
ATLAS COUNSELING, LLC

Financial Assistance Form
Name: ______________________________________________ Date of Birth: _______________________

Please indicate your need by checking yes/no in the boxes below.

          

Revised Fee Schedule:

Initial Session: _____________ 55 min Session: _____________

Start Date: _____________       End Date: _____________

Client Signature: __________________________________________________ Date: ________________

Provider Signature: ________________________________________________ Date: ________________
Shannon Seibel, MS, LPCC

shannon@atlascounselingmn.com
www.atlascounselingmn.com
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