Arthur G. Hamblin, Psy.D.
575 E Parkcenter Blvd. Suite 110    Boise, ID 83706    (208) 387-1854   fax (208)336-4408

	PATIENT DEMOGRAPHIC & BILLING INFORMATION

	
[bookmark: Check20][bookmark: Check21]Patient Name: _____________________________________   	|_|Male	|_|Female

	Address: ____________________________________________
	Birthdate:______________

	City: _____________________
	State:_____
	Zip: ______________	SS#: _____________

	[bookmark: Check4][bookmark: Check5]Marital Status:	 |_| Divorced	|_| Married	|_|Single	
[bookmark: Check6][bookmark: Check7]		     	 |_| Legally Separated		|_|Widowed

	Please indicate at which of the numbers listed below we may contact you on and also leave a voice message

	Home Phone: __________________
	[bookmark: Check8]Yes |_|
	[bookmark: Check11]No |_|

	Work Phone: ___________________
	[bookmark: Check9]Yes |_|
	[bookmark: Check12]No |_|

	Cell Phone: ____________________
	[bookmark: Check10]Yes |_|
	[bookmark: Check13]No |_|

	Email: __________________________________
	[bookmark: Check14][bookmark: Check15]May we email you?  Yes |_|   No |_|

	Patient’s Employer: __________________________________________

	EMERGENCY CONTACT

	Name: ________________________________		 Phone: ______________________
Relationship to patient: ____________________________________

	INSURANCE INFORMATION
(If NOT using insurance please skip the remainder of this form)

	Insurance Company Name:_____________________________(Please provide insurance card to office staff)

	Member ID #___________________________
	Group Number _________________________

	Policy Holder Name _______________________________
	Birthdate ___________________

	[bookmark: Check16][bookmark: Check17][bookmark: Check18][bookmark: Check19]Relationship to Patient	|_| Self	|_| Spouse	|_| Child	|_| Other

	Insured’s Employer: _____________________________________________

	BILLING CONTACT 
(complete only if patient is under 18 years of age)

	Name __________________________________________
	Birthdate ___________________

	Address ______________________________
	City/State/Zip __________________________

	Phone ________________________________
	Social Security # ________________________

	Relationship to Patient __________________
	

	AUTHORIZATION

	I authorize the release of information necessary to process my insurance claims.  I also authorize payment of benefits from my insurance company to Arthur G. Hamblin Psy.D. for services provided.

	

	Patient/Guarantor Signature _________________________________Date________________

	(Parent or Legal Guardian if patient is under 18 years of age)




	APPOINTMENT FEES

	Initial Psychotherapy / Counseling Visit
	$150

	Follow-Up Psychotherapy / Counseling Visit
	$125

	Late Cancellation fee
	$60 (this cannot be billed to your insurance)

	Please give our office 24 business hours notice if you need to cancel an appointment.

	No Show Fee
	$60 (this cannot be billed to your insurance)

	OTHER FEES

	Letter & Report Writing
	$100/hr (30 minute minimum)

	Records Requests
	No Charge (48 business hours notice required)

	Returned Check fee
	$25.00

	
	

	I have read, understand and agree to the fees listed above	Patient Initials____________



	INSURANCE BILLING POLICY

	

	Please provide your insurance information to our office prior to your first appointment.  This will enable our office to contact your insurance company to verify your benefits.  Verification of benefits from an insurance company in no way guarantees coverage or payment of benefits. Please keep the following in mind:

	· Your insurance coverage is a contract between you and your insurance company.  We are not a party to that contract.  It is your responsibility to learn, from your insurance company, what services it will and will not cover under your contract.

	· Your insurance company may require authorization prior to your first visit.  Please obtain authorization prior to your first visit it this is a requirement of your insurance company.  Failure to do so may result in denied claims.

	· We will file claims to your primary insurance.  Please remember any remaining charges are your responsibility and must be paid within 30 days from the statement date unless other arrangements have been made with Dr. Hamblin’s office staff.

	I have read, understand, and agree to abide by the Insurance Billing  policy listed above 														Patient Initials____________

	Release of Information Authorization to Third Party

I authorize the office of Arthur G. Hamblin Psy.D. to disclose case records (diagnosis, case notes, psychological reports, testing results, or other requested material) to my health insurance company for the purpose of receiving payment directly to Arthur G. Hamblin Psy.D.

I understand that access to this information will be limited to determining insurance benefits and will be accessible only to persons whose employment is to determine payments and/or insurance benefits.  I understand that I may revoke this consent at any time by providing written notice, and after one year this consent expires.  I have been informed what information will be given, its purpose, and who will receive it.  I certify that I have read and agree to the conditions and have received a copy of this form.

