Chicago Mind Solutions
666 Dundee Road - Suite 305
Northbrook, Il.  60062

224-723-5050 – www.chicagomindsolutions.com


 Date:______________
PATIENT REGISTRATION
Patient Information:

Name:  _________________________________________
 Date of Birth:________________


   (Last Name)
         (First Name)
         (M.I.)

Age: _________          SS#: ________-________-_______
DL#:________________________
Sex:   Male/ Female
  Marital Status: ________________   Spouse: _____________________

Address: _______________________ City: ________________  State: ______ Zip: __________
Home Phone: ___________________________  Cell Phone: ___________________________
 OK to leave a message?  Y  / N



     OK to leave a message?  Y  / N

Occupation: (if applicable) ___________________________________________________  

Employer: ____________________________________  Work Phone: ___________________

Employer Address: ____________________________________________________________

            
   (City)              (State)
        (Zip)

School Name: (if applicable)  ____________________________________  Grade: _________
School Address:  ​​​​​​​​​​______________________________________________________________


(City)
        (State)
         (Zip)

Date Symptom Began: 







Guardian Information:  Parent or Guardian must complete this information if the patient is under 18 years of age.

Name:  ________________________________________
Date of Birth:________________

Relationship to Patient: ___________________________    SS#: ________-________-________

Address: (if different from above) __________________________________________________
Home Phone: (if different from above) _____________________ Cell: ____________________
Occupation:___________________________ Employer:________________________________

Employer Address:___________________________________ Phone:_____________________
In Case of Emergency: Please list another emergency contact.

Contact:_______________________ Relationship:_________________ Phone: _____________
INSURANCE INFORMATION

Please give your insurance card so that we can make a copy

Primary Insurance:

Patient Name: ​​​​__________________________________________ D.O.B.:_________________

Primary Insured: (if different) _____________________________________________________
Relationship to Patient: _____________________ D.O.B.:_____________  SS#:_____________
Name of Insurance Company: _____________________________________________________
ID#: ______________________________       Group #:____________________________

Insurance Company Address: _____________________________________________________

Subscriber Address: 











Secondary Insurance:

Name of Insured: _____________________________________________________
Relationship to Patient: _____________________ D.O.B.:_____________  SS#:_____________
Name of Insurance Company: _____________________________________________________
ID#: ______________________________       Group #:____________________________

Billing Address: _____________________________________________________
CONSENT TO TREATMENT

I acknowledge that I am voluntarily seeking treatment at Chicago Mind Solutions

 (CMS) and that I agree to this therapy and/or diagnostic work as it has been described to me.  I am knowledgeable about the services that I seek and aware of any risks, consequences and/ or benefits of this treatment plan.  I do hereby agree and consent to take part in this treatment.

I understand that no promises of a particular outcome are made to me in consenting to this treatment.  I acknowledge that effectively attaining my treatment goals require that I play an active role in developing and reviewing my treatment plan with my therapist.  

I am aware that I may discontinue services at any time, but that I will be responsible for paying for all services that have already been rendered.  I understand that successful termination of treatment is determined when the therapist and the patient agree that the goals of the treatment have been substantially reached.

I acknowledge that a minimum of 24 hours notice is required for cancellation of appointments.  If this notice is not received, the Responsible Party may be charged for the full amount of time that was reserved for the appointment at the rates agreed upon.  Insurance will not be billed for missed/cancelled appointments.  

I am aware that an agent of my insurance company or other third- party payer may be given information about the type, cost, date, and providers of any services or treatments I receive at Chicago Mind Solutions, LLC.  I understand that I am financially responsible for any covered or non-covered services as defined by my insurer.  I acknowledge that treatment may be stopped if payment for the services I have received is not made.  

My signature serves as my consent and agreement with the aforementioned statements.

PATIENT NAME:   __________________________________________________________

PATIENT SIGNATURE: _________________________________   DATE: ______________



(Signature of parent or guardian if patient is a minor)

WITNESS SIGNATURE: _________________________________  DATE: ______________
PATIENT PRIVACY NOTICE
The Department of Health and Human Services has established a “Privacy Rule” to help insure that personal information is protected for privacy.  The Privacy Rule was also created in order to provide a standard for certain health care providers to obtain their patients’ consent for uses and disclosures of health information about the patient to carry out treatment, payment, or health care operations.

As our patient, we want you to know that we respect the privacy of your personal medical records and will do all we can to secure and protect that privacy.  We strive to always take reasonable precautions to protect your privacy.  When it is appropriate and necessary, we provide the minimum necessary information to only those we feel are in need of your health care information and information about treatment, payment, or health care operations, in order to provide health care that is in your best interest.

We also want you to know that we support your full access to your personal medical records.  We may have indirect treatment relationships with you (such as laboratories that only interact with physicians and not patients), and may have to disclose personal health information for purposes of treatment, payment, or health care operations.  These entities are most often not required to obtain patient consent.

You may refuse to consent to the use or disclosure of your personal information, but this must be done in writing.  Under this law, we have the right to refuse to treat you should you choose to refuse to disclose your Personal Health Information (PHI).  If you choose to give consent in this document, at some future time you may request to refuse all or part of your PHI.  You may not revoke actions that have already been taken which relied on this or a previously signed consent.

If you have any objections to this form, please ask to speak with someone in our HIPAA Compliance Office.

You have the right to review our privacy notice, to request restrictions and revoke consent in writing after you have reviewed our privacy notice.

