
 

 
 

  

   

  

 
 
 
 
 
 
 

Patient Registration Packet and Consent to Treat Forms 
 

Please complete entire document 

 Patient Information  
 

Patient Name  Date of Birth  
Last First MI Month Day Year 

Community: 

 Address Apt #     

City State zip  Patient SSN:  

Contact # E-Mail     
 
 

 

 

POA contact information:  

Name: Contact #/Email: 
 

 

 
Patient Insurance*  
Insured Name  Date of Birth  

Last First MI Month Day Year 

Address  Male Female  

City State Zip    
 

Primary Insurance: 

Member ID# 

Secondary Insurance: 

 
 

Group# 

Insured SSN: 
 

 

 

Member ID# Group# 
 

 

* Please provide copies of insurance card(s) to the Clinician. 

 Physicians  
Primary Care Physician Name: Contact #: 

Neurologist Name: Contact #: 
 

Other Important info:  
 
 

 

 Self Spouse POA 
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Patient Financial Policy & Advance Notice of Possible Payment Denial 
 

 

Your understanding of our financial policies is an essential element of your care and 
treatment. If you have any questions, please discuss them with treating clinician or 

administrative staff. 

 
• As our patient, you are responsible for all authorizations / referrals needed to seek treatment 

with IGPS, LLC. IGPS, LLC will assist as needed. 

• Unless other arrangements have been made in advance by you, or your health insurance 
carrier, payment for office services are due at the time of service. 

• Your insurance policy is a contract between you and your insurance company. As a 
courtesy, we will file your insurance claim for you if you assign the benefits to the doctor. In 
other words, you agree to have your insurance company pay the doctor directly. 

• We have made prior arrangements with certain insurers and other health plans to accept 
an assignment of benefits. We will bill those plans with which we have an agreement and 
will only require you to pay the co-insurance/deductible at the time of service. 

• If you have insurance coverage with a plan with which we do not have a prior agreement, 
we will prepare and send the claim for you on an unassigned basis. This means your insurer 
will send payment directly to you. Therefore, all charges for your care and treatment are 
due at the time of service. 

• All health plans are not the same and do not cover the same services. In the event your 
health plan determines a service to be “not covered”, or you do not have an authorization, 
you will be responsible for the complete charge. We will attempt to verify benefits for some 
specialized services or referrals; however, you remain responsible for charges to any service 
rendered. Patients are encouraged to contact their plans for clarification of benefits prior to 
services rendered. 

• You must inform the treating clinician and/or administrative staff of all insurance changes and 
authorization/referral requirements. In the event the office is not informed, you will be responsible 
for any charges denied. 

 
 
 
 
 
 
Signature of Beneficiary/Responsible Party: Date of Birth 

 
 

Printed Name of Beneficiary/Responsible Party: Date 
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Consent For Release of Confidential Information 
To Primary Care Physician/Community Director 

 

 
 
 

I,   hereby authorize    

Patient/POA Name IGPS Clinician 
 

to disclose to Primary Care Physician/Community Director,    

Name of Primary Care Physician/Community Director 
 
 
 

All clinical information about me as may be necessary to permit my Primary Care Physician/ 
Community Director to monitor the continuity of my care and to inform of my health status. This 
authorization becomes effective   , and may be revoked by me in writing 

Today’s date 
 
 
 
 

at any time, with the exception of any actions already taken to coordinate my care. Unless    
previously revoked by me, this authorization automatically terminates twelve (12) months from the 
effective date. I understand that this authorization does not extend to the release of any AIDS/ HIV 
information unless I also placed my initials here  .   I further understand that  the information 
authorized  by  this  release  will  be  released  to  the  authorized  representative  only,  for  purposes 
noted  above.  I understand  I  (or  my  legal  representative)  am  entitled  to  a  copy  of  this 
authorization form for my  records. 

 
 
 

Notice to Recipient: This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR Part 
2) and/or state law. In accordance with federal and State law requirements, this information received pursuant to this document is 
confidential and recipient is prohibited from making further re-disclosure of this information to any other person or entity, or to use it for 
any purpose other than  as authorized herein, without the written consent of the person to whom it pertains or as otherwise permitted 
by law. A general authorization for the release of medical or other information is NOT sufficient for this purpose. The federal rules restrict 
any use of the information to criminally investigate or prosecute any alcohol or drug patients. 

 
 
 
 
 

   

Signature of Patient/POA Printed Name of Patient/POA Relationship to Patient/Date 
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Authorization for Use or Disclosure of Protected Health Information 
(Required by the Health Insurance Portability and Accountability Act, 45 C.F.R. Parts 160 and 164) 

This form completed and signed by you, authorizes Integrative Group Psychological Services, LLC to 
release protected information from your clinical record to the person or organization you designate. 

