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CONSENT FOR TREATMENT AND FINANCIAL AUTHORIZATION FOR SERVICES

	GENERAL CONSENT FOR TREATMENT

I, the undersigned, am the client (or the client’s duty authorized representative) and do hereby voluntarily consent to and AUTHORIZE MENTAL HEALTH AN/OR DRUG AND/OR ALCOHOL ABUSE CARE AND TREATMENT FROM SAMARITAN BEHAVIORAL HEALTH, INC. which includes crisis intervention and /or assessment services performed by the Samaritan CrisisCare.

This agreement also will serve as the basis for determination of who is responsible for payment for services provided by Samaritan Behavioral Health, Inc. to the client.  I understand that all information will be kept confidential consistent with Federal and State laws.

Signature of client or legal representative or agent 

date 


	RELEASE OF INFORMATION

I understand my insurance company may need to know about me and the care I receive before it will pay my bill.   I AUTHORIZE SAMARITAN BEHAVIORAL HEALTH, INC. TO GIVE ANY INFORMATION ABOUT MY TREATMENT FOR MENTAL HEALTH AND/OR DRUG AND/OR ALCOHOL ABUSE CONDITION, TO MY INSURANCE COMPANY OR OTHER PAYER FOR THIS VISIT TO DETERMINE WHETHER THEY ARE LIABLE TO PAY MY BILL.

I understand I may be eligible to receive services that are paid or partially paid by public funds.  I AUTHORIZE SAMARITAN BEHAVIORAL HEALTH, INC. TO DISCLOSE THE ADAMHS BOARD FOR MONTGOMERY COUNTY (ALCOHOL, DRUG ADDICITION AND MENTAL HEALTH SERVICES BOARD) (ODADAS) AND OHIO DEPARTMENT OF MENTAL HEALTH (ODMH) AND THE AoD/MH/ADAMHS BOARD FOR  
_________________________COUNTY (fill in blank if applicable), INFORMATION REQUIRED BY U.S.C. 290AA-11 509 ODADAS, ODMH, and the ADAMHS Board for Montgomery County or the Preble County Mental Health and Recovery Board to enroll me in the  

County Behavioral Health Service Plan through the MACSIS CLAIMS SYSTEMS, TO DETERMINE MY ELIGIBILITY FOR PUBLIC FUNDS AND PAY SAMARITAN BEHAVIORAL HEALTH, INC. for service.

The purpose of the disclosure authorized herein is to enroll me in the Montgomery or Preble County Behavioral Health Services Plan through the MACSIS Claims system to determine my eligibility for public funds and pay SAMARITAN BEHAVIORAL HEALTH, INC. for services.  I also understand that failure to sign the disclosure statement, the AoD/MH/ADAMHS Board may not be able to use public funds to pay for my services.

I understand that my records are protected under the federal regulations governing confidentiality of alcohol and drug abuse patient records, 42 CFR Part 23, and cannot be disclosed without my written consent unless otherwise provided for in the regulations.

I understand that I may revoke this consent at any time except to the extent that action has been taken and reliance on it, and that in any event, this consent expires automatically after 365 days after my last treatment or discharge, completion of treatment, or last day of treatment.

Signature of client or legal representative or agent 

date 


	FINANCIAL AUTHORIZATION

I authorize payment directly to Samaritan Behavioral Health, Inc. of the benefits herein specified and otherwise payable to me but not to exceed the regular charges.  I understand that I am responsible for all charges until the bills are paid in full and for the balance of charges not covered by insurance.

If I should qualify for partial public funding, I understand I am responsible for the portion of the charge that the AoD/MH/ADAMHS Board does not cover.

MEDICARE PATIENTS ONLY – I CERTIFY THAT THE INFORMATION GIVEN BY ME IN APPLYING FOR PAYMENT UNDER TITLE XVIII OF THE SOCIAL SECURITY ACT IS CORRECT.  I authorize Samaritan Behavioral Health, Inc. to release to the Social Security Administration and/or Medicare program any information needed for this or a related Medicare.  If for any reason Medicare (or my insurance company) denies payment, I authorize Samaritan Behavioral Health, Inc. to act on my behalf to appeal for payment.

SUBSIDY FEE AGREEMENT

If it is determined that I am financially eligible to receive a fee SUBSIDY for the service(s) I may receive, I agree to accept the following responsibilities in exchange for the fee subsidy.

I WILL PAY THE REDUCED FEE AT THE TIME OF EACH VISIT.

Samaritan Behavioral Health, Inc. will bill my insurance or the AoD/MH/ADMHS Board of my resident county as payer of services.

If my insurance fails to pay all or any part of my claim, I agree to furnish written proof of this reject to Samaritan Behavioral Health, Inc.

I AGREE TO, AND ACCEPT RESPONSIBILITY FOR THE SUBSIDY FEE DISCOUNT OF                      (This may change, subject to the final approval of your County Behavioral Healthcare Board.)

My signature, or that of my authorized representative, indicates that I have read, understand and agree with the above conditions and have provided accurate information.

Signature of Client or Signature of Client’s Legal Representative or Agent / Date

Witness (Signature of SBHI employee) / Date

	Client Name___________________________________   ID/File # ______________________________
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