
Consent for Treatment 

To be completed by the Patient or Conservator 

Name of Patient: _________ _ 

Birth Date: _________ _ 

Gender of Patient: □ Male □ Female □ Non-Binary 

If the patient is conserved please list the below 

information. 

Name of Consenting Adult: _________ _ 

Address: _____________ _ 

Phone Number: ___________ _ 

• I hereby consent to diagnosis and treatment by authorized representatives of North American
Mental Health Services (NAMHS).

• I understand that the care provided may include medication management and therapy, as well as
other services found necessary in the professional judgment of the treating providers.

• I acknowledge that no guarantees have been made to me as to the effect of such examinations or
treatment on my condition.

• I certify that I have the authority to consent to treatment on behalf of the patient named above.

• I understand that this authorization will remain in effect for one year from the date signed.

• I acknowledge that I am responsible for all reasonable charges in connection with the care and

treatment rendered during this period.

I have read and understood this form. and give my consent to NAHMS to treat. 

Signature of Consenting Adult Today's Date 
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Adult Form 

PLEASE COMPLETE ALL INFORMATION FULLY {please print) 
Date: 

Last First Ml 

------

----------- ------------ ---

Pronoun: □ He/Him □She/Her □They/Them/ Their□ Other: ________ _ 

Birth Date ______ Age ___ SSN ______ _ Ethnicity ____ _ 

Gender: □ Female □ Male □ Non-Binary □ N/A Marital Status _________ _ 

Primary Phone Number _________ Secondary Number ______ _ 

Home Address 
-------------------------------

Mai Ii n g Address _____________________________ _ 

Spoken Language __________ _ Is a Translator Required □ Yes □ No 

Does the patient have any cultural needs? If so please list: _____________ _ 

Emergency Contact Name ____________ Phone Number ____ _ 

□ By checking this box you are consenting to allow North American Mental Health Services to
contact the above person in case of an emergency. Personal health information will only be
provided on an emergency basis. This does not allow the person to contact our office and
inquire about personal mental health information about you. If you would like anyone to have access
to your records, please ask for a release of information form.

Whom may we thank for your referral? _________________ _ 

Are you a Simpson University Student? □ Yes □ No 

Employment Status: □ Full Time □ Part Time □ Unemployed □ Retired □ Student 

GUARANTOR INFORMATION 

Last First Ml 

----------- ------------ ---

Primary Phone Number _________ _ Spoken Language ______ _ 

Relationship to the Patient: □ Self □ Spouse □ Parent □ Legal Guardian/Conservator 

INSURANCE INFORMATION 

Primary Insurance Company ________________ _ 

Subscribers Name (as it appears on the card) _______________ _ 

Subscribers ID# _________ DOB _____ SSN ______ _ 

Secondary Insurance Company _______________ _ 

Subscribers Name (as it appears on the card) _______________ _ 

Subscribers ID# DOB SSN 
--------- ----- -------
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North American Mental Health Services 
Your Information. Your Rights. Our Responsibilities. 

You have the right to: 

• Get a copy of your paper or electronic medical record

• Correct your paper or electronic medical record

• Request confidential communication

• Ask us to limit the information we share

• Get a list of those with whom we’ve shared your information

• Get a copy of this privacy notice

• Choose someone to act for you

• File a complaint if you believe your privacy rights have been violated

You have some choices in the way that we use and share information as we: 

• Tell family and friends about your condition

• Provide disaster relief

• Include you in a hospital directory

• Provide mental health care

• Market our services and sell your information

• Raise funds

We may use and share your information as we: 

• Treat you

• Run our organization

• Bill for your services

• Help with public health and safety issues

• Do research

• Comply with the law

• Respond to organ and tissue donation requests

• Work with a medical examiner or funeral director
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• Address workers’ compensation, law enforcement, and other government requests

• Respond to lawsuits and legal actions

When it comes to your health information, you have certain rights. This section explains your 
rights and some of our responsibilities to help you. 

Get an electronic or paper copy of your medical record 

• You can ask to see or get an electronic or paper copy of your medical record and other health
information we have about you. Ask us how to do this.

• We will provide a copy or a summary of your health information, usually within 30 days of your
request. We may charge a reasonable, cost‐based fee.

Ask us to correct your medical record 

• You can ask us to correct health information about you that you think is incorrect or
incomplete. Ask us how to do this.

• We may say “no” to your request, but we’ll tell you why in writing within 60 days.

Request confidential communications 

• You can ask us to contact you in a specific way (for example, home or office phone) or to send
mail to a different address.

• We will say “yes” to all reasonable requests.

Ask us to limit what we use or share 

• You can ask us not to use or share certain health information for treatment, payment, or our
operations. We are not required to agree to your request, and we may say “no” if it would affect
your care.