PATIENT NAME:   __________________________________________________________

PATIENT SIGNATURE: _________________________________   DATE: ______________



(Signature of parent or guardian if patient is a minor)

AUTHORIZATION FOR RELEASE OF INFORMATION

 (Please initial each appropriate statement)

___________  I authorize Chicago Mind Solutions, LLC. and appropriate professional staff to use, disclose, and release my personal health information for the purposes of diagnosing or providing treatment to me, obtaining payment for my care, or for the purposes of conducting the healthcare operations of the practice.

___________  I authorize payment to be made directly to Chicago Mind Solutions, LLC. for insurance benefits payable on my behalf.
___________  I authorize Chicago Mind Solutions, LLC. to release any information required in the process of applications for financial coverage of the services rendered.
___________  I authorize Chicago Mind Solutions, LLC. to discuss my treatment with referring agencies or persons (i.e., primary care physician)

___________  I authorize Chicago Mind Solutions, LLC. and appropriate professionals to contact the person designated by me in my patient information form in case of an emergency.

___________  I acknowledge that I have read the “Patient Privacy Notice” policy which includes my right to see and copy my record, to limit disclosure of my health information, and to request changes to my record as outlined in this policy.  I understand that I may revoke this consent for release of information, except to the extent to which Chicago Mind Solutions, LLC. has already made disclosures with my prior consent.

I have read and fully understand the authorization for releasing my health information.

PATIENT NAME:   __________________________________________________________

PATIENT SIGNATURE: _________________________________   DATE: ______________



(Signature of parent or guardian if patient is a minor)

WITNESS SIGNATURE: _________________________________  DATE: ______________

I, ___________________________________, hereby give permission to Chicago Mind Solutions, LLC. and  ___________________________ to release/ receive information 

that pertains to:

Name: ____________________________________________ Date of Birth:________________


(Patient name)

Beginning on: (Date) ____________________ and Ending on: (Date)______________________

The purpose of this disclosure is:

_____________________________________________________________________________

_____________________________________________________________________________

Materials to be release include:

_____________________________________________________________________________

Materials are to be released to:

_____________________________________________________________________________

It is understood that the refusal to consent means no information will be released.  This consent 

may be revoked at any time prior to the information being released.  This authorization is valid 

until _________________ (Date).

PATIENT SIGNATURE: _______________________________________________________

         


         (Signature of parent or guardian if patient is a minor)

DATE OF CONSENT: _________________________
WITNESS SIGNATURE: _________________________________  DATE: ______________

FINANCIAL POLICY

(Please initial each appropriate statement)

_____________  For value received the undersigned guarantor and/or patient (hereinafter the “Responsible Party”) promises to pay all charges incurred for services rendered to the responsible party.  I understand that the paperwork to complete insurance claims will be processed as a courtesy to me.

_____________  I understand that the ultimate completing and follow up of any claims is the responsibility of the Responsible Party.
_____________  If in the event that the Responsible Party’s insurance does not cover services (or any part thereof) the patient/Responsible Party acknowledges that they are responsible for payment in full within thirty (30) days of the date of service.
_____________  It is further agreed that the Responsible Party, in the event that monies received by CMS, LLC. from the insurance carrier which are at any time after their receipt withdrawn from CMS, LLC. by the insurance carrier, will be accountable for those monies then due and owing, and waives any defense for payment the Responsible Party may have against CMS, LLC.  

_____________  In the event that this account is turned over to an attorney for collection, the Responsible Party hereby agrees to pay all costs of collection including but not limited to, court costs and attorney’s fees.
_____________  The Responsible Party agrees that they are responsible for all direct costs and expenses associated with CMS, LLC. and its attorney responding to discovery requests (including depositions,  and subpoena duces tecum time and labor costs).  The Responsible party is also responsible for any costs that may be incurred due to conferences including, but not limited to court appearances, preparation of reports, photocopying, faxes, long distance telephone calls, out of office travel, overnight delivery and courier services, for any legal purposes.  These expenses are billed to the Responsible Party and the Responsible Party’s Attorney, but the Responsible Party remains responsible for payment of these charges if not paid in full within sixty (60) days.
PATIENT NAME:   __________________________________________________________

PATIENT SIGNATURE: _________________________________   DATE: ______________



(Signature of parent or guardian if patient is a minor)

WITNESS SIGNATURE: _________________________________  DATE: ______________

Dear Chicago Mind Solutions, LLC.  patient:

If you are unable to make your scheduled appointment kindly provide notice of cancellation of your appointment within 24 hours of the scheduled session.  If the appointment is not cancelled within 24 hours of the scheduled appointment you may be charged up to the full fee for the session.  Unfortunately, insurance companies typically refuse to pay for missed sessions.  Consequently, CMS does not charge insurance companies for missed appointments.  Exceptions may be made for emergencies and in these cases please notify your therapist as soon as possible.

Thank you for your cooperation and we look forward to serving you.

PATIENT NAME:   __________________________________________________________

PATIENT SIGNATURE: _________________________________   DATE: ____________



(Signature of parent or guardian if patient is a minor)

Credit Card Information

V/MC

#___________________________________

CVC Code______

Expiration Date ___________

Name on Card _____________________________________

I hereby authorize Chicago Mind Solutions, LLC. to bill my credit card for any outstanding payments due for services rendered and not covered by my insurance.  I understand that CMS  will contact me to attempt to resolve any outstanding payments prior to charging my card.

______________________________                                                    ________________

Signature








Date
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