 
I,  (Patient Name) authorize treating Psychologist/LCSW/LPC/LCPC and/ 

or administrative staff to: 
 

release necessary information from my clinical record 
obtain necessary information from my clinical record 

 

This information should only be released to:    

obtained from:    
 
 

I am requesting treating psychologist/LCSW/LPC/LCPC to release obtain this information for the 
purpose of: Collaboration of Care, Payment of benefits for services rendered 

 
This authorization shall remain in effect until end of  treatment from the date of signature. 

 
You have the right to revoke this authorization, in writing, at any time by sending such written 
notification to office address. However, your revocation will not be effective to the extent that I have 
taken action in reliance on the authorization or if this authorization was obtained as a condition of 
obtaining insurance coverage and the insurer has a legal right to contest 
a claim. 

 
I understand I have the right to inspect the disclosed mental health information at any time. 

 
I understand that Illinois law prohibits redisclosure of any information disclosed to the recipient 
pursuant to this authorization unless this authorization specifically authorizes such redisclosure. 

 

If the authorization is signed by a personal representative of the patient, a description of such representative’s 
authority to act for the patient must be provided upon  request  if needed. 

 
 
 
 

Signature of Patient/POA Printed Name of Patient/POA Relationship to Patient/Date 
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Notice of IL Privacy Practices Confidentiality Act 

THIS NOTICE DESCRIBES HOW PSYCHOLOGICAL AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU 
CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

Notice of Psychologist's Policies and Practices to Protect the Privacy of Your Health Information 

I. Uses and Disclosures for Treatment, Payment, and Health Care Operations 

I may use or disclose your protected health information (PHI), for treatment, payment, and health care operations purposes with your 
written authorization. I may also disclose PHI for payment purposes with your general consent. To help clarify these terms, here are 
some definitions: 

• “PHI” refers to information in your health record that could identify you. 

• “Treatment, Payment, and Health Care Operations” 
–Treatment is when I provide, coordinate, or manage your health care and other services related 

to your health care. An example of treatment would be when I consult with another health care provider, such as your family 
physician or another psychologist. 

–Payment is when I obtain reimbursement for your healthcare. Examples of payment are when      
I disclose your PHI to your health insurer to obtain reimbursement for your health care or to 
determine eligibility  or  coverage. 

–Health Care Operations are activities that relate to the performance and operation of my practice. Examples of health care 
operations are quality assessment and improvement activities, business-related matters such as audits and administrative 
services, and case management and care coordination. 

• “Use” applies only to activities within my office such as sharing, employing, applying, utilizing, examining, and analyzing information 
that identifies you. 

• “Disclosure” applies to activities outside of my office, such as releasing, transferring, or providing access to information about you to 
other parties. 

• “Authorization” is your written permission to disclose confidential mental health information. All authorizations to disclose must be on a 
specific legally required form. 

II. Other Uses and Disclosures Requiring 

Authorization 
I may use or disclose PHI for purposes outside of treatment, payment, or health care operations when your appropriate authorization is 
obtained. In those instances when I am asked for information for purposes outside of treatment, payment, or health care operations, I 
will obtain an authorization from you before releasing this information 

 
You may revoke all such authorizations of PHI at any time, provided each revocation is in writing. You may not revoke an authorization 
to the extent that (1) I have relied on that authorization; or (2) if the authorization was obtained as a condition of obtaining insurance 
coverage, law provides the insurer the right to contest the claim under the policy. 

III. Uses and Disclosures without Authorization 
I may use or disclose PHI without your consent or authorization in the following circumstances: 

• Child Abuse. If I have reasonable cause to believe a child known to me in my professional capacity may be an abused child or 
a neglected child, I must report this belief to the appropriate authorities. 

• Adult and Domestic Abuse. If I have reason to believe that an individual (who is protected by 
state law) has been abused, neglected, or financially exploited; I must report this belief to the appropriate authorities. 

Health Oversight Activities 
I may disclose protected health information regarding you to a health oversight agency for oversight activities authorized by law, 
including licensure or disciplinary actions. 

• Judicial and Administrative Proceedings. If you are involved in a court proceeding and a request is made for information by any 
party about your evaluation, diagnosis and treatment and the records thereof, such information is privileged under state law, and I must 
not release such information without a court order. 
I can release the information directly to you on your request. Information about all other psychological services is also privileged and 
cannot be released without your authorization or a court order. The privilege does not apply when you are being evaluated for a third 
party or where the evaluation is court ordered. You must be informed in advance if this is the case. 
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Notice of IL Privacy Practices Confidentiality Act – Continued 
 

 
• Serious Threat to Health or Safety. If you communicate to me a specific threat of imminent harm against another individual or if I 

believe that there is clear, imminent risk of physical or mental injury being inflicted against another individual, I may make disclosures 
that I believe are necessary to protect that individual from harm. If I believe that you present an imminent, serious risk of physical or 
mental injury or death to yourself, I may make disclosures I consider necessary to protect you from harm. 

