PATIENT REGISTRATION FORM
Janesville Psychiatric Clinic

2640 Milton Avenue, Janesville, WI 53545
PATIENT INFORMATION
Name:_________________________________

Home Phone: (     )____________________
Date of Birth:______________Age:__________

Work Phone: (     )____________________
Address:
________________________________

Cell Phone: (     )______________________
_______________________________________

E-Mail:_____________________________
City/State/Zip:___________________________

Social Security #:_____________________
Employer:_______________________________

Male:___Female:___Marital Status:_______
Who referred you to us?____________________

Spouse:__________Date of Birth:________
BILLING INFORMATION (Responsible party or insurance car holder if other than self)

Name:__________________________________

Home Phone: (     )____________________
Date of Birth:____________________________

Work Phone: (     )_____________________
Address:
________________________________

Social Security #:_____________________
_______________________________________

Male:______ Female:_______
City/State/Zip:___________________________

Employer:___________________________
INSURANCE INFORMATION

PRIMARY INSURANCE



SECONDARY INSURANCE
Name:___________________________________

Name:______________________________

Address:
_________________________________

Address:____________________________

________________________________________

____________________________________
Phone #:
_________________________________

Phone #:____________________________

ID or Subscriber #:_________________________

ID or Subscriber #:____________________
ASSIGNMENT OF INSURANCE BENEFITS

I hereby assign all medical and psychotherapy benefits to which I am entitled (including Medicare, private insurance and/or other health plan benefits) to Janesville Psychiatric Clinic. This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as the original copy. I understand that I financially responsible for all charges. I hereby authorize said assignee (JPC) to release all information necessary to secure payment on behalf.
NOTE

Please understand that when you see a psychotherapist or doctor for the initial evaluation, you are being evaluated for compatibility between you, the patient and JPC, the treating facility to determine if we are able to provide you the treatment needed. You will be in formed if we are not able to accept you as a patient.
EMERGENCY CONTACT
Bill Hollingsworth

(608) 921-1921 or (608) 921-8544

_______________________________________

____________________
Patient Signature (14 years or older)



Date
_______________________________________

____________________
Signature of Responsible Party (if patient is a minor)
Date

WELCOME TO JANESVILLE PSYCHIATRIC CLINIC
Janesville Psychiatric Clinic is an outpatient treatment facility certified by the State of Wisconsin Certification that guarantees you are being served by a qualified staff, that we operate ethically and follow approved treatment and administrative procedures. Your signature is requested at the end of this packet to indicate your understanding and willingness to participate and abide by these policies. We take pride in our training, knowledge, and capabilities. We are dedicated to giving you quality care.
Fee & Billing Information

Initial visit fee:






Each visit after:
Psychiatrist: $280.00





Psychiatrist: $110.00-$160.00
Psychologist: $190.00





Psychologist: $170.00
Psychotherapist: $175.00
         Group: $90.00

Psychotherapist: $150.00


It is your responsibility to contact your insurance carrier to determine if you insurance will cover outpatient mental health services and if precertification is required for payment. Please make sure to verify deductibles, reimbursement rates, co-payments, and precertification requirements. We will submit claims to your insurance carrier. Co-payments are due at each date of service. Any unpaid balances over 60 days may be subject to a 1.5% interest charge. In the event of outstanding accounts, account confidentiality is waived and collection proceedings may be required.
Cancellation Policy

Psychotherapy sessions and testing must be cancelled a day in advance of the appointment. The charges for failed appointments are left to the discretion of the individual Therapists and Psychologists. After three failed appointments you may be discharged from the clinic by the Therapist or Psychologist.

A cancellation fee of $90.00 will be charged for any Dr. Hann appointments not cancelled a day in advance. (Unless there is extenuating circumstances) Patients that miss more than three appointments with Dr. Hann will be discharged form Dr. Hann’s care.

Please not that private and public insurance carriers including Medical Assistance, HMO plans, or other services writers will not pay for cancelled or failed appointment fees.

I authorize Janesville Psychiatric Clinic to submit insurance claims on my behalf and request payment be made to Janesville Psychiatric Clinic for services furnished to me. I authorize information about me to be released to my insurance company, only information needed to determine services. I accept responsibility for payment if my insurance carrier does not concede coverage. I have read the above policy on fees, billing information and cancellation policy. I understand and acknowledge the above. 
_______________________________________

_____________________
Patient or Responsible Party Signature


Date

_______________________________________

_____________________
Witness Signature





Date

Janesville Psychiatric Clinic

2640 Milton Avenue, Janesville, WI 53545

MASTER TREATMENT PLAN CONSENT

I understand I am an active participant in my treatment process. This includes identifying problems and concerns, developing a plan of treatment, and working towards resolution of identified problems on an ongoing basis. This includes seeing a psychotherapist and/or psychologist and medication therapy by the psychiatrist.

