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IN CASE OF AN EMERGENCY NOTIFY?

1. Name:_____________________________________  Relationship __________________________

Home #____________________________________  Cell #________________________________

2. Name: ____________________________________   Relationship ___________________________

Home # ___________________________________   Cell # ________________________________
I authorize Ironbridge Counseling and Wellness Associates or the therapist to provide treatment to me (or my dependent).  I request that payment of authorized Medicare and other Insurance benefits be made on my behalf to the treating therapist.  I authorize my treating therapist to release medical information necessary to process my claims.  I agree to pay insurance Co-payments and any insurance deductible AT THE TIME SERVICE IS RENDERED.  If my account is referred to a collection agency, I agree to pay all costs of collection and expenses including attorney or agency fees.  In the case of divorced parents if the legally responsible party does not respond, the responsibility for the payment of fees falls to the parent who arranged the therapist’s services.  If authorizations are required by my insurance, I agree that I must call my insurance company to obtain that authorization prior to or on the date of my initial appointment, otherwise, I accept responsibility for full payment.  I agree that a photocopy of this form shall be considered as valid as the original.  I acknowledge that I have received a copy of the General Policies of Ironbridge Counseling and Wellness Associates.  I agree to the terms and conditions of these policies to include payment for missed appointments if 24-Hour cancellation notice is not given.   (Please Note:  Insurance Companies Do Not Pay Any Portion of Fees for Missed Appointments).
____________________________________________      _________________________

Client/Responsible Party Signature                                      Date

____________________________________________      _________________________

Witnessed By Office Staff, Therapist                                   Date