• If you pay for a service or health care item out‐of‐pocket in full, you can ask us not to share
that information for the purpose of payment or our operations with your health insurer. We will
say “yes” unless a law requires us to share that information.

Get a list of those with whom we’ve shared information 

• You can ask for a list (accounting) of the times we’ve shared your health information for six
years prior to the date you ask, who we shared it with, and why.

• We will include all the disclosures except for those about treatment, payment, and health care
operations, and certain other disclosures (such as any you asked us to make). We’ll provide one
accounting a year for free but will charge a reasonable, cost‐based fee if you ask for another one
within 12 months.

Get a copy of this privacy notice 
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• You can ask for a paper copy of this notice at any time, even if you have agreed to receive the
notice electronically. We will provide you with a paper copy promptly.

Choose someone to act for you 

• If you have given someone medical power of attorney or if someone is your legal guardian,
that person can exercise your rights and make choices about your health information.

• We will make sure the person has this authority and can act for you before we take any action.

File a complaint if you feel your rights are violated 

• You can complain if you feel we have violated your rights by contacting us using the
information on page 1.

• You can file a complaint with the U.S. Department of Health and Human Services Office for Civil
Rights by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1‐
877‐696‐6775, or visiting www.hhs.gov/ocr/ privacy/hipaa/complaints/.

• We will not retaliate against you for filing a complaint.

For certain health information, you can tell us your choices about what we share. If you have a 
clear preference for how we share your information in the situations described below, talk to us. 
Tell us what you want us to do, and we will follow your instructions. 

In these cases, you have both the right and choice to tell us to: 

• Share information with your family, close friends, or others involved in your care

• Share information in a disaster relief situation

• Include your information in a hospital directory If you are not able to tell us your preference,
for example if you are unconscious, we may go ahead and share your information if we believe it
is in your best interest. We may also share your information when needed to lessen a serious
and imminent threat to health or safety.

In these cases, we never share your information unless you give us written permission: 

• Marketing purposes

• Sale of your information

• Most sharing of psychotherapy notes

In the case of fundraising: 

• We may contact you for fundraising efforts, but you can tell us not to contact you again.

How do we typically use or share your health information? We typically use or share your health 
information in the following ways. 
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Treat you 

• We can use your health information and share it with other professionals who are treating you.

Example: A doctor treating you for an injury asks another doctor about your overall health 
condition. 

Run our organization 

• We can use and share your health information to run our practice, improve your care, and
contact you when necessary.

Example: We use health information about you to manage your treatment and services. 

Bill for your services 

• We can use and share your health information to bill and get payment from health plans or
other entities.

Example: We give information about you to your health insurance plan so it will pay for your 
services. 

How else can we use or share your health information? We are allowed or required to share 
your information in other ways – usually in ways that contribute to the public good, such as 
public health and research. We have to meet many conditions in the law before we can share 
your information for these purposes. For more information see: 
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html. 

Help with public health and safety issues 

 We can share health information about you for certain situations such as:
o Preventing disease
o Helping with product recalls
o Reporting adverse reactions to medications
o Reporting suspected abuse, neglect, or domestic violence
o Preventing or reducing a serious threat to anyone’s health or safety

Do research 

• We can use or share your information for health research.

Comply with the law 

• We will share information about you if state or federal laws require it, including with the
Department of Health and Human Services if it wants to see that we’re complying with federal
privacy law.

Respond to organ and tissue donation requests 



5 

• We can share health information about you with organ procurement organizations.

Work with a medical examiner or funeral director 

• We can share health information with a coroner, medical examiner, or funeral director when
an individual die.

Address workers’ compensation, law enforcement, and other government requests 

 We can use or share health information about you:
o For workers’ compensation claims
o For law enforcement purposes or with a law enforcement official
o With health oversight agencies for activities authorized by law
o For special government functions such as military, national security, and

presidential protective services

Respond to lawsuits and legal actions 

• We can share health information about you in response to a court or administrative order, or
in response to a subpoena.

Our Responsibilities 

• We are required by law to maintain the privacy and security of your protected health
information.

• We will let you know promptly if a breach occurs that may have compromised the privacy or
security of your information.

• We must follow the duties and privacy practices described in this notice and give you a copy of
it.

• We will not use or share your information other than as described here unless you tell us we
can in writing. If you tell us we can, you may change your mind at any time. Let us know in
writing if you change your mind.

For more information see: 
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html. 

Changes to the Terms of this Notice We can change the terms of this notice, and the changes will 
apply to all information we have about you. The new notice will be available upon request, in our 
office, and on our web site. 

Effective 12/14/2020 
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This Notice of Privacy Practices applies to the following organizations. Effective 08/14/2017 This 
notice applies to any entity doing business as Native/North American Mental Health Services. 

