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PINE REST CHRISTIAN MENTAL HEALTH SERVICES  

Consent for Outpatient Treatment and Financial Agreement 

 

CONSENT 

About My Treatment/Assessment: 

 Voluntary. I am voluntarily consenting to treatment or assessment for the named patient. 

 Risks and Benefits. I understand that no guarantees have been made to me about the results of the 

treatment or assessment; I understand the plan for treatment/assessment, and understand the potential risks 

and benefits of the treatment/assessment. 

 My Responsibility. I understand that it is my responsibility to inform my, or the patient’s, therapist or 

physician if there are any significant changes in my, or the patient’s physical or emotional condition.  

 I understand that I have the right to terminate my treatment with my therapist/physician at any time I 

choose to do. 

 I acknowledge that I have received copies of the Patient Rights Summary and Outpatient Treatment 

Expectations documents for my review and that staff can clarify any questions that I may have. 

 

About Confidentiality and its Limits: 

 Our Responsibilities Regarding Your Information. I acknowledge that I have had the opportunity to 

receive a copy of the organization’s Notice of Privacy Practices.  I understand that the practices outlined in 

this document (as updated from time-to-time) will be followed concerning my confidential information. 

 Abuse of Children and Vulnerable Adults. I understand that if a patient states or suggests that he or she 

is abusing or has recently abused a child or vulnerable (incompetent, mentally disabled or otherwise 

restricted) adult, or a child or vulnerable adult is in danger of abuse, health care professionals are required 

by law to report this information to the appropriate social service and/or legal authorities. 

 Duty to Warn and Protect. I understand that if a patient discloses intentions or a plan to harm another 

person and has the ability to carry out that plan, health care professionals are required to warn the intended 

victim and report this information to legal authorities.  In situations where a patient clearly indicates plans 

to harm him/herself, that health care professional is required to notify appropriate authorities or family 

members. 

 Medication History. I authorize Pine Rest to request my prescription medication history from other health 

care providers and/or third party pharmacy benefit payers through the ePrescribing system and to utilize it 

for treatment purposes. This authorization may be revoked, in writing, at any time. 

 Insurance Companies or Contracted Payers. I give permission to Pine Rest Christian Mental Health 

Services (Pine Rest), for the purpose of payment for services, to disclose information to any 

provider/organization/insurance carrier that may be responsible under a contract to me for payment of 

incurred charges. Some insurance companies or their representatives require reviews to assess the quality 

of services for which they pay.  I authorize Pine Rest to release or share only that information which is 

necessary to complete the reviews, but could include information about psychiatric care, communicable 

diseases and infections, alcohol and drug abuse treatment and other medical information.  

 Release of Information.  The undersigned authorizes Pine Rest to release information contained in the 

patient’s medical records to insurance company(s), Medicaid, Medicare or other third-party payers or their 

authorized representatives, including, as applicable: 

 Information about communicable diseases and infections as defined by statute and Michigan 

Department of Public Health Rules including venereal disease, tuberculosis, hepatitis B, HIV (AIDS 

virus) and AIDS related complex. 

 Alcohol and drug abuse treatment information protected under the regulations in 42 Code of Federal 

Regulations, Part 2. 

 Mental health treatment records, psychological services and social services information including 

communications made to social workers, psychologists or psychiatrists or other mental health workers.  

 Quality Improvement Activities. I understand that Pine Rest conducts its own quality improvement 

studies, and is reviewed for accreditation purposes by external agencies.  I understand that information 
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pertaining to the quality of my, or the patient’s, care may be scrutinized for the purposes of improving the 

quality of service and meeting external standards of care.  My clinician may discuss my care with other 

Pine Rest professionals for the sole purpose of supervision or quality improvement. 

 Laboratory Testing. I understand that if a Pine Rest physician orders laboratory testing for me, my 

laboratory will require my diagnosis for insurance billing purposes.  I give my permission, in such an 

event, for Pine Rest to disclose my diagnosis, either in writing, or verbally, or via facsimile, to the 

laboratory requesting this information. 

 Revocation of Consent. This authorization to release information may be revoked in writing at any time.  

If this authorization is not expressly revoked, it shall continue until payment for all services has been 

received and any dispute regarding services has been resolved. 

 Advance Directives.  I understand that Pine Rest has information available about Advanced Directives 

should I request it. 

 

RESEARCH 
Research Consent: 

Through research, Pine Rest is advancing the diagnosis and treatment of mental health disorders. You 

might be a potential candidate for participation in a current or future research study. If so, Pine Rest 

Research staff would like permission to contact you directly through mail, email or a phone call. 

Participation is always voluntary. If you are contacted and not interested in the research study, you may 

decline. Participation or non-participation will in no way affect your clinical care or patient status. 

 Yes, research staff is allowed to contact me to discuss Pine Rest research projects for which I 

might be eligible. I understand I can withdraw this permission at any time. 

 No, research staff may not contact me to discuss Pine Rest research projects for which I might 

be eligible. 

 

FINANCIAL GUARANTY AGREEMENT 
About Payment for Services: 

 Patient Responsibility. I understand that I am responsible for payment of all charges due and owing to 

Pine Rest for services rendered. In the event that my Pine Rest clinician agrees to testify in a legal 

proceeding, I agree to reimburse to Pine Rest the costs incurred (through time lost serving other patients) 

in preparing to testify, appearing for testimony, and testifying, as well as other expenses incurred for 

attendance and testimony at any legal proceeding related to the treatment provided by my clinician. 

Additionally, fees may be charged for paperwork requests completed outside of patient appointment times. 

 Assignment of Benefits. I assign benefits payable directly to Pine Rest. 

 Authorization of Direct Billing and Assignment.  I authorize Pine Rest to directly bill any third-party 

payer, which may provide coverage to the Patient and request that any payments are made directly to Pine 

Rest.  The undersigned assigns to Pine Rest all rights to benefits, insurance proceeds, settlement payments 

or judgments to which the Patient or the undersigned may be entitled for the services rendered to the 

Patient by Pine Rest, its agents, employees or any physician or other person associated with Pine Rest 

during the entire continuum of care rendered. 

 Charges/Broken and Late Cancellation. I understand that I may review charges to my account at any 

time and that I may be charged up to the full rate if proper 24-hour notice is not given for broken/cancelled 

appointments.  I hereby acknowledge that I received information on broken/cancelled appointments. 

 Late/Outstanding Bills. I understand that if I do not assure payment in a timely manner, my outstanding 

bill may be turned over to a collection agency or legal counsel for collection.   

 Agreement Terms.  This Agreement contains all the terms of the agreement between the parties with 

respect to its subject matter and may be amended only in writing by both parties.  This Agreement shall be 

binding upon the parties hereto, their heirs, executors, administrators or authorized representatives of Pine 

Rest and assigns. 

 


