q? Comprehensive Me(lPsych Systems, Inc.

!

1250 South Tamiami Trail
Sarasota, FL 34239

(941) 363-0878
(941) 363-0527 (fax)

CONSENT FOR TREATMENT AND FINANCIAL AGREEMENT

CONSENT FOR MENTAL HEALTH SERVICES
(Psychology, Counseling, and/or Psychiatry)

RELEASE OF INFORMATION FOR PAYMENT

I herehy consent to engage in Diagnostic and/or Therapeutic
Mental Health Services provi(ieci hy one or more staff members
of Comprehensive Me(ipsych Systems, Inc.

FINANCIAL AGREEMENT

I herehy guarantee prompt payment of all charges incurred for
services rendered not covered hy insurance carriers or others.
Payment will be made of any balance within 30 (ia.ys of hiiiing.
If payment is not received within 30 (iays, finance charges may
hegin to accrue at the maximum rate allowable hy law. 1 agree
that my credit card can be hilled for any outstanciing balance.
If payment is not received within 30 days of the date such
balance is (iue, the hill may be turned over to an attorney or a
collection agency, at which time the un(iersigne(i shall be liable
for attorney’s fees and/or collection agency’s fees and expenses.

I expressly authorize any agent of Comprehensive MedPsych
Systems, Inc. to release all or part of my mental health record
hy teiephone, hy facsimile transmission, or in writing when
requirecl hy law or government regula’cion, or as a condition for
payment of charges for insurance carriers or other reimbursers
or utilization review bodies. Comprehensive Me(iPsych
Services, Inc., its agents, servants, and empioyees are herehy
released from any and all iiahiiity that may arise from the

release of such information.

RELEASE OF CLINICAL INFORMATION

ASSIGNMENT OF BENEFITS

If I am entitled to mental health benefits arising out of any
insurance poiicy or from any person or organization who is or
may become liable to me to provicie such hene]gits, I herehy
assign and authorize payment of such benefits for mental
health services to which I am entitled to Comprehensive

Metipsych Services, Inc. for services rendered to me.

I request that payment of Medicare benefits for psychoiogicai
services be made on my behalf and assign them to
Comprehensive Me(iPsych Services, Inc. and authorize
submission of the necessary claims for payment. | authorize
any holder of me(iicai, mental heaith, and/or any financial
information about me to release to the Health Care Financing
A(iminis’cration, or Medicare in’cerme(iiaries, or Medicare

Carriers any information needed for proper reimbursement.

INSURANCE PRE-CERTIFICATION

Information cannot be released without your consent except
under the ioiiowing circumstances in which we may be bound
hy law to report to the state of Florida or otherwise provi(ie

information without your consent:

1. You are in imminent danger of seii—negiect or harming

yourseii or someone else.

2. There is suspicion of child abuse or negiec’c.

3. There is suspicion of elder abuse or negiect.

4. There is suspicion of abuse or harm to a disabled individual.

5. There is suspicion of an inappropriate sexual reia’cionship
with a healthcare provicler.

6. 1f iegai action is hrought which speciiies mental health

damages.
7. If there is a court order signe(i hy a jucige.

8. In forensic/legal or Workmans Compensation cases, you are
not the client and information may be shared with the client or
contracting agency without your written consent and you may

not have righ’cs to information contained in CMPS records.

PATIENT RIGHTS & COMPLAINT PROCESS

I herehy expressiy understand that I personaﬂy am responsihie
for any required notification to my insurance company to
obtain authorization before service is rendered. I understand
that [ am responsihie for the charges not covered hy insurance
which are allowable hy contract and hy law.

I understand that I have a righ’c to refuse treatment at any
time. Unless otherwise agreed to in writing in such cases where
HIPAA does not appiy (e.g., Worker’s Compensation,
iitigation), I have a right to review my recor«is, ciiagnosis, and
treatment pian. I understand that if I feel that my righ’cs have
been violated, it is my right to file a complaint with the State
of Florida (see poste& Consumer Assistance Notice).
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PLEASE READ CAREFULLY !!

Fee Agreement
Out of Pocket Reasonable and Customary
Payment Total Reimbursement
(due at the time (1][11// or a portion will be paia]
o][service) Z)y insurance or other payor)
Psychotherapy $
Psychiatric Evaluation and Treatment $

Psycholog’ical/N europsycholog’ical Evaluation $

Please note that if your insurance company/payor is billed and the actual reiml)ursement, co-payment, and
deductible is different from what is expectecl and/or what may have been explained to CMPS staff 1)y your
insurance company/payor, your actual out of poclze’c payment responsil)ility may be different from what is written
above. If the actual reimbursement I)y insurance or other payor is different from the Reasonable and Customary
Total Reimbursement above you will be responsible for all or part of the balance due based on the expected
Reasonable and Customary Total Reimbursement within 1ega1 and contractual guidelines.

NO-SHOW and CANCELLATION POLICY

ONCE AN APPOINTMENT IS MADE, IT CANNOT BE CANCELLED.
You have made a commitment for that day and time for that staff member and it cannot be easily filled. If there

is a serious illness or emergency event that would prevent you from coming to your appointment, you must
contact our office as soon as possil)le and spealz directly to your provider or one of our staff. Simply leaving a
message on the phone will not relieve you of your responsﬂ)ﬂity to come to the appointment, talk directly to your
mental health provider, and pay for your allotted session. Note that insurance companies cannot be legauy billed
for a no-show or cancellation where you did not attend any part of the session. This will be your responsi})ility.

THE FEE for a no-show or cancellation is $100.00 for a psychotherapy or psychiatry appointment and
$300.00 for a psychological or neuropsychological evaluation.

The fee will be waived if you reschedule the appointment in the same week (dependant upon the availa})ility of your
mental health provider). The fee may be waived upon discussion with your provider and/or Dr. Kanter.

Other Res’cric’cions/Aclclitions:

I certify that I have read and understand the above and I accept all speciﬁecl terms and fees therein, and have

received information on patient rights including the process for initiation, review, and resolution of complaints.

[/
Print Patient Name Signature of Patient, Parent or Guardian Date
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