CONSENT FOR MENTAL HEALTH TREATMENT OF A MINOR

I understand my child and myself are active participants in my child’s treatment process. This includes identifying problems and concerns, developing a plan of treatment, and working towards resolution of identified problems on an ongoing basis. This includes seeing a psychotherapist and/or psychologist and medication therapy by the psychiatrist.
PATIENT BILL OF RIGHTS

As a patient of Janesville Psychiatric Clinic Outpatient Mental Health and Addiction Treatment Services, you have the following rights:


To be informed of your Bill of Rights.


To confidentiality of conversations and medical records.


To have access to your medical records.


To petition a court according to law.


To participate in the development of the treatment plan.


To the least restrictive treatment conditions necessary.

Upon request, to receive information from your therapist regarding alternative


methods of treatment.


To terminate services at any time.


To refuse to be filmed or taped.

To file a grievance. A grievance must be filed in writing within 45 days of incident/issue, and be submitted to the client rights specialist. Your grievance may then be reviewed by a neutral arbitration mediator (USA & M of Wisconsin).

I acknowledge that I have been informed of my rights as stated above.

_______________________________________

_____________________
Patient Signature or Responsible Party


Date

APPOINTMENT REMINDERS AND HEALTH CARE INFORMATION AUTHORIZATION

Your doctor or therapist and members of the practice staff may need to use your name, address, phone number, and your clinical records to contact you with appointment reminders, information about treatment alternatives, or other health related information that may be of interest to you. If this contact is made by phone and you are not available, a message will be left on your answering machine or with the person answering the phone. By signing this form you are giving us authorization to contact you with individuals at your home or place of employment.

In the case of couple, conjoint and/or family therapy, by signing this form you are giving us the authorization to leave messages and discuss with other members of your couple, family and conjoint group certain issues. These commonly discussed issues include therapeutic session information i.e., appointment, medications, and/or other commonly discussed treatment issues like homework or what was discussed in the previous sessions.

You may restrict individuals or organizations to which your healthcare information is released or you may revoke your authorization to us at any time, however, your revocation must be in writing.

Information that we use or disclose based on the authorization you are giving us may be subject to re-disclosure by anyone who had access to the reminder or other information and may no longer be protected by federal privacy rules.
You have the right to refuse to give this authorization. If you do not give us authorization, it will not affect the treatment we provide to you or the methods we use to obtain reimbursement for your care. You may inspect or copy the information that we use to contact you to provide appointment reminders.

I authorize you to use or disclose my health information in the manner described above. I am also acknowledging that I have received a copy of this authorization.

_________________________________________

_____________________
Patient Signature





Date

_________________________________________
Patient Name Printed

_________________________________________
Signature of Responsible Party (if patient is a minor)
Janesville Psychiatric Clinic

Couple/Family Therapy Policy

This policy is intended to inform you, the participants in therapy, that when I agree to treat a couple or family, I consider that couple or family (the treatment unit) to be the patient.  For instance, if there is a request for the treatment records of the couple or the family, I will seek the authorization of all members of the treatment unit before I release confidential information to third parties.  Also, if my records are subpoenaed, I will assert the psychotherapist-patient privilege on behalf of the patient (treatment unit).

During the course of my work with a couple or a family, I may see a smaller part of the treatment unit such as an individual or two siblings for one or more sessions.  These sessions should be seen by you as a part of the work that I am doing with the family or couple, unless otherwise indicated.  If you are involved in one or more of such sessions with me, please understand that generally these sessions are confidential in the sense that I will not release any confidential information to a third party unless I am required by law to do so or unless I have your written authorization.  In fact, since those sessions can and should be considered a part of the treatment of the couple or family, I would also seek the authorization of the other individuals in the treatment unit before releasing confidential information to a third party.

However, I may need to share information learned in an individual session (or a session with only a portion of the treatment unit being present) with the entire treatment unit – this is, the family or the couple, if I am to effectively serve the unit being treated.  I will use my best judgement as to whether, when, and to what extent I will make disclosures to the treatment unit, and will also, if appropriate, first give the individual or the smaller part of the treatment unit being seen the opportunity  to make the disclosure.  If you feel it necessary to talk about matters that you absolutely do not want to be shared with anyone, you might want to consult with an individual therapist who can treat you individually.

This policy is intended to allow me to continue to treat the couple or family, and to prevent a conflict of interest to arise where an individual’s interests may not be consistent with the interests of the unit being treated.  For instance, information learned in the course of an individual session may be relevant or even essential to the proper treatment of the couple or the family.  If I am not free to exercise my clinical judgement regarding the need to bring this information to the family or the couple during their therapy, I might be placed in a situation where I will have to terminate treatment of the couple or the family.  This policy is intended to prevent the need for such termination.

We, the members of the ____________________ (couple/family or other unit) being seen, acknowledge by our individual signatures below, that each of us has read this policy, that we understand it, that we have had an opportunity to discuss its contents with _______________ (therapist), and that we enter couple/family therapy in agreement with this policy.

Signature _________________________________Date: ________________________

Signature _________________________________Date: ________________________

Signature _________________________________Date: ________________________

Signature _________________________________Date: ________________________