Person Responsible for Account: ____________________________________ Date:______________________
							PLEASE SIGN
Person Receiving Services:  _________________________________________ Date:______________________
							PLEASE SIGN



	CANCELLATION POLICY

	

	We understand that there are often legitimate reasons for having to cancel an appointment.  We ask you to show consideration by calling at least 24 business hours in advance if you will be unable to keep your appointment as we would like to have the opportunity to offer that appointment to another patient who may need to be seen.

	

	When is a cancellation considered a “late” cancellation?

	A cancellation is considered “late” if it is less than 24 business hours before the appointment is scheduled to start.

	Cancelling a scheduled appointment with less than 24 business hours notice will result in a $60 charge.  This will be billed directly to you as it cannot be billed to the insurance company.  The $60 late cancellation fee applies whether or not Dr. Hamblin’s office staff is able to fill the vacated appointment.  

	I have read, understand. and agree to abide by the cancellation policy listed above 											Patient Initials____________

	

	NO-SHOW POLICY

	

	Not showing up for a scheduled appointment will result in a $60 charge.  This will be billed directly to you, as it cannot be billed to the insurance company.

	

	1. In the event you neglect to notify us and miss your scheduled appointment, Dr. Hamblin’s office staff will call to remind you of our cancellation policy, collect the $60 No-Show fee, and offer you the opportunity to re-schedule.
2. If you miss a second appointment within a 12 month period from the first missed appointment, you will receive an invoice in the mail in the amount of $60 for the No-Show Fee, a copy of our office no-show policy signed by you that states you acknowledge understand and agree to abide by our no-show policy.
3. If you miss a third appointment within the same 12 month timeframe without proper notification, we will call you to determine whether our practice is the best fit for you.  If it is determined that termination from our practice is the best solution to avoid further issues, we will send you a certified letter.  In that letter we will notify you that we will continue to provide service to you for a maximum of 30 calendar days from the date of the termination letter.  The letter will also include an invoice for the $60 No-Show fee and some resources to assist you in finding another therapist.

	I have read, understand, and agree to abide by the No-Show policy listed above 											Patient Initials____________

	
A friendly reminder… If you are going to be late for your appointment please call and notify our office.  This helps us to know you are planning to attend your appointment, but are just running a little behind schedule.  The call is very much appreciated




	Patient Statement of Financial Responsibility

	Your care at the office of Arthur G. Hamblin Psy.D. is a partnership between you and the staff of
Arthur G. Hamblin Psy.D.

	You are responsible for your bill.  If you have insurance, we will bill your insurance company as a courtesy to you.  All payments received from your insurance will be applied to their corresponding dates of service.  
You are expected to pay the co-payment, coinsurance, and/or deductible amounts indicated by your insurance carrier at the time services are rendered to you.
In the event that your insurance does not pay for the services provided to you by Dr. Hamblin you are financially responsible for those charges. 

In the event that a patient accumulates an outstanding balance of $400 or more, they will be notified of the balance by certified mail, and asked to bring their balance current.  If the balance is not made current, or a payment arrangement set up within seven (7) business days of the patient receiving the certified letter, a phone call will be placed to the patient or person responsible for payment on the account asking them to bring the account current or set up a payment arrangement.  If at that time the balance is not made current, or a payment arrangement is not put in place the patient will be informed both verbally and in writing (by certified mail) that their treatment will be suspended until the outstanding balance is paid in full on the account.

I HEREBY CERTIFY that I have read and agree to the conditions stated above

Person Responsible for account: _________________________________________  Date__________________
						PLEASE SIGN

	
PATIENTS WITH INSURANCE
I understand that the staff of Dr. Hamblin will bill my insurance company.  I agree to pay my copayment, coinsurance, and/or deductible required by my insurance carrier at the time services are rendered and to pay for services not covered by my insurance plan.  I agree that I will contact my insurance company, if necessary; to ensure payment for services I have received.
Signature ______________________________________		Date _____________________

	
PATIENTS WITHOUT INSURANCE
I agree to pay all charges for which I am responsible at the time of service or make payment arrangements with Dr. Hamblin’s office.
Signature ______________________________________		Date _____________________

	FOR ALL PATIENTS
I have read the above information and have no further questions.  I understand I am responsible for my bill.  I understand that if I do not pay for my services or keep my agreed upon payment arrangement that Dr. Hamblin’s office may terminate my care.

