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7601 Conroy Windermere Rd.
Suite 203
Orlando, FL 32835
Telephone:  407-704-1461
Fax:
         407-704-1501





www.happymindcompany.com

I understand that I am financially responsible for all charges 

Patient (or Parent, if Minor) Signature: ___________________                       Date____________________

I further authorize the release of medical information to my referring physician, therapist and other team members as necessary.

Patient (or Parent, if Minor ) Signature                                                             Date_____________________                                                                     

Cancellation Policy: 

A 48 hour cancellation notice is required. No show/late cancellation fee is $75. 

Patient (or Parent, if Minor) Signature_____________________________________Date_________________
Returned Check Policy: 

A $35.00 charge will be made to your account and must be paid prior to your next appointment for checks returned due to insufficient funds. 

I hereby agree to the cancellation and returned check policy:

Patient/Parent Signature                                                Date                                                               .

