
 
Bizzy Bees Therapy LLC 

Cancellation, No Show Policy & Co-Pay Policy 

 

The staff and clinicians here at Bizzy Bees pride themselves on providing the highest levels of 

quality in their care for our children and families. We empower our clients to be part of the 

therapeutic decision-making process as well as understanding the essential partnership 

between the clinician and family. Since we have waitlists in all disciplines, we aim to provide 

this level of care to families who are truly committed to the therapeutic process. Therefore, we 

have a strict cancellation, no show and co-pay policy.  

 

 

Please initial on each line and sign at the bottom. 

 

1. I understand that I will be charged a late cancellation fee of $50 if I fail to give at least 

24 hours notice prior to cancelling my appointment (unless due to significant 

emergency).  ______ 

2. I understand that I will be charged a no-show fee of $50 if I fail to show for my 

appointment. ______ 

3. I understand that if I have two or more late cancellations (without emergency) or no-

shows, I may forfeit my spot at Bizzy Bees Therapy Clinic. _______ 

4. I understand that I am responsible for knowing my co-payment amount and deductible 

amount (although the staff are happy to help assist you find this information if needed). 

My co-payment amount per session is __________; my deductible amount per year is 

____________. Have you met your deductible this year? _____ Yes _____ No. If no, how 

much more do you have to pay towards your deductible? ________________. ________ 

5. I understand that my co-payment and/or payment is due prior to each session. _______ 

6. I understand that these charges are an out-of-pocket expense and that my insurance 

carrier will not cover these charges. _____ 

7. I understand if I am late to my therapy session, I will still have until the end of that 

session to receive services. If you are more than 15 minutes late, we will need to 

reschedule your appointment. After 3 late visits I will be charged $50 and I understand 

my time slot will be in jeopardy.   ______ 

By signing this, I am agreeing to the above stated terms and stipulations regarding the services I 

receive from this clinic. I understand the commitment of the therapy clinicians and staff here at 

Bizzy Bees to my child/family. I understand the expected commitment from myself.  

 

Printed Name of Responsible Party: ________________________________________________ 

 

Signature of Responsible Party: ____________________________________________________ 
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