Hamilton Wellness, PLC

A Bridge to Your Best Self

STATEMENT OF PATIENT FINANCIAL RESPONSIBILITY AND CONSENT FOR TREATMENT

Patient Name: DOB:

I, the above signed, voluntarily enter treatment, or give my consent for the minor or person under my legal guardianship
mentioned above.

Hamilton Wellness, PLC (HW) appreciates the confidence you have shown in choosing us to provide for your behavioral
health care needs. The service you have elected to participate in implies a financial responsibility on your part. The responsibility
obligates you to ensure payment in full of our fees. As a courtesy, we will verify your coverage and bill your insurance carrier on
your behalf. However, you are ultimately responsible for payment of vour bill.

You are responsible for payment of any deductible and co-payment/co-insurance as determined by your contract with your
insurance carrier. We expect these payments at time of service. Many insurance companies have additional stipulations that may
affect your coverage. You are responsible for any amounts not covered by your insurer. If your insurance carrier denies any part of
your claim, or if you or your physician elects to continue past your approved period, you will be responsible for your balance in full.

[ have read the above policy regarding my financial responsibility to HW, for providing outpatient mental health services
to me or the above-named patient. [ certify that the insurance information I have provided to the office is, to the best of my
knowledge, true and accurate. I authorize my insurer to pay any benefits directly to HW the full and entire amount of bill incurred
by me or the above-named patient; or, if applicable any amount due after payment has been made by my insurance carrier.

Patient Signature Date

Guarantor Signature Date

CANCELLATION/NO SHOW POLICY

We understand there may be times when you miss an appointment due to emergencies or obligations to work or family.
However, we urge you to call 24 hours prior to canceling your appointment,

I understand cancellation without 24-hour notice, or a “no show” will result in a $100.00 fee. This fee cannot be billed to
your insurance and is expected to be paid at the next appointment time.

I have read and understand the above information, and I agree to the terms described.

Patient/Guarantor Signature Date

SELF-PAY (If applicable)

I do not have health insurance or I am choosing not to utilize my insurance benefit and will be responsible for services
rendered at Hamilton Wellness, PLC I agree to pay Hamilton Wellness, PL.C the full and entire amount of treatment given to me or
to the above named patient at each visit. I understand that these services cannot be submitted to my insurance after the appointment
by myself or by Hamilton Wellness, PLC.

Patient/Guarantor Signature: Date:




Hamilton Wellness, PLC

A Bridge to Your Best Self

Acknowledgement of Receipt of Notice of Privacy Practices

| hereby acknowledge that | have been offered the opportunity to obtain a Notice of Privacy Practices
from Hamilton Wellness, PLC.

V|

Signature of Patient/Authorized Representative Date
/ /

Printed Name of Patient/Authorized Representative Date

If Authorized Representative, relationship to Patient:

Please circle: | Request / Decline acopy of the Notice of Privacy Practices.

_J /
Signature Date
For Office Use only:
Witness Signature Date

16931 19 Mile Road, Suite 140, Clinton Township, M| 48038
Phone: 586-226-2822; Fax: 586-226-2833
www.hamiltonwellnessplc.com



Hamilton Wellness, PLC

A Bridge to Your Best Self

PATIENT NAME:

Date: / ¥

Blrthdate; / f

Martial Status: circle Married Single Other

Preferred Name:

Birth Sex: circle  Male Female

Employment: circle Student Employed Other

Address: City: Zip:

Cell Phone: Leave Message: circle Voicemail Text No Message
Home Phone: Leave Message: circle Voicemail No Message

Work Phone: Leave Message: circle Voicemail No Message
Email Address:

Emergency Contact: Phone:

Relationship:
'—"!BB======='::'ﬂ‘:ﬁﬁ==='ﬂﬁ====\=====:§=S:SﬂH3522BBBSﬂﬂ:==:=B==£=ﬂ===ﬂ=========ﬂ==ﬂ== —————— =======
If Minor, first Parent Name:

Address: City: Zip:
Cell Phone: Work Phone:
Home Phone:

Email Address:

Ok to leave messages on these phone numbers? [ ] Yes

If Minor, second Parent Name:

Address: City: e |- s
Cell Phone: Wark Phone:
Home Phone:

Email Address:

Ok to leave messages on these phone numbars? | ] Yes




Hamilton Wellness, PLC

A Bridge to Your Best Self

Payment Authorization

Patient Name:

Type of Card: [ ] Debit [ ]Credit

Card Number:

CVV: Expiration: /

Cardholder Name:

Billing Address:

City: State: Zip:

Hamilton Wellness PLC may utilize my payment methods on file for any balances, including
deductibles, copays, late cancellation, and no-show fees, without additional

authorization. Authorization is in conjunction with the Hamilton Wellness Statement of
Patient Financial Responsibility and Consent for Treatment form.

Printed Name of Cardholder:

Signature of Cardholder:

Date:

1693119 Mile Road, Suite 140, Clinton Township, M| 48038
Phone: 586-226-2822; Fax: 586-226-2833
www.hamiltonwellnessplc.com



Hamilton Wellness, PLC

A Bridge to Your Best Self

AUTHORIZATION FOR USE OR DISCLOSURE
OF HEALTH INFORMATION

Patient Name: _ Date of Birth: /

| authorize Hamilton Wellness, PLC, 16931 19 Mile Rd., Suite 140, Clinton Township, M1 48038
To discuss the following health information: (check all that apply)
O - Appointment Information
0 - Clinical Information
O - Financial Information
O - Other: _
With the following Authorized Person(s):
Name of Authorized Person (1)

Relationship to Patient

Address

Phone i ~ Email
Name of Authorized Person (2)

Relationship to Patient

Address

Phone CEmail

This authorization ends 12 months after the date signed below.