Signature ______________________________________		Date _____________________






	Consent to Treatment and Recipient’s Rights

	
I, ________________________________________________ the undersigned, hereby attest that I have voluntarily entered into treatment, or give my consent for the minor person under my legal guardianship mentioned above, with Arthur G. Hamblin Psy.D., hereby referred to as the Clinc.  The rights, risks, and benefits associated with the treatment have been explained to me.  I understand that therapy may be discontinued at any time by either party.  The clinic encourages that this decision be discussed with the treating psychotherapist.  This will help facilitate a more appropriate plan for discharge.

Recipient’s Rights: I certify that I have received the Recipient’s Rights pamphlet and certify that I have read and understand its content.  I understand that as a recipient of services, I may get more informationfron the Recipient’s Rights Advisor.
Non-voluntary Discharge from Treatment: A client may be terminated from the Clinic non-voluntarily if:
(A) The client exhibits physical violence, verbal abuse, carries weapons, or engages in illegal acts at the clinic.
(B) The client refuses to comply with stipulated program rules, refuses to comply with treatment recommendations, or does not make payment or payment arrangements in a timely manner.  The client will be notified of the non-voluntary discharge by certified mail.  The client may appeal the decision with the Clinic staff or request to reapply for services at a later date.
Client Notice of Confidentiality: The confidentiality of patient records maintained by the Clinic is protected by federal and/or state law and regulations.  Generally, the Clinic may not say to a person outside the Clinic that a patient attends the Clinic or disclose any information identifying a patient unless: 
(1) The patient consents in writing
(2) The disclosure is allowed by a court order
(3) The disclosure is made to medical personnel in a medical emergency
Violation of federal and/or state law and regulations by the Clinic or provider is a crime.  Suspected violations may be reported to appropriate authorities.  Federal and/or state law and regulations do not protect any information about a crime committed by a patient either at the Clinic, against any person who works for the Clinic, or about any threat to commit such a crime.  Federal law and regulations do not protect any information about suspected child (or vulnerable adult) abuse or neglect, or adult abuse from being reported under federal and/or state law to appropriate state and local authorities.  Health care professionals are required to report admitted prenatal exposure to controlled substances that are potentially harmful.  It is the Clinic’s duty to warn any potential victim when a significant threat of harm has been made.  In the event of the client’s death, the spouse or parents of a deceased client have a right to access their child’s or spouse’s records.  Professional misconduct by a healthcare professional must be reported by other health care professionals, in which related client records may be released to substantiate disciplinary concerns.  Parents or guardians of non-emancipated minor clients have the right to access the client’s records.  When fees are not paid in a timely manner, a patient will be subject to suspension of treatment until his/her balance is paid in full.  My signature below indicates that I have been given a copy of my rights regarding confidentiality.  I permit a copy of this authorization to be used in place of the original.
I consent to treatment and agree to abide by the above-stated policies and agreements with:
Arthur G. Hamblin Psy.D.


_________________________________________		________________
Signature of Client/Legal Guardian					Date

_________________________________		_____________
Witness								Date




	Recipient’s Rights Notification

	As a recipient of services at our facility, we would like to inform you of your rights as a patient. The information contained in this brochure explains your rights and the process of complaining if you believe your rights have been violated.
Your rights as a patient
 1.	Complaints. We will investigate your complaints.
 2.	Suggestions. You are invited to suggest changes in any aspect of the services we provide.
 3.	Civil rights. Your civil rights are protected by federal and state laws.
 4.	Cultural/spiritual/gender issues. You may request services from someone with training or experiences from a specific cultural, spiritual, or gender orientation. If these services are not available, we will help you in the referral process.
 5.	Treatment. You have the right to take part in formulating your treatment plan.
 6.	Denial of services. You may refuse services offered to you and be informed of any potential consequences.
 7.	Record restrictions. You may request restrictions on the use of your protected health information; however, we are not required to agree with the request.
 8.	Availability of records. You have the right to obtain a copy and/or inspect your protected health information; however, we may deny access to certain records. If so, we will discuss this decision with you.
 9.	Amendment of records. You have the right to request an amendment in your records; however, this request could be denied. If denied, your request will be kept in the records.
10.	Medical/legal advice. You may discuss your treatment with your doctor or attorney.
11.	Disclosures. You have the right to receive an accounting of disclosures of your protected health information that you have not authorized.

