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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:  Upon verification of health plan/insurance coverage and policy limits, we will bill your insurance carrier for you and your provider will be paid directly by the carrier.  You (patient or guardian) will be responsible for any applicable deductibles and co-payments.  If you are not eligible at the time services are rendered, you are responsible for payment.   Co-payments are expected to be paid at the time services are rendered.  If you are without health plan/insurance coverage, payment arrangements should be made prior to your first appointment.   Our records indicate that your benefit has a co-pay of  $________________________

	
	CANCELLATIONS/MISSED APPOINTMENTS:  A scheduled appointment means that time is reserved only for you.  If an appointment is missed or canceled with less than 24 hours notice, you will be billed according to the scheduled fee or according to the rules of your health plan.  Frequent cancellations may result in the termination of your treatment; your compliance in keeping appointments and active participation in the treatment process are vital.

	
	APPEALS AND GRIEVANCES: You have the right to request reconsideration in the case that outpatient care (number of visits) is not authorized.  This is called an appeal.  You can request and appeal through your provider.   You risk nothing in exercising this right.  You have the right to submit a complaint directly to your provider or to the Clinical Group to which they belong at any time that you have a complaint about any aspect of your care.  If you are not satisfied with the response you receive, you may submit the complaint to your Health Plan directly.

	
	EMERGENCIES:  If you are in imminent danger call 911, or your nearest police department or emergency room.  Your provider’s policy regarding emotional crises and his/her availability/policy should be discussed during your first appointment.   College Health IPA provides 24 hours, 365 days a year telephonic emergency service.  If you are truly experiencing a psychiatric crisis and cannot reach your provider directly, you may call (800) 779-3825 and access the CHIPA On Call clinician; follow the phone instructions carefully.

	
	TREATMENT PHILOSOPHY:  During the initial evaluation period, you and your provider will clarify together the nature of the problems for which you are seeking treatment, then define some reasonable treatment goals, and finally develop a treatment plan that will help you achieve those goals.  Your provider can review with you what your health plan will cover.  You are expected to be compliant with the agreed upon treatment plan between sessions, to keep your appointments and to abstain from all mood altering substances (legal or illegal) that are not specifically prescribed for your current use. Research has shown that brief, time limited therapy focusing on specific goals results in more rapid reduction of symptoms and improvement in patient functioning.  The treatment plan may include attending support groups, reading selected materials, completing specific written or verbal assignments.  You will participate in the ongoing review of your progress, and together with your provider update the treatment/ medication plan as appropriate.

	
	CONFIDENTIALITY:  All information between therapist / Doctor and patient is held strictly confidential unless:

1. You authorize release of information with your signature (or parent/guardian) 

2. You present a danger to others

  3.   You present a physical danger to self         

  4.   Child or elder abuse is suspected


In the latter two cases, we are required by law to inform potential victims and legal authorities so that protective measures can be taken.

	
	CONSENT FOR TREATMENT:  “I further authorize and request that my College Health IPA Provider (s) carry out psychological examinations, treatments, and/or diagnostic procedures which now or during the course of my care as a patient are advisable.  I understand that the purpose of these procedures will be explained to me upon my request and are subject to my agreement.  I also understand that while the course of my treatment is designed to be helpful, it may at times be difficult and uncomfortable.”

	
	RELEASE OF INFORMATION TO THE HEALTH PLAN:  “I acknowledge the release of information for claims, certification/case management/quality improvement, and other purposes related to the benefits of my Health Plan and I have received a copy of Confidentiality of Personal and Health Information.”

	
	RELEASE OF INFORMATION TO THE PRIMARY CARE PHYSICIAN:  “I authorize the release of information to my Primary Care Physician (name)________________________for purposes related to my health care.”  (Releases of information to other non-CHIPA providers, family, etc., require a separate more detailed form.)


 I understand and agree to the above:

	Patient/Guardian’s Signature
	Date


	Provider’s Signature
	Date


PAGE  
HIPAAConsent 12/6/02

Page 1
17100 Pioneer Blvd, #420 – Cerritos, CA 90701

800-779-3825 Fax 562-402-2666


