Patient’s Name: _____________________________                            Doctor: _______________________________


Patient Agreement with

Policies and Procedures
Welcome to my practice!

The following information is provided to my patients to assist you in understanding policies and procedures at my office.  We strive to provide you care which is both comfortable and of the highest quality.  Please do not hesitate to ask questions.

Attached to this Patient Agreement Form is the Notification of Patient Rights document now required with the passage of the federal “medical records privacy law” known as HIPAA (Health Insurance Portability and Accountability Act).  I am required by law to give you a copy of this document and to secure your signature indicating you have received a copy of it.  Laws such as these are important, but also complex and in my Notification of Patient Rights document I have tried to inform you about your rights in plain, simple language.  Please read the contract and do not hesitate to ask me about any questions you might have.

Appointments:
I typically schedule my own appointments for my patients but sometimes the clerical staff will do so when appointment changes arise.  

Patients are typically seen by appointment only, and your appointment time is reserved for you only.  That means if you miss an appointment without proper notification, there are no other patients seen during the time that was reserved for you, and that time is essentially lost or wasted in my schedule.  My policy is that you must give at least 24 HOURS NOTICE for any appointment you must miss or reschedule or pay the charge for the missed appointment.  Your insurance company will not be billed for missed appointments and you are fully responsible for those charges. 

Emergencies and Telephone Calls:
If you need to speak to me between regularly scheduled appointments, leave a message with the secretary or on my voice-mail, and I will try to return calls as promptly as I reasonably can.  If you have a genuine emergency of which to notify me, please state clearly in your message that it is an emergency.  In that event, the secretary will make every effort to reach me.  If you are leaving a voice-mail message, carefully follow the prompts to designate your message as urgent (after recording the message, you press 1 for further options, then press 4 to mark the message as urgent).  Leaving an urgent voice-mail results in a page being sent to me.

If you have an emergency, I want to know and will try to contact you to be supportive and helpful in any reasonable and professionally appropriate way that I can.  However, in the event of a true life-threatening emergency, you should immediately dial 911 or go to the nearest hospital emergency room.  Contact me as soon as possible, if you want me to be involved in your care. 

Fees and Payments:
My fees vary based on procedure and time spent and will be discussed with you at your first visit.   We will file third party insurance forms for you, if you so desire and give written consent.  Generally speaking, copayments and deductibles are due at the time services are rendered.  Special fee structures for certain specified tasks such as psychological testing, consulting, or court-ordered appearances will be discussed with you.  While Tennessee law permits minors sixteen years and older to consent to mental health care without parental consent, I do not treat minors without parental permission/authorization.

Insurance Usage and Issues of Confidentiality and Privileged Communications:
Many patients elect to file third party insurance coverage, including Medicare, for services rendered.  We will file insurance for you, provided you authorize us to do so and provide us with the necessary information for filing such claims.  As you know, the world of health care has experienced a tremendous change in the manner in which insurance companies reimburse for third party payment.  Many plans require an initial precertification of care before you can use your insurance benefits.  It is your responsibility to make sure such precertification requirements are met by you if you elect to use your insurance benefits (i.e., referral from your primary care medical doctor, employee assistance program, other “gatekeeping” mechanisms such as calling an 800 number for approval).
In filing your insurance claim for you, it is understood that you are granting me permission to reveal confidential information such as the dates you are seen, the length of the appointment, and your diagnosis.  This type of information is required by your carrier if you want insurance to pay your claim.  Additionally, nearly all companies now require further utilization review and participation with outcome and quality measures.  Unless your care is very brief, it is likely I will be forced to submit a more extensive report documenting the clinical and medical necessity for your care, as well as revealing some of the details of your care to date, if further sessions are going to be authorized by your carrier.  Many carriers will require auditing/review of your records for every visit here. Nearly all companies require participation in outcome and quality care studies such as patient satisfaction surveys.  If your carrier requires such activities in order for you to use your insurance, I will comply with those requirements if you want me to do so.  My responsibility is to inform you about the compromising of your confidentiality and privacy when complying with such requirements.  The compromising of your confidentiality is standard in today’s marketplace whenever one elects to use third party insurance coverage for services rendered.  Fortunately, the newly enacted HIPAA regulations do provide you an increased degree of privacy and confidentiality regarding your protected health information.  Payors of care can no longer make full release of your entire mental health record a condition for payment of your claims.  Instead, I will be able to limit release of your mental health record to only your designated mental health record set and not my psychotherapy notes of our sessions together.  As explained in my Notification of Patient Rights Document given to you, the designated mental health record is limited to the following information: billing information, paperwork you completed today, a summary of your initial visit today, your mental status examination, your comprehensive treatment plan, progress notes, any reports or clinical summaries, any correspondence with outside parties you authorized me to release, and any utilization review reports which have occurred regarding your care. Psychologists have a strong privileged communication law in our state which carries the same legal status as that of attorney-client. What you talk about in your therapy work with me  is protected by privileged communication laws and confidentiality principles, with the exception of certain specific actions:  (1) clear and imminent danger of self-harm, (2) the communication of an actual threat of serious bodily harm or death against an identifiable victim(s) that you are able and likely to do so unless prevented (all qualified mental health professionals are required to immediately notify local law enforcement [T.C.A. 33-3-210]). (3) suspected child abuse, (4) worker’s compensation related cases, (5) if your psychiatric or psychological health becomes an issue in a lawsuit, (6) whatever information is shared in utilization review reports for authorization of care, and (7) compliance with chart audits by your insurance carrier.   With these exceptions, unless you specifically sign a release of information authorizing me to talk to someone, all communications here are kept private, confidential, and privileged (i.e., if someone calls here asking for you, my staff will not acknowledge even knowing you unless you tell us otherwise).  We strive to maintain the sacredness and privacy of your confidential communications with us.

Note:  I share an office with several other professionals, but my clinical practice is independent.  That is, you are my patient, not a patient of a group.  This office is administratively managed by a company called Child & Adult Clinical Associates, LLC.  This company rents the office, hires the staff, does the billing, etc.  Each professional here pays a fee to the company for these services, but remains independent in providing clinical care to patients.  The managing company holds no authority and no responsibility for my clinical services.  Likewise, each professional in the office is solely responsible for his or her own work with patients.  The agreement for treatment services is between you and me.  Among the professionals who use this office, there is no expressed or implied mutual responsibility for each other’s patients, other than occasions when there is a need for another provider to become directly involved. 

Your Informed Consent to Care:
I have provided this information to you in the hope of fully informing you about the policies of my office and some of the parameters of care you will receive here, such as the importance of confidentiality.  Psychiatric and psychological care, like other things in life, offer no absolute guarantee of success and there are limitations to any form of care offered a patient.  Since such limitations are always a function of the particular problem in question, I invite you to discuss your treatment plan with me. 

Please feel free to discuss any of these matters with me in more detail.  By signing below, you acknowledge having read, understood, and agreeing to these policies and procedures.  Your signature acknowledges your informed consent for care.

___________________________________________


______________________________________________

Signature of adult patient or parent/legal guardian of



               Doctor Signature

         patient less than 18 years of age

__________________________________________


_______________________________________________

    Witness





   

        Date

CONTINUED ON BACK

