Authorizations and Consents

Client Name: _______________________________Guardian Name (if client is under 18)_________________

Notice to Client(s)

Ellen Biros, MS, LCSW cannot release information of any kind, including information about appointments & billings to anyone other than the client or parent/legal guardian of the client. Please let your therapist know if you would like to complete a release of information form.

1.Authorization for Release of Information for Insurance Submission and Payment.

I authorize Ellen Biros, MS, LCSW to file all claims for Professional Services rendered, and authorize all insurance payments for those services to be paid directly to Ellen Biros, MS, LCSW.  I also authorize Ellen Biros, MS, LCSW to release any medical or other information necessary to process claims to my insurance company or its agent. I understand that it is my responsibility to pay for any deductible amount, co-pay, any non-covered service (i.e. missed appointment fees, completion of claim forms, court appearance fees), or services in which I am ineligible. I understand that it is my responsibility to obtain prior authorization for treatment from my insurance carrier and that failure to obtain authorization may result in increased financial expenses for services. 





_____________________________________________________





Signature of Client/Legal Guardian/Legal Representative

2. Authorization to Release Information to PCP

Communication between behavioral health providers and you’re your primary care physician is important to ensure that you receive comprehensive and quality health care. I hereby authorize release of my protected health information related to my evaluation and treatment to my primary care physician.  I understand this information my include diagnosis, treatment plan, progress and medication information if necessary. I understand that I may revoke this consent in writing at any time except to the extent that it has been relied upon.





_________________________________________________________





Signature of Client/Legal Guardian/Legal Representative

3. Payment and Failed Appointments

I understand that all fees are due at the time of service.  In other words, the full fee must be paid at the end of each session.  The only exception to this is when insurance is being filed on my behalf; only the portion of the fee which the insurance is not expected to pay is due at the time of service, provided that all deductibles have been met.  

I understand that Ellen Biros, MS, LCSW has a 24 hour cancellation policy and I will be billed $50 for my missed appointment unless otherwise discussed with my therapist. I understand there will be a $25 service charge for all returned checks and that all additional collection expenses are my financial responsibility if the amount of the returned check plus $25.00 is not paid in cash within 30 days. Outstanding accounts will be forwarded to a collection agency.  I understand these charges are not reimbursable by my insurance. I realize that my insurance policy is an agreement between me and my insurance company- not Ellen Biros, MS, LCSW.  I take responsibility for all fees resulting from my treatment.  I agree to pay any portion of the fee that has not been paid by my private health insurance within 60 days and any collection costs encumbered should payment not be made promptly.  This does not pertain to HMO/EAP/Managed Care companies that have an agreement to waive this portion of payment.   





________________________________________________________





Signature of Client/Legal Guardian/Legal Representative

4. Client Rights and Responsibilities

Any person receiving services is entitled to:

1. Mental Health/Chemical Dependency services in accordance with standards of professional practice, appropriate to his/her needs and designed to give him/her a reasonable opportunity to improve his/her condition.

2. Humane care, protection from harm, and to be treated with dignity and respect.

3. The right to participate in the development and review of his/her treatment plan, including the known effects of receiving and not receiving such treatment, or alternative treatment, if any.

4. The right to receive treatment in the least restrictive settings.

5. The right to review his/her own record in the presence of the primary therapist, unless the primary therapist’s professional judgment deems this to be potentially detrimental to the person.

6. The right to confidential maintenance of all his/her identifying treatment information; no disclosure of such information without his/her written authorization, except in cases of medical emergency, by court order, or when otherwise dictated by law.

7. The right to register complaints and to have his/her complaints heard and action taken, if required promptly.

8. The right to waive any of his/her rights, if the waiver is given voluntarily, knowingly, and in a competent state of mind. The waiver may be withdrawn at any time.

______________________________________________________________
______________

Signature of Client/Legal Guardian/Legal Representative    


Date

5. Consent for Treatment Authorization

I authorize and request my therapist to carry out psychosocial assessments, treatment and/or diagnostic procedures that now, or during the course of my treatment become, advisable. I understand the purpose of these procedures will be explained to me upon request and that they are subject to my agreement. I also understand that while the course of my treatment is designed to be helpful, my therapist can make no guarantees about the outcome of my treatment.  Further, the psychotherapeutic process can bring up uncomfortable feelings and reactions such as anxiety, sadness, and anger.  I understand that reactions will be worked on between my therapist and me. With these understandings, I hereby authorize treatment for myself. I give permission to Ellen Biros, MS, LCSW to develop a treatment plan and provide treatment. In the event that I become ill or I am injured while on the premises, I authorize Ellen Biros, MS, LCSW to provide or obtain emergency medical services (i.e. call an ambulance). 

_________________________________________________

__________________________

Signature of Client/Legal Guardian/Legal Representative


Date

6. Consumer Consent for Use/Disclosure of Health Care Information

I understand that the consumer’s health information is private and confidential. I understand that Ellen Biros, MS, LCSW works very hard to protect the consumer’s privacy and preserve the confidentiality of the consumer’s personal health information. I understand that Ellen Biros, MS, LCSW may use and disclose the consumer’s personal health information to help provide health care to the consumer, to handle billing and payment, and to take care of other health care operations. In general, there will be no other uses and disclosures of this information unless I permit it. I understand that sometimes the law may require the release of this information without my permission. Examples would be if a consumer threatened to hurt someone of if child abuse is reported.

Ellen Biros, MS, LCSW has a detailed document called the “Notice of Privacy Practices.”  It contains more information about the policies and practices protecting the consumer’s privacy.  I understand that I have the right to read the “Notice” before signed this agreement.

Under terms of this consent, I can ask Ellen Biros, MS, LCSW to limit how the consumer’s personal health information is used or disclosed to carry out treatment, payment or health care operations.  I understand that Ellen Biros, MS, LCSW does not have to agree to my request.  If Ellen Biros, MS, LCSW does agree to my request, I understand that she would follow the agreed limits.  Requests must be made in writing and Ellen Biros, MS, LCSW will provide a form for this purpose by request at this office.  

I may cancel this consent in writing at any time by doing one of the following:

· Signing and dating a form that Ellen Biros, MS, LCSW can give me called “Revocation of Consent for Use and Disclosure of Health Care Information; or

· Writing, signing and dating a letter to Ellen Biros, MS, LCSW.  If I write a letter, it must say that I want to revoke my consent to authorize the use and disclosure of the consumer’s personal health information for treatment, payment and health care operations. 

If I revoke this consent, Ellen Biros, MS, LCSW does not have to provide any further health care services to the consumer or may require that the consumer pay directly for any service rendered.

My signature below indicates that I have been given the chance to review a current copy of “Notice of Privacy Practices.”  My signature means that I agree to allow Ellen Biros, MS, LCSW to use and disclose the consumer’s personal health information to carry out treatment, payment, and health care operations.

_______________________________________________

_______________________

Signature of Consumer/Legal Guardian/Legal Representative
Date

