NOTICE OF PRIVACY PRACTICES

NEW DIRECTION PSYCHIATRIC SERVICES, LLC


In order to provide you with the best services available, it is important to inform you of the following:

Releasing any information pertaining to our patients without the patients signed release will not occur EXCEPT in the case of a Court subpoena or as requested by your insurance company.  We acknowledge and aim to maintain your confidentiality regarding your treatment.

At the time of your appointment, you will be expected to pay whatever is your assigned co-payment, or any amount not covered by your insurance company.

For prescription refills, please allow a 48-hour turnaround time after you have contacted your pharmacy for prescription refills and they fax these requests to our office.

Unless you have an EMERGENCY, 24-hour notice is required for cancellations or you will be charged for the missed appointment.

Please inform our receptionist of any changes in your insurance prior to your next appointment so as to prevent a denial of payment or your information going to the wrong insurance company.  

Keep us up-to-date on your address and telephone number in case we need to communicate outside of your appointment times.

If you need forms filled out by your doctor, please schedule an appointment as he will not be able to complete these without the patient present.

I have been offered a copy of New Direction Notice of Privacy Practices


I have read and fully understand the above information and agree to comply with these requests.


______________________________________
Please print patient’s name


_______________________________________		________________________
Patient/Parent/Legal Guardian				Date

NOTICE OF PRIVACY PRACTICES

 

 

NEW DIRECTION PSYCHIATRIC 

SERVICES

, LLC

 

 

 

In order to provide you

 

with the best services 

available

,

 

it is important to inform you of 

the following:

 

 

Releasing any information pertaining to our patients without the patients signed release 

will not occur EXCEPT in the case of a Court 

subpoena

 

or as reque

sted by your 

insurance company.  We acknowledge and aim to maintain your confidentiality regarding 

your treatment.

 

 

At the time of your appointment, you will be expected to pay whatever is your assigned 

co

-

payment, or any amount not covered by your insuran

ce company.

 

 

For prescription refills, please allow a 48

-

hour 

turnaround

 

time 

after you have contacted 

your pharmacy for prescription refills and they fax these requests to our office.

 

 

Unless you have an EMERGENCY, 

24

-

hour 

notice

 

is required for c

ancellations or you 

will be 

charged

 

for the missed appointment.

 

 

Please inform our receptionist of any changes in your insurance prior to your next 

appointment so as to prevent 

a

 

denial of payment 

or your information going to the wrong 

insurance company

.  

 

 

Keep us up

-

to

-

date on your address and telephone number in case we need to 

communicate outside of your appointment times.

 

 

If you need forms filled out by your doctor, please schedule an appointment as he will not 

be able to comp

lete these without the patient present.

 

 

I have been offered a copy of New Direction 

Notice

 

of Privacy Practices

 

 

 

I have read and fully understand the above information and agree to comply with these 

requests.

 

 

 

______________________________________

 

Please print patient

’

s name

 

 

 

_______________________________________

 

 

________________________

 

Patient/Parent/Legal Guardian

 

 

 

 

Date

 

