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Treatment Consent Form

Please let this document act as an explanation of how best to access the care that I, Paula Alsept ARNP provide and of the responsibilities that you take on as my patient.  I am an Advanced Registered Nurse Practitioner and a specialist in psychiatry. I practice in the State of Washington as a Psychiatric Mental Health Nurse Practitioner. My license number is AP30006399. My Bachelor's and Master's degrees in Nursing are from Columbia University in New York City, New York. I also have a Bachelor's in Philosophy from Reed College in Portland, Oregon. I assess, diagnose and prescribe medication for psychiatric conditions. I also engage individuals and couples in psychotherapy. I treat all mental health conditions in patients 16 years and older. These conditions include, but are not limited to, Attention Deficit/Hyperactivity Disorder, anxiety spectrum disorders such as Post-Traumatic Stress Disorder, OCD, panic disorders, substance abuse recovery, eating disorder recovery, depression and bipolar disorder. I also provide treatment for patients with needs and concerns that do not carry any diagnoses, per se. My initial treatment focus is on symptom relief. I assess patient's medical health as well as their mental health to gain the best, safest results from treatment with medication, if medication is indicated. I also focus on helping patients determine whether there are relationships, behaviors, old issues and thought patterns that need to be addressed or changed by the patient to achieve long term wellness. 


I have professional responsibilities to my patients and my patients agree to certain responsibilities for their care. These mutual responsibilities are as follows: 

Prescriptions
This provider will prescribe necessary medications via her electronic health record and respond to refill requests within 72 hours. These refills will not be granted after business hours or on weekends. Patients must call refill requests into their pharmacy who will contact this provider. Prescriptions obtained outside of session and not through the pharmacy will incur a $20 fee.  Patients must be seen for an appointment to receive a prescription for a stimulant for ADHD is Schedule II on the Drug Enforcement Agency’s list of highly controlled substances.  Patients must be seen each month to receive a schedule II or any controlled medication.

Some medications require prior authorizations based on the rules set up by their insurance companies.  If this process takes me more than 10 minutes or cannot be accomplished using the online system CoverMyMeds.com a $20 fee will be charged. 

Emergency/After hours care

In the event of an emergency call 9-1-1 or proceed to the nearest Emergency Room. Emergency situations are those in which a patient is, or feels they are, in danger of harming themselves or someone else.  Also emergencies are those in which a patient is having a severe medication reaction. In a psychiatric emergency that is not life threatening, if this provider cannot be reached patients should call the King County Crisis Line at 206.461.3222. It is open and staffed 24 hours a day.

Unless it is a life-threatening emergency, telephone conversations lasting 15 minutes or longer will be charged in 15 minute increments at the regular rate of a psychotherapy session. Appointments
You are responsible for making an appointment before your medications run out.  All efforts will be made to accommodate patient requests for appointments so that patients can be seen in a timely manner. Appointments start at 10 minutes after the hour. A psychotherapy "hour" appointment is actually 45 -50 minutes long and ends on the hour.  Medication visits last 20-30 minutes.  Appointments are preferably made with this provider during session time.  Otherwise, they can be made during regular business hours.  This provider does not do any routine work such as scheduling, issuing non-emergent refills or attending to paperwork on the weekends or after business hours.
Reminder calls and Cancelation Policy


Patients can agree to receive automated reminder emails and phone calls. HOWEVER, this phone system should not be used to attempt to notify this provider that patients want to change or cancel their appointment as the number prompts in the voice mails do not reach this provider.  Patient agrees to pay a $175.00 fee if he or she fails to cancel their appointment at least 48 hours prior to their appointment regardless of the reason. Initital here X_______ 
Patient Financial Responsibility for Treatment

The patient agrees to be responsible for the cost of treatment by this provider and understands that insurance does not cover all medical costs.  Patient agrees to use the Insurance Verification Form and to call member services at their insurance companies and check their mental health coverage, co-pays, co-insurances, deductible met to date. Co-pays, co-insurances, and sometimes deductibles are due at time of service. In the event that insurance does not pay for treatment, patient agrees to pay all costs. Patients without insurance benefits need to pay on the day of service. The writing of letters and reports will be charged at the rate of a psychotherapy hour in 1/4hour increments. Testifying in court or in a deposition will also be charged at this rate including transportation time and expenses. If a patient fails to bring in the Insurance Verification Form and their insurance card to their first visit, they must pay for the first visit in full. When insurance is verified they will be refunded any balances due.  A $35.00 fee will be charged for NSF checks.  If patients fail to make a payment after 3 months of patients receiving statements, this provider reserves the right to send their account to collections with Corporate Recoveries Inc. with no prior notification.  
Confidentiality

This provider values your confidentiality.  According to Washington State and Federal laws, this provider may not release any information about you, including whether or not you are or are not a patient of this provider, to anyone including your family, friends, or other health care providers.  The only situations which change this confidentiality is if a patient is in danger of harming themselves or others; the patient is having a medical situation in which this provider needs to communicate with other health care providers for the patient’s benefit. Additionally, if provider becomes aware of the abuse of a child, an elderly person or a disabled person this provider is mandated by law to report it to the state authorities and this responsibility supersedes confidentiality laws.  

By signing below the patient attests to understanding, agreement and a willingness to abide by the terms of this Treatment Consent Form. 
__________________________________________________________________

Patient signature


Patient printed name
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