Jill Standley APRN, MSN, PMHNP-BC

HIPAA Compliance Patient Consent Form
Our Notice of Privacy Practices provides information about how we may use or disclose protected health information.
The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your signature that you
have reviewed our notice before signing this consent.
The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date.
You have the right to restrict how your protected health information is used and disclosed for treatment, payment or healthcare
operations. We are not required to agree with this restriction, but if we do, we shall honor this agreement. The HIPAA (Health
Insurance Portability and Accountability Act of 1996) law allows for the use of the information for treatment, payment, or
healthcare operations.
By signing this form, you consent to our use and disclosure of your protected healthcare information and potentially anonymous
usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such a revocation will not
be retroactive.
By signing this form, I understand that:






Protected health information may be disclosed or used for treatment, payment, or healthcare operations.
The practice reserves the right to change the privacy policy as allowed by law.
The practice has the right to restrict the use of the information but the practice does not have to agree to those
restrictions.
The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.
The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, or send a text to you to confirm appointments?

YES

NO

May we leave a message on your answering machine at home or on your cell phone?

YES

NO

May we discuss your medical condition with any member of your family?

YES

NO

If YES, please name the members allowed:
___________________________________________________________________________________________________
___________________________________________________________________________________________________

This consent was signed by: ____________________________________________________
(PRINT NAME PLEASE)
Signature: ________________________________________________________________

Date: _________________

Witness: _________________________________________________________________

Date: _________________

Clarity Mental Health, LLC
Office Policies
Welcome to Clarity Mental Health, LLC. Your agreement to the following terms and conditions is
required for you/your child to receive professional services from me. If you do not agree, I will be
glad to give you referrals to other providers.
Clinical services
You consent for yourself/your child to receive a comprehensive diagnostic assessment. At the end
of the evaluation, we will mutually decide if we will continue treatment together.
If there is a potential of any physical danger to you, your child, or others, you will call 911
immediately or go to the closest emergency room.
Note I do not have admitting privileges, nor am I affiliated with or on staff at any hospital; however,
Northcrest Medical Center has agreed to accept patients under my name if needed, and will be
managed accordingly by their hospitalist staff. That being said, it is your choice as a patient to utilize
the hospital of your choice should the need arise. Should I deem more intensive services are
needed than I can provide, I will do my best to ensure safety and obtain the appropriate level of care,
but I cannot provide that care directly and cannot guarantee the receipt or quality of care that others
provide.
All communication and clinical treatment will be documented in the patient chart. Both the law and
the standards of the profession require such. You are entitled to receive a copy of these records
unless I believe that seeing them would be emotionally damaging. If this is the case, I will be happy
to provide the records to an appropriate mental health professional of your choice or to prepare an
appropriate summary instead. Because client records are professional documents, they can be
misinterpreted and can be upsetting. If you wish to see the records, it is best to review them with me
so that we can discuss their content.
If you or your child is seeing me for medication management only:
● You will contact your/your child's therapist first for any emergency or crisis, unless it may be
medication related.
● You will inform me if you/your child are/am considering stopping therapy, or have actually stopped
● You/your child will see me in person no less than every 3 months for
follow-ups.
● If receiving stimulant medication for the treatment of ADD/ADHD your child will be seen no later
than 30 days after their initial appointment, and at a minimum of every six months thereafter.
Psychotherapy has both benefits and risks. Possible risks include the experience of uncomfortable
feelings (such as sadness, guilt, anxiety, anger, frustration, loneliness, or helplessness) or the recall
of unpleasant events. Potential benefits include a reduction in feelings of distress, better
relationships, better problem-solving and coping skills, and resolution of specific problems. Given the
nature of psychotherapy, no guarantees can be made regarding the outcome.
Confidentiality
There is no guarantee of confidentiality under the following conditions:
● If I suspect you/your child are/is in imminent danger of harm to self or others, or a child or elderly
person is being abused or neglected (as I am a mandated reporter)
● If a court orders a release of information
● If you initiate a malpractice lawsuit, or a billing dispute with a financial institution
● If your insurance company requests to review your/your child’s case
● If you pay by credit card, my name may appear on your credit card statement
● If you do not pay your bill, your balance due statement (including diagnostic and procedural codes)

