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Notice of Privacy Practices Aclcrowledgement
And

of Client Orientation

Client lnformation:
Last Name: First Name:
Today's Date Date of Birth:
Pri Care Printed Name
Primary Care Address
Primary Care Telephone Number
Primary Care Fax Number

I understand that, under the Health lnsurance Portability Act of 1998 (HIPPA) I have
certain rights to privacy regarding my protected health information. I understand that
this information can and will be used to:

. Conduct, plan and direct my treatment and follow-up among the multiple
healthcare providers who may be involved in that treatment directly and
indirectly.

. Obtain payment from third-party payers.
o Conduct normal healthcare operations such as quality assessments and

physicia n certifi cations

I have received, read and understand SPSI's Notice of Privacy Practices, which
provide a more complete description of the uses and disclosures of my health
information. I understand that SPSI has the right to change its Notice of Privacy
Practices from time to time and that I may contact SPSI at any time to obtain a
current copy of the Notice of Privacy Practices.

I understand that I may request, in writing, that SPSI restrict how my private
information is used or disclosed to carry out treatment, billing/payment or health care
operations. I also understand that SPSI is not required to agree to my requested
restrictions, but if SPSI does agree then SPSI is bound to abide by such restrictions.

Siqnatures Attestino b lr/tv Reouest br Coordination of Care:

ClienUGuardian Sionature Date

Witness Signature Date
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Consentto Finanda! and Seruie

Gient lnbrmatim:
Last Name: First Name:
Todav's Date: Date of Birth:

Fanandd Polictn All insurance policies, third party insurance administrator and court order payment
documents are contracts and / or orders between you and the party listed on those documents. SPSI
will not become involved in disputes between you and your insurance company regarding deductibles,
co-payments, co-insurance, covered charges, secondary insurances, usual and customary charges
etc. other than to supply information as necessary. You are ultimately responsible for the timely
payment of your account. Timely payment is within 30 days of the service rendered date.

Authotizdon to Bill lnsurance: I hereby certify and aftest that I have sought evaluation, treatment, or
medical advice from SPSI. I authorize the medical staff, clinical provider and administrative personnel
to release my, or my minor child's medical information to the insurance company(ies) named below
for the purpose of determining and receiving benefits for medical billings.

I understand and acknowledge that the SPSI medical provider, clinical provider and/or administrative
staff will submit my claim to the insurance company(ies) named below. I further understand that I will
be held responsible for any amount of my medical bill that is not covered by my insurance policy or
claims, and that I will be responsible for paying all deductibles, fees, copayments, coinsurance, and
uncovered charges I incur through using services at SPSI.

lnsurance Waivers: I understand that insurance payers may waive copay or coinsurance from time to
time. I further understand that SPSI will consider these waivers as part of the ongoing calculation of
the client balance due to SPSI. SPSI will update the SPSI billing system when the insurance payer
sends payment to SPSI.

Helth SavingsAmunts (HSA) & EmployeeAsslstane Programs (EAP): I understand that if I have
a third-party payer such as an HSA or EAP it will be reviewed by SPSI for consideration as a claim's
payer, but there is no guarantee it can be approved for use as a SPSI claims payer. I understand that
SPSI can take credit card payments which are linked to my HSA credit account. I understand that
SPSI will not bill HSA third party administrators, unless I have received confirmation from SPSI
directly. Lastly, I understand that I am responsible to work with my respective HSA, or EAP payer as
necessary.

Adult Chllden on thelr Parert(s[Guardlan Insurance Plans: I understand that I am responsible for my
insurance deductibles, fees, copayments, coinsurances, and uncovered charges incuned while using
services at SPSI. I understand that I cannot assign my financial responsibility to my parent or
guardian without their wriften consent.

lnsurane One:

Name of lnsurance as Written on lnsurance
Card

lnsured lD on Card

lnsured Number on Provider Number on Card

Subscriber Relation to You Subscriber Sex

Subscriber Name Subscriber DOB
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Insurance Two:

Name of lnsurance as Written on Insurance
Card

lnsured lD on Card

lnsured Group Number on Card Provider Contact Telephone Number on Card

Subscriber Name Subscriber DOB

Subscriber Relation to You Subscriber Sex

I understand that any portion of my medical bills that are not covered by insurance will be billed to me
at the address I have provided. lf I do not receive a bill, I understand I may request one by contacting
SPSI. I understand it is my responsibility to inform SPSI when my address changes or my insurance
policy changes. Non-compliance or defaulting on payments may result in denial of service and/or
legal claim against me for non-payment.

Slonaturs Attestino to Mv Financial Resoonsitilitv & SeruiceAsr€emont:

Witness Signature Date

ClienUGuardian Siqnature Date
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Consentto TreaEnent

Client lnfurmation:
Last Name First Name
Today's Date: Date of Birth

The following is to be read, completed and signed by the client or the client's
parenUguardian. lf guardian, please provide a copy of the court paperwork (true
copy, copy) for our records, legally stating guardian award.

