
2450 Hollywood Blvd. Suite 200-A, Hollywood, FL 33020

1640 Town Center Circle, Suite 204, Weston, FL 33326

 

FINANCIAL CONSENT 

I, ___________________________________, am choosing to enter into services with 
Nutrition Counseling Group, LLC. I understand that payment is due at the time that services are 
rendered. 

As my appointment time has been set aside EXCLUSIVELY for me, I understand that I am 
responsible for the session fee if I fail to cancel a scheduled appointment at least 
24 hours in advance. There is no fee if you cancel on time. 

Any balance overdue more than thirty days will be subject to a $25 late fee PER MONTH. I agree 
to pay the cost of any delinquent bill, including attorney’s fees. I understand that my account 
may be sent to a collection agency or court if fees are not paid in a timely fashion. If such action 
becomes necessary, I will be informed of such intent and I will be given an opportunity to settle 
the balance. If such action becomes necessary, only information to secure payment will be 
released. All other information will remain confidential. 
Credit Card Information 

Patient Name: _______________________________________________________ 

Cardholder Name: ____________________________________________________ 

Cardholder Number: ___________________________________________________ 

MC    Visa   Amex       Last 3 digits from back of card _________ 

Expiration Date: _________ /_________      ZipCode: _________________

My signature below signifies that I fully understand and agree with the above policies, and grant  
my permission to Nutrition Counseling Group, LLC to charge my credit card for any balance 
overdue or for any appointment that is not cancelled in the timely manner described above. 

Patient/Guardian (if patient under 18 years old) signature: _________________________

Date: ______ /_______/________ 