I understand that § have the right 1o revoke this author:zation, i writing, af any time, except where tses or disclosures lave already been made
based upon my original permussion [ may not be able 1o revoke this authorization (f is purpose was to obtain insurance. In arder to revoke this
authorization. [ nust do so i writing and send 1t 1o Hamilton Wellness, PLC 1 understand that uses and disclosures alreadv made based upon
my original permission cannot be taken back | undersiand that it 1s possihle that informaiion wed or disclosed with my permission may be res
disclosed by the Authorized Person and is no longer protected by the HIPAA Privacy Standands D understand that treaiment by any party may
not e condirioned upon my sigming of this authorizanon (unless treatment s sought only o create health information for a thied partvs and ihat 1
may have the right to refuse to sign this authorization

Signature of Patient or Legal Guardian:

Date: ! /




Hamilton Wellness, PLC

A Bridge to Your Best Self

Patient Provider Agreement

A Patient Centered Medical Home is a partnership between a patient and their
physician/provider.

We trust you as our patient to:

Ask questions, share your feelings and be
part of your care

Be honest about your history, symptoms,
and other important information about your
health

Tell your doctor about any changes in your
health and well-being

Take all of your medicine and follow your
doctor's advice

Make healthy decisions about your daily
habits and lifestyle

Prepare for and keep scheduled visits or
reschedule visits in advance whenever
possible

Call your doctor first with all problems,
unless it is a medical emergency
Consult your doctor before going to a
specialist

A Patient-Centered Medical Home
(PCMH) is a system of care in
which a team of health
professionals work together to
provide your entire healthcare
needs. You, the patient, are the
most important part of a patient
centered medical home. When you
take an active role in your health
and work closely with us, you can
be sure that you're getting the care
you need.

As your Patient Centered Medical Home provider | agree to:

Explain disorders, treatments, and results in an easy-to-understand way

Listen to your feelings and questions to help you make decisions about your care
Keep your treatments, discussions, and records private

Provide instructions on how to meet your health care needs when the office is not

open
Give you clear directions about treatments
Refer you to specialists as needed

End every visit with clear instructions about expectations, treatment goals, and

future plans

16931 19 Mile Road, Suite 140, Clinton Township, Ml 48038

Phone: 586-226-2822; Fax:

586-226-2833
www.hamiltonwellnessplc.com




Hamilton Wellness, PLC

A Bridge to Your Best Self

Practice Hours

Monday - Thursday: 9am - 7pm
Friday: 9am — 12pm
Saturday - Sunday: Closed

e Should you have an AFTER HOURS issue, please contact your provider or the front desk
by email and we will respond as quickly as possible within the next BUSINESS day. We
will direct you with the next steps to attend to your needs.

e Should you have an emergency, please dial 911 or go to nearest the hospital Emergency
Center.

o Ifitisanon-emergency, please call the office at 586-226-2822 during office hours to
schedule an appointment.

e Should you have an issue not pertaining to our care, please contact your Primary Care
Physician.

Ask your provider about community services, or contact the following:

NEED HELP? 2-1-1 is now available. Dial 211 from any phone and you will be connectec? with
a referral hotline that can connect you with non-profit agencies in your area that can help with
Human, Health, and Social needs (i.e., utilities, housing, health insurance, food, diapers, etc.)

A listing of the area resources can also be found on these websites:
https://www.mi2ll.org/
www.findhelp.org

16931 19 Mile Road, Suite 140, Clinton Township, Ml 48038
Phone: 586-226-2822; Fax: 586-226-2833
www. hamiltonwellnessplc.com



FOR OUR TE LT IS:

Telehealth Etiquette

Telehealth counseling scssions are just as important as in person sessions when it comes to etiquete.
Making sure the experience is professional when you are meeting from home can be challenging, but it is
very important for therapeutic results. Here are some etiguette tips to make the most of your telehealth
experience.

1. Find the best location possible.

o Therapists have guidclines for confidentiality, privacy and setting locations on their cnd; clients
are encouraged to do the same.
Find a comfortable place to scitle in. Be creative if needed: go outside or sit in your car.
Place your device on a solid surface, so it is stabilized, with you seated in front of it.

e If using a phone for a session, again, stabilize the device. Walking around can make the other
viewer distracted and even nauscous.

e Please be sure to find a location with a stable connection.

2. Try to protect your privacy.

e [n order to maintain confidentiality, inform your family members that you are in an important
meeling and nced to not be disturbed.

e Dlace yourself in a location where others cannot overhear your conversion. Parents of youth
receiving services are asked to also respect the ability for the youth to receive these services
without others overhearing.

e Use a headset so that at least half of the conversation cannot be overheard.

3. Limit your distractions.

e Clients need to be fully present, including cameras turned on if a video scssion.
Turn off notifications on the device you are using and remove other devices from your vicinity.
Other noise and visual distractions should be limited as much as possible (pets, children, potential
interruptions).

e Plcasc refrain from cating during the scssion, limiting onesclf to beverages.

e Please do pot drive during therapy sessions for the safety of you and others on the road.

4. Dress for the public.

e  Therapists are expected to dress professionally.
e  Clients are encouraged o dress comfortably. but in public attire.

5. Reconnect, if the connection is lost.

e At the beginning of your scssion, be sure to confirm with your therapist how you will reconnect if
your session is interrupted.

e Please know that Hamilton Wellness, PLC uses HIPAA compliant video platforms for our
telchealth.