may be sent to a collections agency or other responsible party
● Between me and my administrative staff, or colleagues with whom I consult professionally
You confirm you have reviewed my HIPAA privacy practices, available to you as a separate form.
Payment
You agree to pay professional fees as my fee schedule applies. Fee schedule is available if
requested.
for in-network providers
For in-network services, I will submit claims on your behalf as a courtesy, but there is no guarantee
that your insurance will pay. You are responsible for full payment, whether your insurance company
ends up paying partially, or not at all, for services rendered unless otherwise prohibited by your
insurance company.
You agree to pay for any time spent in your or your child's care outside of session time on a prorated
basis (unless otherwise detailed below). Unfortunately, insurance companies typically do not
reimburse for this. Some examples include, but are not limited to:
● No shows/rescheduling with less than 24 business hours notice: minimum $50 service charge.
For example, if you or your child’s appointment is on Monday at 4pm, you will communicate your
cancellation no later than the previous Friday at 4pm; if an appointment is on Tuesday at 10am,
you will communicate no later than Monday at 10am.
● Phone calls, messages in the patient portal, voicemails, letters, video sessions and texts between
me and: you, your child, or other physicians, therapists, teachers, family members, insurance
companies, etc.
● Prescription refills outside of session time
● Time spent obtaining prior authorizations
● Coordination of care for emergencies, hospitalization, intensive outpatient, residential treatment,
rehabilitation, etc.
● All forms (insurance, worker’s compensation, school, employer; doctor’s notes, letters, or reports)
and chart reviews not filled out in session
● Testimony in court, at depositions, administrative hearings, board reviews, and all time required for
preparation and travel, whether requested by you or ordered by a court,
board, government agency or other legal authority
● There is a $5 late fee for balances more than 30 days past due, and they may be submitted to
collections after 30 days, along with any associated collections fees
● There is a $25 fee for returned checks (which will also result in your credit card automatically being
run for the balance due) and for credit card chargebacks that are unsubstantiated
You are financially responsible for all charges, whether or not:
● Insurance pays for any services
● We decide to proceed with treatment
● Treatment is successful, for which there cannot be any guarantee
You affirm you are an authorized user of the credit card whose number and expiration date supplied,
and you do authorize its use for all fees incurred.
I confirm I have read the above and agree to these terms and conditions.

_____________________________________________________
Patient/Parent Signature

_________________
Date

Jill Standley APRN, MSN, PMHNP-BC

FINANCIAL AGREEMENT: I agree to pay for services rendered according to this health care provider’s rates
and terms. I understand the services rendered may not be considered eligible for benefits (e.g., services may be
determined to be not medically necessary, non-covered or investigational) by my health insurer. I understand
that my health insurance coverage has certain restrictions and limitations, such as authorization requirements,
and non-covered services. I understand that I am financially responsible for all related charges not covered by
my insurance. If insurance payment is not received after 45 days, the balance in full becomes my responsibility.
Accounts are payable in full at time of billing and I may be required to pay interest on any unpaid past due
balance. If this account is referred to an agency or attorney for collection, I agree to pay agency and attorney fees,
whether or not a lawsuit is filed. Both collection agency fees and attorney fees will increase my balance.
ASSIGNMENT OF INSURANCE BENEFITS: I authorize payment directly to this health care provider and/ or
agents of this health care provider relating to any/all insurance or health plan benefits.
RESPONSIBILITY FOR PERSONAL PROPERTY: I agree that this health care provider, or his/her agents are
not responsible for my personal items. I hereby release the health care provider from all responsibility relative to
the loss and/or damage to money and/ or valuables and/or property.
FINANCIAL CERTIFICATION: I certify the information given by me is correct and I have read and consent
to the terms of financial agreement. I am the patient or I am authorized as the patient’s agent or representative to
execute the above and accept its terms on behalf of the patient, or I assume individually all financial
responsibility by signing below.
CANCELLATION POLICY: I acknowledge I have been informed of the following: all cancellations must be
made 24 hours prior to your scheduled appointment. Failure to cancel within 24 hours may result in a charge
up to the full session fee for the missed appointment, no less than $50.00. This charge is NOT billable to
insurance and is the patient’s responsibility. An appointment for Monday needs to be canceled before close of
business on the Friday before, in order to avoid a missed appointment charge. I also acknowledge that late
arrivals, further described below, are subject to cancellation fees.
LATE ARRIVALS: I acknowledge an understanding that if I arrive to my scheduled appointment greater than
10 minutes late for follow-up appointments and 15 minutes late for initial appointments, my appointment may
need to be re-scheduled if full services are unable to be performed in the alloted remaining time. If my
appointment needs to be re-scheduled because of my late arrival, I understand I will be expected to cover the fees
associated with that appointment in accordance with the cancellation policy listed above.