! agree to attend psychotherapy and/or case management on an individual, family or
group as determined with a therapist or examiner. I have the Client Handbook,
which includes the SPSI Code of Ethics and my Rights. Questions which arose were
a nswered satisfactori ly.

The following pertains only to client seeking SPSI services. I have read, reviewed,
and understand the "know your rights" booklet for substance abuse clients. Any
questions I may have had, have been answered satisfactorily.

Siqndrres Attestino b Consent b Provide Trcatment:

Witness Signature Date

The following pertains only to:
. Community Mental Health Clients

o lncludes but not limited to: SCCMHA; BABHA; MSHN, TBHS
. Medicaid Clients

I have received a copy of the following supplemental booklets and/or pamphlets
Question which arose were answered satisfactorily.

o Notice of Privacy Practice - containing 'Your Rights" booklet information.
. Community Mental Health specific brochures and handbooks

o lncludes but not limited to: SCCMHA; BABHA; MSHN, TBHS. Person Centered planning brochure

Sionatures Attesdns b Reeipt of theAbove Documents:

ClienUGuardian Signature Date

Witness Siqnature Date
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@qg$ O Discfiarge Agrcement

Gient lnformadon:
Last Name: First Name:
Today's Date: Date of Birth:

Discharge Pdlclr Under certain circumstances, clients may be discharged for cause from treatment
or participation in services at Saginaw Psychological Services lnc. Conditions that may precipitate
involuntary discharge are as follows:

o Acts of violence against either staff or other clients of the agency.
o Threats of violence against either staff or other clients of the agency.
o Failure to maintain scheduled appointments.
o Failure to remain in regular contact with SPSI for more than thirty (30) days.
. Failure to work toward treatment plan objectives.
o Failure to adhere to these SPSI agreements and policies

o FinancialResponsibility
o Coordination of Care
o Telehealth Services

Client discharge decisions are made by the SPSI clinical program director in consultation with your
primary clinician. Acts or threats of violence may result in immediate discharge by the clinical staff
present at the time of such act.

I understand that in the instance of involuntary discharge, I have the right to appeal the discharge to
the clinical program director and recipient rigtits persorinel.

lf I am being considered for involuntary discharge, I will be notified of this in writing. ln cases of acts
or threats of violence, written discharge is not provided, rather a verbal discharge at the time of the
incident is provided.

I have reviewed and understand the criteria for discharge described above.

SIgnaur€s Albctim b irlyAgeement

Witness Sionature Date
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Cms€ntb Coordlndon of Care

Client lnformation:
Last Name First Name
Today's Date: Date of Birth
Primary Care Printed Name
Primary Care Address
Primary Care Telephone Number
Primary Care Fax Number

I authorize SPSI, my behavioral health care provider and my primary care physician
(identified and named above) to exchange information regarding my menta!
health/substance abuse treatment and medical health care for coordination of care
purposes as may be necessary for the administration and provision of my healthcare
coverage. The information exchanged may include information on mental health
care or substiance abuse care and/or treatment (as protected under 42 CFR Part)
such as diagnosis and treatment plan and medical information, including information
regarding the presence or absence of HIV/AIDS. I understand that this authorization
shall remain in effect for one year from the date of my signature below, or for the
course of this treatment, whichever is longer. I understand that ! may revoke this
authorization at any time by written notice to SPSI. I further understand that it is my
responsibility to notify this provider if I choose to change my primary care physician.

Please Iist any medical concerns/diagnosis that may have an effect on our mutual
client's behavioral health needs:

Sionatlrqs to Mv Request fur Coordination of Gare:

ClienUGuardian Signature Date

1

2

3

Witness Signature Date



(

SAGINAW P: 9a9.799.21OO r Fr 989.799.2657
Z1OO Hemmeter Rd. r Sagtnaw, Ml 48605

www.sagPsych.<om
Psychological
SERVICES

Consent b Release lvledlcal Recods lnformation

Olentlnformatim:
Last Name: First Name:
Today's Date: Date of Birth:

I authorize SPSI to release and/or obtain medical and/or mental health information contained in my
records as specified below and to provide access to or provide such photocopies as may be
requested of the person or organization and to the extent and nature listed below, subject to the
conditions listed below.

