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Payment OptionsPayment OptionsPayment OptionsPayment Options    

 
 
The cost for an individual session is $85.00. The cost for a couple’s session is $95.00.  Sessions typically last 50 minutes.  Couple’s 
sessions that are scheduled for 80 minutes will be charged $110.  
 
 
The cost for a supervision session is $85.00 for supervision scheduled at one session per month and $65.00 a session for 
supervision scheduled for two or more sessions per month.  
 
 
Payment is required at time of services.Payment is required at time of services.Payment is required at time of services.Payment is required at time of services.   
 
Pay per sessionPay per sessionPay per sessionPay per session    optionsoptionsoptionsoptions    are:are:are:are:     payment directly by check or cash at the beginning of each session, or payment online with 
your credit card or bank account through PayPal at www.scboise.com.  Click on “make a payment”.  
 
    
Please check the method of payment you will be using below:  
 
        
         Payment directly by check or cash at the beginning of each session. 
 
 
 Payment online with credit card or bank account through PayPal at www.scboise.com.  Click on “make a payment”.  
    
 
    
Although Although Although Although IIII    do not bill insurance directly, at yodo not bill insurance directly, at yodo not bill insurance directly, at yodo not bill insurance directly, at your request ur request ur request ur request IIII    can complete an insurance claim form can complete an insurance claim form can complete an insurance claim form can complete an insurance claim form which you may submit directly to which you may submit directly to which you may submit directly to which you may submit directly to 
your provider for your provider for your provider for your provider for reimbursement.reimbursement.reimbursement.reimbursement.  I recommend that you contact your provider to confirm that they will cover mental health 
services outside of their provider network.  Please be aware that in order to be covered by medical insurance I am required to 
provide a DSM-IV diagnosis of your symptoms or issues that are the focus of treatment. This diagnosis could remain a part of your 
permanent medical record.   
 

I agree to the I agree to the I agree to the I agree to the termstermstermsterms    of the payment option checkedof the payment option checkedof the payment option checkedof the payment option checked    above.above.above.above.  I understand that in case of a returned check for insufficient funds, a 
$20 fee will be assessed to cover bank processing fees.  I understand that if I default on the terms of the payment and fail to pay 
the full balance due at time of services my counselor may choose to utilize a third party collection agency in order to recover this 
debt.  

 
 
 
 
___________________________________________     ___________________________________________ 
Print Name              Print Name 
 

___________________________________________     ___________________________________________ 
Signature               Signature 
 

___________________________________________     ___________________________________________ 
Date               Date 
 