• Worker’s Compensation. I may disclose protected health information regarding you as authorized by and to the extent necessary to 
comply with laws relating to worker’s compensation or other similar programs, established by law, that provide benefits for work- 
related injuries or illness without regard to fault. 

There may be additional disclosures of PHI that I am required or permitted by law to make without your consent or authorization, 
however the disclosures listed above are the most common. 

 
IV. Patient’s Rights and Psychologist’s/LCSW/LPC/LCPC Duties 
Patient’s Rights: 

 
 

•Right to Request Restrictions. You have the right to request restrictions on certain uses and disclosures of protected health 
information. However, I am not required to agree to a restriction you request. 

•Right to Receive Confidential Communications by Alternative Means and at Alternative Locations. You have the right to request and 
receive confidential communications of PHI by alternative means and at alternative locations. (For example, you may not want a   
family member to know that you are seeing me. On your request, I will send your bills to another address.) 

 

Patient’s Rights and Psychologist’s/LCSW/LPC/LCPC Duties – Continued 

• Right to Receive Confidential Communications by Alternative Means and at Alternative Locations. You have the right to request and 
receive confidential communications of PHI by alternative means and at alternative locations. (For example, you may not want a     
family member to know that you are seeing me. On your request, I will send your bills to another address.) 

• Right to Inspect and Copy. You have the right to inspect or obtain a copy (or both) of PHI in my mental health and billing records  used 
to make decisions about you for as long as the PHI is maintained in the record. On your request, I will discuss with you the details of the 
request for access process. 

• Right to Amend. You have the right to request an amendment of PHI for as long as the PHI is maintained in the record. I may deny 
your request. On your request, I will discuss with you the details of the amendment process. 

• Right to an Accounting. You generally have the right to receive an accounting of disclosures of PHI. 
On your request, I will discuss with you the details of the accounting process. 

• Right to a Paper Copy. You have the right to obtain a paper copy of the notice from me upon request, even if you have agreed to 
receive the notice electronically. 

 
Psychologist’s/LCSW/LPC/LCPC Duties: 

• I am required by law to maintain the privacy of PHI and to provide you with a notice of my legal duties and privacy practices with 
respect to PHI. 

• I reserve the right to change the privacy policies and practices described in this notice. Unless I notify you of such changes, however, 
I am required to abide by the terms currently in effect. 

V. Complaints 
If you are concerned that I have violated your privacy rights, or you disagree with a decision I made about  access to your records,   
you may contact the American Psychological Association. You may also send a written complaint to the Secretary of the U.S. 
Department of Health and Human Services. The person listed above can provide you with the appropriate address upon request. 
VI. Effective Date, Restrictions, and Changes to Privacy Policy/This notice in effect on August 1, 2006. 
I reserve the right to change the terms of this notice and to make the new notice provisions effective for all PHI I maintain. 

 
 
 
 
 

Signature of Patient/POA Printed Name of Patient/POA Relationship to Patient/Date 



 

 
 

 
 

 

 
 

Please read and initial agreement to the following information: 
 
 

   I authorize the release of information necessary to process my insurance claim(s). 
 
 

    I authorize payment of insurance benefits to treating Psychologist/LCSW/LPC/LCPC of IGPS 
 
 

   I authorize treating Psychologist/LCSW/LPC/LCPC to release information to my 
primary care physician and/or Community Director. 

 
 

   I understand that payment is to be made at the time of the session unless prior 
financial arrangements have been made. 

 
 

    I permit treating Psychologist/LCSW/LPC/LCPC to consult with Family/POA identified above 
in order to provide the best possible care for me. 

 

    I permit treating Psychologist/LCSW/LPC/LCPC to consult with Residence Staff 
in order to provide the best possible care for me. 

 
    I permit treating Psychologist/LCSW/LPC/LCPC to consult with other IGPS 

Clinical staff in order to provide the best possible care for me. 

 
   I have received, read, understand and signed the 

Notice of IL Privacy Practices Confidentiality Act provided to me. 
 
 

   I have received, read, understand and signed the HIPPA Authorization provided to me. 
 
 
 
 
 

Signature of Patient/POA Printed Name of Patient/POA Relationship to Patient/Date 
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