I authorize SPSI b prwide infurmaton to the followlng Percon(s/Oryanlzdon(s)

Printed Name
Address
Teleohone Number
Fax Number
Coverinq Date of Service Ranqe

Place a lC next to information to

ldentified information should be disclosed

Place a lC next to of disclosure:

Place a lC to authorize disclosure of related to:

! authorize SPSI b ottaln lnfurmadon from the tullowlng P*on(syOrganEdor{s)

Printed Name
Address

Number
Fax Number
Coverino Date of Service Ranoe

Place a 1C next to information to

Psycholooical Evaluation Treatment Summary Medication Review(s)
Psychiatric Evaluation Discharoe Summary Discharge lnstructions
Lab Work Results Clinical Psvchotheraoy Note(s)
Other (specify)

Employer Request Vocational Rehabilitation Attomey lnquiry
lnsurance Claim SocialSecurity Disability Certifi cation
Continuation of Care Consultation lnsurance Application
SocialService Worke/s Comp
Other (specify)

HIV/AIDS Substance

Psycholoqical Evaluation Treatment Summary I Medication Review(s)
Psvchiatic Evaluation Disctarqe Summary I Discharge lnstructions
Lab Work Results Clinical
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I authoEe SPSI b oHain informdon fiom the tullotning Person(s)rOqardzdo(s) Mfinud

ldentified information should be disclosed:

Place a lC next to of disclosure:

Place a '>i to authorize

I understand that my records are protected by Federal and State Confidentiality Laws, and cannot be
further disclosed without my written authorization, unless release is required by other State or Federal
regulations. I understand that there is a possibility the information may be r+.disclosed by the
recipient of the information and will no longer be protected by the Privacy Rules.

I understand that I may refuse to sign this authorization, and that my refusal to sign will not affect my
ability to obtain treatment, payment, or my eligibility for benefits.

I understand that I may inspect or copy any information released under this authorization.

I understand this authorization will expire upon termination of services, or one year ftom the date of
signature. I further understand that, per the Privary Notice, I may revoke this authorization at any
time by notifying Saginaw Psychological Services, lnc in writing, but that previously disclosed
information would be subject to may revocation request.

SignaUres Atiesilns b irly Consent b Release of lnfomdon:

ClienVGuardian Siqnature Date

\Mtness Signature Date

Verbal Hard Copy

Emoloyer Request Vocational Rehabilitation Attorney nqulry
lnsurance Claim SocialSecurity Disability Certification
Continuation of Care Consultation lnsurance Aoolication
SocialService Workeds Comp
Other (specifu)

Substance Abuse
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Cms€nt to Teleheallh Serulces

Telehealth involves the use of electronic communication to enable health care and mental health
providers at locations different ftom their consumers to engage in therapeutic seryices or share
medical information for the purpose of maintaining and improving care. The information may be used
for diagnosis, therapy, follow up and/or education. While our best efforts are made to safeguard
privacy and confidentiality, there is inherent risk in this modality.

Oi€nt lnfumailim

( Psychological

Last Name: First Name:
Today's Date: Date of Birth:

I am providing my consent to engage in telehealth with SPSI as a part of psychological services. I

understand that telehealth psychotherapy may include: mental health evaluation, assessment,
consultation, treatment planning and therapy. Telehealth will occur primarily through interactive
audio, video and telephone.

By signing this form, I understand and consent to the following:
1. I understand that the laws that protect privacy and the confidentiality of medical information

also apply to telehealth; this means that no information obtained in the use of telehealth which
identifies me will be disclosed to researchers or other entities without my expressed written
consent.

2. I understand that the limits of confidentiality that apply to treatment also apply to telehealth;
these include a mandated reporting of child and vulnerable adult abuse, expressed imminent
harm to oneself or others, or as a part of legal proceedings where information is requested by
a court of law.
I understand that I have the right to withhold or withdraw my consent to the use of telehealth
in the course of my care at any time without affecting my right to future care or treatment.
I understand that telehealth may involve electronic communication of my protected health
information (PHl) to other medical practitioners who may be located in other areas.
I understand that it is my duty to inform my treatment provider of electronic interactions
regarding my care that I may have with other healthcare providers.
I understand that security protocols can fail. Meaning privacy and confidentiality of protected
health information cannot be guaranteed with the use of telehealth.
I understand that in rare cases, information transmitted may be insufficient to allow for
appropriate medical decisions (e.9., poor resolution or sound quality).
I understand that delays of treatment may occur due to deficiencies of equipment.
I understand that if my provider deems the service, heishe is providing to be inappropriate
through telehealth, he/she may require the remainder of said services to be canied out in
person.

10. I understand that I may expea the anticipated benefits from the use of telehealth in my care,
but that no results can be guaranteed or assured.

11. I acknowledge that I have been made aware of the above information regarding telehealth
and have reached out to SPSI to answer any questions or concerns I have. I hereby give my
informed consent for the use of telehealth with SPSI.

Shnaurw b Mv lnfurrnod Telehealh Cmsont br SeMcaa:

3.

4.

5.

6.

7.

8.
9.

cr Signature Date

Witness Siqnature Date


