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Consent to Treat and Patient Rights, Release of Information (HIPPA), Financial and Insurance Responsibilities
Consent to Treat and Patient Rights


I consent to the procedure/care which may be performed during this visit. 

I understand that:

· It is customary that procedures are not carried out until the patient has discussed them with the health care professional and has agreed to the procedure.

· Each patient has the right to refuse any proposed procedure(s) or treatment(s).
· I understand that no guarantee has been made to me as to the result of or cures that may be obtained from treatment at A Balanced Approach.

· I understand that Zoya may need to cancel with little or no notice due to her work as a doula (labor support person for moms having babies).
· I will make the strongest effort to inform my therapist if I am unable to make a scheduled appointment time.

· I have read and understand the Release of Patient Information.

By my signature I acknowledge the above information:

____________________________________              [  ] Patient is a minor ________ of age

Signature for Consent to Treat

Patient or Guardian

Financial and Insurance Responsibilities 
As a patient at a Balanced Approach I understand that:

· I agree to be financially responsible for any and all charges for this visit if not covered by my Health Plan.

· I am free to ask questions about the charges on my bill and will ask for explanations for any charges I do not understand.

· I agree to pay for my treatments at time of service, by cash, check, or credit card through PayPal unless other mutually agreed upon arrangements have been made. I understand it is my responsibility to call my insurance company ahead of time, and obtain any pre-authorization that is necessary, and get an estimate of my benefits. I understand my therapist will provide me with a receipt and that it is my responsibility to submit to my insurance.
___________________________________                          ______________________________

Signature of Patient or Guardian



Date