Patient Signature or Person Assuming Financial Responsibility
Please print name

Date

Updated: 01/01/2022

Clarity Mental Health, LLC
Patient Cancellation/No Show Policy
Clarity Mental Health, LLC is committed to providing exceptional, quality care; however, this is impossible
without consistent follow-up visits with your Clarity Mental Health provider. No shows and late
cancellations are costly to the practice and limit access to care for other patients. Your appointment time
has been reserved for you; therefore, please have the courtesy to attend your follow-up visits as
scheduled.
If you cannot keep your appointment, contact us to cancel/reschedule in accordance
with practice policy.
Clarity Mental Health, LLC Patient Cancellation and No Show* Policy:
1. All no call/no show appointments are billed based off of the time allotted for your appointment and are
applied as follows: $50 fee for a 15 minute appointment, $75 fee for a 20 minute appointment, $100
fee for a 30+ minute appointment.
Please note, this fee is billed directly to the you, and is not reimbursable by your insurance. Failure to
pay this fee may result in discharge from this clinic. Emergency cancellations are addressed on a case
by case basis by your individual provider.
2. After three missed scheduled appointments, the patient will be discharged from the practice.
It is the patient’s responsibility to notify Clarity Mental Health, LLC of a cancellation at least 24 hours (one
business day) in advance of the scheduled appointment to avoid the no show fee. Appointments canceled
less than 24 hours in advance are considered a no show and will be charged according to the above listed
fee schedule.
* No shows are calculated based on a consecutive 12-month period.
Please arrive 15 minutes prior to your appointment to complete the check-in process. Appointments are
time based. If you arrive more after your scheduled appointment time, you may be asked to
reschedule and will be charged a no show fee in accordance with the above listed fee schedule.
NOTE: We understand emergencies arise from time to time, and a late cancellation may not be avoided, in
which case Clarity Mental Health staff will review emergency situations on a case-by-case basis.

I have read and understand the Clarity Mental Health, LLC patient cancellation and no show policy:

Patient Name (PRINT)

Patient Name (SIGN)

Date

Please notify receptionist if you would like a copy of this form for your records.
Clarity Mental Health, LLC  1820 Haynes Street  Clarksville, TN 37043  (P) 931-245-1500

Jill Standley APRN, MSN, PMHNP-BC

Social Media and Internet Reviews
Internet sites such as Google, Yahoo, Yelp, and Facebook can be great ways to locate services within the area,
and at times patients opt to post reviews of the services received. While we understand it is your right to post
reviews as you may feel fit, please give us the opportunity to address concerns with you before turning to the
Internet to comment negatively.
We are a small, independently owned business with the best interest in mind for all of our patients. Giving us
the opportunity to "right our wrongs" helps us to improve our services to others. If we are unable to come to a
mutual agreement, and you feel it is necessary to review us negatively online, please be aware that doing so
provides the public knowledge that you were seen as a patient at our clinic. As a healthcare facility, we make
every effort to maintain strict confidentiality of our patients, but we cannot guarantee your confidentiality if
you chose to discuss your involvement with our clinic in an online capacity. Should we feel we need to reply to
any comments left, we will ensure we do not confirm/deny our actual services to you, but we may reply in a way
that addresses the concern, while still maintaining HIPPA standards.
Patients who leave offensive, or otherwise derogatory comments while still receiving services at our clinic may
be subject to immediate discharge.
Comments found to be untrue and/or repetitive in nature may result in a "cease and desist" letter by our legal
team.

By signing below you certify you have read and understand the above.

