Office Policies

· I consent to treatments by the providers at Hinsdale Behavioral Health (HBH).
· If a return appointment is missed or cancelled with less then 24 hour notice, I understand that I will be charged $100 for the session.
· I may be billed for the prescription refills if I have missed a scheduled appointment and not rescheduled.
· Under certain circumstances, I may be charged for consultation time spent on the telephone with physicians/therapist and a fee will be charged for report writing, drafting letters and filling out forms. 

· A $25-50 charge will be assessed for the completion of forms outside of an office visit. The charge varies on the length of the form and the time taken to complete.

· Each patient has a complete record of all medical care received at our office. Your personal medical record provides a history of treatment, medication and diagnostic information that enables your health care team to make a comprehensive medical evaluations. We consider your record to be confidential. Therefore, information will not be released without your written consent, unless required by law. Copies of your medical record will be released to you or transferred to another physician upon written consent. We will follow the State of Illinois medical records handling and copying charges.
ASSIGNMENT OF HEALTH INSURANCE BENEFITS AND AGREEMENT FOR FINANCIAL RESPONSIBILITY

I authorize payment to Hinsdale Behavioral Health Clinic (HBH) and/or my clinician of any health insurance benefits that are payable to me, including Medicare and/or Medicaid payments, Medigap payments, and/or payments under any Employer Self-Funded Medical Expense Reimbursement Plan, and/or payments from private insurance companies. I assign and transfer to HBH or their agents the right to act in my place to bill and collect all payments that are payable by my insurance carrier(s). I authorize that, when required, HBH may furnish information concerning my illness and treatment to my insurance carrier(s).

I agree to pay any coinsurance or deductible amount at the time I receive the service. I also agree to pay the amount not paid by my insurance within 15 days of receiving my bill. If I do not pay HBH may initiate collection efforts.

I certify that the information that I gave to HBH to bill for payment is correct.

_________________________________________


_______________________
PATIENT/GUARDIAN SIGNATURE





DATE           

_________________________________________

GUARDIAN NAME (IF APPLICABLE)
