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The following documents are introductory to the various policies and procedures of the office. Please take a few moments to review these and sign below. 

Insurance coverage: If you have health care insurance, it may pay for all or part of your treatment here. It is important for you to determine whether or not your insurance policy includes mental health benefits and the percentage of the cost that it covers. Just like any other business, payment is expected at the time of your visit. Please do not ask to be billed for your visits. Once your deductible has been met, you may pay the copayment at each return visit. If for some reason, your insurance policy does not pay your bill, then the responsibility for the entire bill will be yours.

We require that a credit card be kept in secure file for copayments and fees listed below.

Appointments: Your appointment times are reserved for you. Please give a minimum of 24 hours' notice should you need to cancel a scheduled appointment. Cancellations submitted with less than 24 hours' notice will be charged $25. Appointments that are missed but not canceled will be charged $75.
Disability/work-related forms: there is a $25 minimum charge for the completion of forms. Extensive paperwork may be subject to additional charge. 
Prior authorization forms for expensive, branded drugs will be completed free of charge, however, PAs required for inexpensive generics will be subject to a $25 fee.

Prescription refills: Prescriptions for medications will be submitted at time of your appointment. If you are following through with routine psychiatric appointments, there should be a minimal need for “called in” prescriptions. Should you notice that you are running out of medication prior to your appointment, please notify the office during normal business hours. Do not wait until the last moment to do so, as this may cause unnecessary delays. In the event that this is necessary, there is a $25 charge per prescription. Insurance policies do not pay for refill charges. This will be your responsibility. Since I would not have access to your medical records, prescriptions will not be called in after hours or on weekends.

Telephone calls: Our telephones are answered from 9:00 a.m. until noon and from 1:00 p.m. until 3:00 p.m. If the office manager is on another line, your call will be routed to the voicemail system and returned as soon as possible. After hours and on weekends, the answering service may forward emergency messages to the on-call physician. Please make an attempt to address all non-emergency issues during normal business hours. Calls returned after hours will be subject to a $25 charge, which is not covered by insurance.

Delinquent accounts: As mentioned above, payment is due at the time of your visit. In the event your account becomes more than 60 days past due, we reserve the right to terminate the physician-patient relationship. At that time the account will be placed with an outside collection agency. A 40% fee will be added to the outstanding bill to cover the cost of collections and attorney fees. Past due accounts are subject to a monthly interest fee of 1.5% (18% yearly interest.) Our experience has been that relatively drastic measures such as this are easily avoided by keeping up with your appointments and paying the bill at the time of service.

Privacy notification: The Health Insurance and Accountability Act created patient protections surrounding the use of protective health information. HIPAA, commonly referred to as the "medical records privacy law," provides patient protections related to the electronic transmission of data, the keeping and use of patient records, and storage and access to health care records. Medical providers are required to provide patients a notification of their privacy rights as it relates to their health care records. A copy of HIPPA is posted in the waiting room. A written copy is available upon your request. 
In mental health care, confidentiality and privacy are central to the success of the relationship. I will do all I can to protect privacy of your mental health records. Your records cannot be released without formal written authorization. If your records are sent elsewhere, I cannot guarantee the continued confidentiality of those documents. If you choose to use health insurance to assist paying your bill then you must authorize the release of information to the insurance company for this purpose. You have a right to be notified if a breach of confidentiality occurs.
I, ________________________, understand and have been provided with a copy of Dr. Kyser’s patient notification of privacy rights document, which provides a detailed description of the potential uses and disclosures of my protected health information, as well as my rights on these matters. I understand I have the right to review this document before signing this acknowledgement form. 

In the interest of coordinating medical care with your primary care physician, I can send a copy of your initial assessment to his or her office with your permission. Please sign below if you give consent or write decline if you choose so.

_______________________________________                    ______________________                 PCP Name/Sign here/Decline                                                    date
I have read the above information and agree to the policies and procedures of this office. I understand that I am financially responsible for all charges incurred and consent to use of my credit card for charges incurred. I authorize the release of any medical information necessary to process this claim. I also request payment of government benefits to the party who accepts assignment. I consent to telehealth appointments through a secure internet connection.

_______________________________________                    ______________________

                 Signature: patient/guardian                                                          date
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