_________________________________
Patient Signature

____________________________
Date

PATIENT HEALTH QUESTIONNAIRE-9
(PHQ-9)
Over the last 2 weeks, how often have you been bothered
by any of the following problems?
(Use “✔” to indicate your answer)

Not at all

Several
days

More
than half
the days

Nearly
every
day

1. Little interest or pleasure in doing things

0

1

2

3

2. Feeling down, depressed, or hopeless

0

1

2

3

3. Trouble falling or staying asleep, or sleeping too much

0

1

2

3

4. Feeling tired or having little energy

0

1

2

3

5. Poor appetite or overeating

0

1

2

3

6. Feeling bad about yourself — or that you are a failure or
have let yourself or your family down

0

1

2

3

7. Trouble concentrating on things, such as reading the
newspaper or watching television

0

1

2

3

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite — being so fidgety or restless
that you have been moving around a lot more than usual

0

1

2

3

9. Thoughts that you would be better off dead or of hurting
yourself in some way

0

1

2

3

FOR OFFICE CODING

0

+ ______ + ______ + ______
=Total Score: ______

If you checked off any problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?
Not difficult
at all

Somewhat
difficult

Very
difficult

Extremely
difficult

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from
Pfizer Inc. No permission required to reproduce, translate, display or distribute.

Jill Standley APRN, MSN, PMHNP-BC

How Can We Help You Today?
Welcome to Clarity Mental Health, LLC. We appreciate you choosing us to help you address the
mental/behavioral health concerns you have concerning yourself or your child. Please take a
moment to fill out the sections below so your provider has a brief understanding of your needs.
1. Why are you seeking care today?
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
2. Approximately how long have you/your child, been experiencing this issue?
____________________________________________________________________________
____________________________________________________________________________
3. Have you been seen by another provider for this issue in the past? If so, please list the name/
dates of your provider(s) and service.
____________________________________________________________________________
____________________________________________________________________________
4. Please list any current medications below:
Medication
______________
______________
______________
______________

Dose
__________
__________
__________
__________

Medication
________________
________________
________________
________________

Dose
__________
__________
__________
__________

5. If you/your child have tried any other mental health related medications in the
past, please list those below.
Medication
_______________
_______________
_______________
_______________
_______________
_______________
_______________

Dose
_______
_______
_______
_______
_______
_______
_______

Duration Taken
______________
______________
______________
______________
______________
______________
______________

Reason Stopped
________________________
________________________
________________________
________________________
________________________
________________________
________________________

6. Is there anything else you feel we need to know in order to properly address your
mental health concerns today?
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

Jill Standley APRN, MSN, PMHNP-BC

Patient Demographic Form
Please PRINT

PATIENT INFORMATION
Last Name

First Name

Date of Birth

Social Security Number

Marital
Status

 Married

 Single

Race

 Black –
Non Hispanic

 American Indian/
Alaskan Native

(Optional)

 Divorced

Home Address
Home Phone
Email Address

Middle Initial

Gender  Male

 Life Partner

 Separated

 Widowed

 Other

 Hispanic

 Asian/Pacific
Islander

 White –
Non Hispanic

 Other

Apt #

State

Work Phone

 Female

Language other than English

City

Mobile Phone

Nickname/AKA

Zip Code

Which phone may we leave a detailed voicemail
 Home  Mobile  Work

Employment  Active Duty Military  Employed Full-Time  Not Employed  Student Full-Time
 Employed Part-Time  Retired
 Student Part-Time
 Child
Status
 Disabled
 Homemaker
 Self Employed  Other

INSURANCE INFORMATION
Primary Insurance:______________________________

Policy #:__________________________

Group #:__________________________

Subscriber Name:_______________________________

DOB:_____________________________

SSN:_____________________________

Secondary Insurance:____________________________

Policy #:__________________________

Group #:__________________________

Subscriber Name:________________________________ DOB:_____________________________

SSN:_____________________________

RESPONSIBLE PARTY (GUARANTOR) INFORMATION
Relationship to Patient

 Self (If self, skip to Emergency / Next of Kin)

 Spouse

Last Name

First Name

Date of Birth

Social Security Number

Home Address

Apt #

Home Phone

Work Phone

 Parent

 Other
Middle Initial

City

State

Zip Code

Other Phone
 Cell  Pager  Fax

If patient is under the age of 18, are you legally authorized to consent for treatment?

 Yes, I am the child's legal guardian
 No, I am not the child's legal guardian

If you answered "no" to the above, please list the name and contact
number of the child's legal guardian (consent is required before treatment).

EMERGENCY / NEXT OF KIN CONTACT INFORMATION
Last Name

First Name

Address

Apt #

Home Phone

Relationship to
Patient
City

State

Zip Code

Work Phone

Mobile Phone

PREFERRED PHARMACY
Pharmacy Name
Address
Phone Number

City

State

Zip Code

