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	COLLEGE HEALTH IPA
	PATIENT CONSENT FORM


	Patient Name (Printed):
	Reference ID:


	Initials
	Form to be completed by patient  (Or parent/guardian if patient under the age of 18) 

	
	FINANCIAL TERMS:  You have confirmed that you have insurance coverage for mental health and/or substance abuse treatment.  Your insurance plan is ____________________________________________________.  

Your plan states your financial responsibility is:

· Annual deductible of _______________ (leave blank if plan has no deductible)

· Co-pay per visit of _________________ (leave blank if plan as no co-payment)

Co-payments must be paid at the time of each visit. Any deductible applied by your insurance plan will be billed to you. Payment for billed charges must be made within 30 days.

If you lose your insurance coverage, you will be responsible for 100% of the charges.

	
	CANCELLATIONS/MISSED APPOINTMENTS:  Your appointment time is reserved for you.  You will be charged for any appointment that is cancelled within 24 hours of the appointment.  You will also be charged if you fail to show up for your scheduled appointment. The charge for a late cancellation or missed appointment is _______

Frequent missed appointments may result in the ending of your treatment or a referral to another provider.  

	
	APPEALS AND GRIEVANCES: If payment of your treatment is denied you will receive written appeal instructions.  At any time you are unhappy with your treatment, you have the right to file a grievance.  To file a grievance, contact the Customer Service Line for your insurance plan.

	
	EMERGENCIES: When a life is in danger call 911. You may also go to the nearest emergency room. For all other emergencies call _____________________________. Follow the voice mail instructions.

	
	TREATMENT PARTICIPATION: You are expected to take part in your treatment plan. You are trusted to keep your appointments.  You are asked to not abuse drugs and alcohol.  Your provider may refer you to community groups or give you a reading assignment. Your involvement will support your treatment progress.

	
	CONFIDENTIALITY:  All information shared in treatment is kept confidential except when

1. You or your legal representative sign a written release of information 

2. You are a danger to yourself

3. You are a physical danger to others

4. Child or elder abuse is suspected

	
	HIPAA PRIVACY RIGHTS:  “Confidentiality of Personal Health Information” was given to me.

	
	RELEASE OF INFORMATION TO THE INSURANCE PLAN:  My provider may share information with the insurance plan to obtain payment.   

	
	RELEASE OF INFORMATION TO THE PRIMARY CARE PHYSICIAN:  My provider may talk with my doctor to coordinate care. Name and Phone:  _________________________________________

	
	CONSENT FOR TREATMENT:  My provider has explained the pros and cons of treatment. I understand the office policies. My rights and responsibilities have been explained. My signature below is my consent to take part in treatment.


	Patient/Guardian’s Signature
	Date


	Provider’s Signature
	Date
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