
CONSENT FOR TREATMENT/CONFIDENTIALITY/PAYMENT
Patient Name __________________________________________________ DOB ________   DATE: _____________

This is to inform you that I give my authorization for Dr. Deborah V. Thomas, EdD, APRN, PMHCNS-BC, PMHNP-BC, to render therapy sessions and/or medication evaluation and management for myself and/or my child or other person (if I am legal guardian, custodian, or POA). I hereby voluntarily consent to out-patient treatment as deemed necessary by the above mental health care provider.

I understand that this office is a group of independent mental health practitioners who only share common office spaces or services for the convenience of their patients, and that the above named provider is solely responsible for mental health care services provided unless I am referred to and consent to treatment by another provider in the office. 

I understand that the record of my treatment is confidential, but that state law requires the disclosure of certain circumstances where:

1. child or adult abuse is suspected, 2. where there is a threat/risk of self-harm, or, 3. Risk/ threat of injury to a third party. Initial X___
I have read and understand the above information, and I do hereby hold harmless the above named mental healthcare provider for any loss, cost, or damages allegedly sustained due to release of information required by state law.  I understand that I am ultimately responsible for payment of services regardless of insurance claims. I agree to pay the amount due at each visit as required by office policy. Initial X___
I have received a copy of, or had an opportunity to read, the HIPAA Privacy Notice related to use and disclosure of my PHI (protected health information). This is posted in the office waiting room.  Initial X___
Under the HIPAA guidelines it is required to obtain authorization for any electronic communications from patient’s representatives who may call, text, or email as well as permission to call, text, or email the patient at designated numbers or addresses. Your provider may need to contact you by telephone using voice or text for appointment reminders, return phone calls/texts/emails from messages left for providers or staff or for appointment/scheduling changes. By signing this authorization, you give permission for the provider or a staff member to contact you by phone at X____________________ or___________________ and to leave texts or discrete messages on voice mail, answering machines or with persons answering the telephone. You also acknowledge that caller identification may identify the provider or business name or number if you have this service on your telephone, and authorize these calls to be made to your home. These calls are intended to make your experience with our office more efficient and productive. This applies to email as well. Please note that the use of text or email cannot be guaranteed to be kept confidential; however, your information using text or email will not be intentionally shared with anyone without your expressed permission.  As technology becomes available you will be notified of any technology applications that may be used to further meet requirements or recommendations for HIPAA compliance.
You may find that you need to have someone other than yourself call to verify your appointment. Under HIPAA guidelines “another person can call only if authorized by the patient”. If you wish to give another person this authorization to call our office and verify appointments, discuss financial matters, or pick up prescriptions for you, please list them below.  **Please note that they will need a 4-6 digit identifiable code number. It is suggested you use something easy to remember such as your DOB or other number they will know. Your 4-6 digit code is _________.
Authorized  Person’s  Name: ________________________________________________OR ____________________________________________________  I have reviewed this authorization and had the opportunity to ask questions regarding how this affects my privacy. I also understand that I can revoke this authorization at any time, by putting my wish to revoke in writing to this office. If I do not revoke, this authorization will remain in effect throughout my treatment with this provider.
Your signature below indicates your:  1) consent for treatment, 2) understanding of confidentiality, & 3) agreement to pay for services.

_X_________________________________________________________

__________________

Signature of Client







Date

__________________________________________________________

__________________

Signature of Parent/ Legal Guardian/ Power of Attorney


              Date

__________________________________________________________

Relationship to the Client

__________________________________________________________

__________________

Witness








               Date

