided herein. I agree to pay for this purchase in accordance with the issuing 
bank cardholder agreement. 
 
Cardholder – Please Sign and Date 
 

Signature:    ___________________________________________ 

Date:    ___________________________________________ 

Print Name:   ___________________________________________ 

   
Return the completed and signed form to the following: 

__________________________________________ 
 
__________________________________________ 
 
__________________________________________ 
 
__________________________________________ 


