
Suzanne M Dunn, LICSW 
1712 Eye Street, #510 

Washington, DC 20006 
(571) 882-9743 

 
FINANCIAL AGREEMENT 

 
Client Name: ___________________________________________________ DOB: ________________ 
 
Parent/Guardian: _________________________________________________________________________ 
 
Address: ________________________________________________________________________________ 
 
Home Phone: __________________  Work Phone: ____________________ Cell: _____________________ 
 
E-mail Address: __________________________________________________________________________  
 
Person Responsible for fees: ________________________________________________________________ 
 
Address/Phone/Email of (if different from above):_______________________________________________ 
 
Payment/Cancellation Policy 
 
Payment is due at the time of service by check or cash.  Appointments not canceled 24 hours prior to the session will be 
charged in full.  Where ever possible a make-up session will be offered within the same week.  There will be a $25.00 
charge for all returned checks.   
 
If you choose to pay by credit card, you have the option of having a credit card kept on file to be automatically charged.  
If you would like this option, please provide the following information: Full Name as it appears on the card, card number, 
expiration date and security code. 
 
By providing your credit card information, you authorize Suzanne M Dunn, LICSW to charge your card automatically for 
all therapy sessions as well as any missed sessions not canceled at least 24 hours in advance.  A statement of all charges 
will be provided at the end of each month. 
 
Fees per visit:   Intake Assessment, 60 minutes    $170.00 
   Individual Therapy, 45 – 50 minutes    $170.00 
   Couples, Family Therapy, 45 – 50 minutes   $170.00 
   Group Therapy, 75 minutes     $150.00 
   Supervision       $ 75.00 
 
Extended sessions are an additional charge.  Other services, to include report writing, telephone conversations lasting 
longer than 10 minutes, consulting with other professionals with your written permission, preparation of records for 
treatment summaries, and the time spent performing any other service you may request of me, are charged at the rate of 
$170 per hour, prorated as appropriate.  If you become involved in legal proceedings that require my participation, you 
will be expected to pay for all professional time, including preparation and transportation costs, even if I am called to 
testify by another party. 
 
I hereby acknowledge responsibility for this account and guarantee payment of all charges against this account.  I 
understand that this account is my responsibility.  I understand that outstanding balances over 120 days may be 
referred to an appropriate collection agency. 
  
 
________________________________________   ___________________________ 
Signature of Responsible Party     Date 