Your rights to receive information
 1.	Costs of services. We will inform you of how much you will pay.
 2.	Termination of services. You will be informed as to what behaviors or violations could lead to termination of services at our clinic.
 3.	Confidentiality. You will be informed of the limits of confidentiality and how your protected health information will be used,
 4.	Policy changes.
Our ethical obligations
 1.	We dedicate ourselves to serving your best interest.
 2.	We will not discriminate between clients or professionals based on age, race, creed, disabilities, handicaps, preferences, or other personal concerns.
 3.	We maintain an objective and professional relationship with each client.
 4.	We respect the rights and views of other mental health professionals.
 5.	We will appropriately end services or refer clients to other programs when appropriate.
 6.	We will evaluate our personal limitations, strengths, biases, and effectiveness on an ongoing basis for the purpose of self-improvement. We will continually attain further education and training.
 7.	We respect various institutional and managerial policies but will help to improve such policies if the best interest of the client is served.
Patient’s responsibilities
 1.	You are responsible for your financial obligations to the clinic as outlined in the Payment Contract for Services.
 2.	You are responsible for following the policies of the clinic.
 3.	You are responsible to treat staff and fellow patients in a respectful, cordial manner in which their rights are not violated.
 4.	You are responsible to provide accurate information about yourself.
What to do if you believe your rights have been violated
If you believe that your patient rights have been violated, contact our Recipient’s Rights Advisor or Clinic Director.




	Privacy of Information Policies

	This form describes the confidentiality of your medical records, how the information is used, your rights, and how you may obtain this information.                                             Effective 8-01-11
Our Legal Duties
State and federal laws require that we keep your medical records private. Such laws require that we provide you with this notice informing you of our privacy of information policies, your rights, and our duties. We are required to abide these policies until replaced or revised. We have the right to revise our privacy policies for all medical records, including records kept before policy changes were made. Any changes in this notice will be made available upon request before changes take place.
The contents of material disclosed to us in an evaluation, intake, or counseling session are covered by the law as private information. We respect the privacy of the information you provide us, and we abide by ethical and legal requirements of confidentiality and privacy of records.
Use of Information
Information about you may be used by the personnel associated with this clinic for diagnosis, treatment planning, treatment, and continuity of care. We may disclose it to health care providers who provide you with treatment, such as doctors, nurses, mental health professionals, and mental health students and mental health professionals or business associates affiliated with this clinic, such as billing, quality enhancement, training, audits, and accreditation.
Both verbal information and written records about a client cannot be shared with another party without the written consent of the client or the client’s legal guardian or personal representative. It is the policy of this clinic not to release any information about a client without a signed release of information except in certain emergency situations or exceptions in which client information can be disclosed to others without written consent. Some of these situations are noted below, and there may be other provisions provided by legal requirements.
Duty to Warn and Protect
When a client discloses intentions or a plan to harm another person or persons, the health care professional is required to warn the intended victim and report this information to legal authorities. In cases in which the client discloses or implies a plan for suicide, the health care professional is required to notify legal authorities and make reasonable attempts to notify the family of the client.
Public Safety
Health records may be released for the public interest and safety for public health activities, judicial and administrative proceedings, law enforcement purposes, serious threats to public safety, essential government functions, military, and when complying with worker’s compensation laws.
Abuse
If a client states or suggests that he or she is abusing a child or vulnerable adult, or has recently abused a child or vulnerable adult, or a child (or vulnerable adult) is in danger of abuse, the health care professional is required to report this information to the appropriate social service and/or legal authorities. If a client is the victim of abuse, neglect, violence, or a crime victim, and his or her safety appears to be at risk, we may share this information with law enforcement officials to help prevent future occurrences and capture the perpetrator.
Prenatal Exposure to Controlled Substances
Health care professionals are required to report admitted prenatal exposure to controlled substances that are potentially harmful.
In the Event of a Client’s Death
In the event of a client’s death, the spouse or parents of a deceased client have a right to access their child’s or spouse’s records.
Professional Misconduct
Professional misconduct by a health care professional must be reported by other health care professionals. In cases in which a professional or legal disciplinary meeting is being held regarding the health care professional’s actions, related records may be released in order to substantiate disciplinary concerns.
Judicial or Administrative Proceedings
Health care professionals are required to release records of clients when a court order has been placed.
Minors/Guardianship
Parents or legal guardians of non-emancipated minor clients have the right to access the client’s records.


Other Provisions
Clients with an outstanding balance of $400 or more will be subject to suspension of services until their balance is paid in full.  Payment arrangements can be made with clinic staff.
Insurance companies, managed care, and other third-party payers are given information that they request regarding services to the client. Information that may be requested includes type of services, dates/times of services, diagnosis, treatment plan, description of impairment, progress of therapy, and summaries.
Information about clients may be disclosed in consultations with other professionals in order to provide the best possible treatment.  In such cases the name of the client, or any identifying information, is not disclosed. Clinical information about the client is discussed. Some progress notes and reports are dictated/typed within the clinic or by outside sources specializing in (and held accountable for) such procedures.
In the event the clinic or mental health professional must telephone the client for purposes such as appointment cancellations or reminders, or to give/receive other information, efforts are made to preserve confidentiality. Please notify us in writing where we may reach you by phone and how you would like us to identify ourselves. For example, you might request that when we phone you at home or work, we do not say the name of the clinic or the nature of the call but rather the mental health professional’s first name only. If this information is not provided to us (below), we will adhere to the following procedure when making phone calls: First we will ask to speak to the client (or guardian) without identifying the name of the clinic. If the person answering the phone asks for more identifying information, we will say that it is a personal call. We will not identify the clinic (to protect confidentiality). If we reach an answering machine or voice mail, we will follow the same guidelines.
Your Rights
You have the right to request to review or receive your medical files. The procedures for obtaining a copy of your medical information are as follows. You may request a copy of your records in writing with an original (not photocopied) signature. If your request is denied, you will receive a written explanation of the denial. Records for nonemancipated minors must be requested by their custodial parents or legal guardians. 
You have the right to cancel a release of information by providing us a written notice. If you desire to have your information sent to a location different than your address on file, you must provide this information in writing.
You have the right to restrict what information might be disclosed to others. However, if we do not agree with these restrictions, we are not bound to abide by them.
You have the right to request that information about you be communicated by other means or to another location. This request must be made to us in writing.
You have the right to disagree with the medical records in our files. You may request that this information be changed. Although we might refuse to change the record, you have the right to make a statement of disagreement, which will be placed in your file.
You have the right to know what information in your record has been provided to whom.   You must request this in writing.
If you desire a written copy of this notice you may obtain it by requesting it from the Clinic Director at this location.
Complaints
If you have any complaints or questions regarding these procedures, please contact the clinic. We will get back to you in a timely manner. You may also submit a complaint to the U.S. Dept. of Health and Human Services and/or the Bureau of Occupational Licenses at 700 West State Street, P.O. Box 83720, Boise, Idaho 83720-0063.   If you file a complaint, we will not retaliate in any way.
I understand the limits of confidentiality, privacy policies, my rights, and their meanings and
ramifications.

Client’s Name (please print): 	
Signature: 	Date: ____/____/____
Signed by: ______client  ______guardian  ______personal representative







	REMINDER CALL POLICY

	As a courtesy to you, our valued patient, Dr. Hamblin’s office staff provides reminder call and/or email service.  Please indicate below which method you would like us to use for your appointment reminders.

	
[bookmark: Check1]|_| CALL ONLY SERVICE

	Please call me at ____________________________________________to remind me of my appointments with 
Dr. Hamblin.  I authorize Dr. Hamblin’s office to leave a voice message at the phone number listed above in regards to my appointments. 
When choosing CALL ONLY SERVICE patients will be called two (2) business days before their scheduled appointment, and then again one (1) business day before their scheduled appointment.

	I choose Call Only Service as my appointment reminder method.
									Patient Initials____________

	
[bookmark: Check2]|_| EMAIL ONLY SERVICE

	Please email me at ___________________________________________to remind me of my appointments with Dr. Hamblin.  I authorize Dr. Hamblin’s  office to email me at the above email address in regards to my appointments.
When choosing EMAIL ONLY SERVICE patients will be emailed two (2) business days before their scheduled appointment, and then again one (1) business day before their scheduled appointment.

	I choose Email Only Service as my appointment reminder method.
									Patient Initials____________

	
[bookmark: Check3]|_| EMAIL & CALL SERVICE

	Please email me at________________________________________ and call me at ___________________________________ to remind me of my appointments with Dr. Hamblin.  I authorize Dr. Hamblin’s office to email me at the above email address and leave a voice message at the above phone number in regards to my appointments.
When choosing EMAIL & CALL SERVICE patients will be emailed two (2) business days before their scheduled appointment, and called one (1) business day before their scheduled appointment.

	I choose Email & Call Service as my appointment reminder method.
									Patient Initials____________

	

	Dr. Hamblin’s office staff will make every effort to contact you in advance of your appointment.  To aid us in our efforts please make sure your voicemail box and email inbox have room for our messages. Also, reminder emails will come from kayla@qwestoffice.net.  Please save this address in your email contacts to make sure our emails don’t end up in your junk or spam folder.