Patients Full Name (Please Print) Signature 

Guardian’s Full Name (Please Print) Signature 

For any questions or concerns please contact Amy Coffman ‐ HIPPA Compliance Officer. 



Informed Consent for Telehealth Services 

Telehealth involves the use of electronic communications to enable healthcare 
providers at different locations to share individual patient medical information 
for the purpose of improving patient care and mental health services and thera-
py. Telehealth services offered by North American Mental Health Services 
(“Group”) may also include chart review, remote prescribing, prescription refills, 
appointment scheduling, health information sharing, and non- clinical services, 
such as patient education. The information you provide may be used for diagno-
sis, therapy, follow-up and/or patient education, and may include any combina-
tion of the following: (1) health records and test results; (2) images; (3) live 
two-way audio and video; (4) interactive audio and messaging; and (5) output 
data from medical devices and sound and video files. 
The electronic communication systems we use will incorporate network and soft-
ware security protocols to protect the confidentiality of patient identification and 
imaging data and will include measures to safeguard the data and to ensure its 
integrity against intentional or unintentional corruption. 
Telehealth services from our Group physicians and mental health professionals 
(e.g., nurse practitioners, physician assistants, independent marriage and family 
therapists, licensed marriage and family therapists, psychologists, psychologist 
interns, psychologist assistants, social workers, social worker interns, registered 
nurses, and case workers) (collectively, our “providers”) are an addition to, and 
not a replacement for, your in-person contact with your primary care doctor, 
who may be a provider with our Group. 
Expected Benefits: 
 Improved access to care by enabling you to remain in your home while the
Group provider consults and obtains test results at distant/other sites.
 More efficient care evaluation and management.
Obtaining expertise of a specialist as appropriate.

Possible Risks: 
 Delays in evaluation and treatment could occur due to deficiencies or failures
of the equipment and technologies.
 In rare events, our provider may determine that the transmitted information
is of inadequate quality, thus necessitating a rescheduled telehealth consult or
an in-person consult.
 In very rare events, security protocols could fail, causing a breach of privacy
of personal medical information.
In rare events, a lack of access to complete medical records may result in ad-
verse drug interactions or allergic reactions or other judgment errors.

By signing below, you acknowledge that you understand and agree with the fol-
lowing: 
1. I hereby consent to receiving Group’s services via telehealth technologies. I
understand that Group and its providers offer telehealth-based medical services.
I also understand it is up to the Group provider to determine whether or not my
specific clinical needs are appropriate for a telehealth encounter.



2. I understand that federal and state law requires health care providers to pro-
tect the privacy and the security of health information. I understand that Group
will take steps to make sure that my health information is not seen by anyone
who should not see it. I understand that telehealth may involve electronic com-
munication of my personal medical information to other health practitioners who
may be located in other areas, including out of state.
3. I understand there is a risk of technical failures during the telehealth encoun-
ter beyond the control of Group. I agree to hold harmless Group for delays in
evaluation or for information lost due to such technical failures.
4. I understand that I have the right to withhold or withdraw my consent to the
use of telehealth in the course of my care at any time, without affecting my
right to future care or treatment. I understand that I may suspend or terminate
use of the telehealth services at any time for any reason or for no reason. I un-
derstand that if I am experiencing a medical emergency, that I will be directed
to dial 9-1- 1 immediately and that the Group providers are not able to directly
connect me to local emergency services. North American Mental Health Services
Informed Consent for Telehealth Services 4834-2675- 2570.
5. I understand that alternatives to telehealth consultation, such as in-person
services are available to me, and in choosing to participate in a telehealth con-
sultation, I understand that some parts of the services involving tests may be
conducted by individuals at my location, or at a testing facility, at the direction
of the Group provider (e.g. labs or bloodwork).
6. I understand that I may expect the anticipated benefits from the use of tele-
health in my care, but that no results can be guaranteed or assured.
7. I understand that my healthcare information may be shared with other indi-
viduals for scheduling and billing purposes. Persons may be present during the
consultation other than the Group provider in order to operate the telehealth
technologies. I further understand that I will be informed of their presence in the
consultation and thus will have the right to request the following: (1) omit spe-
cific details of my medical history/examination that are personally sensitive to
me; (2) ask non- medical personnel to leave the telehealth examination; and/or
(3) terminate the consultation at any time.
8. I understand that I will not be prescribed any narcotics for pain, nor is there
any guarantee that I will be given a prescription at all.
9. I understand that if I participate in a consultation, that I have the right to re-
quest a copy of my medical records which will be provided to me at reasonable
cost of preparation, shipping and delivery.

Patient Consent
I have read this document carefully, and understand the risks and benefits of 
the telehealth consultation and have had my questions regarding the procedure 
explained and I hereby give my informed consent to participate in a telehealth 
consultation under the terms described herein. 
I hereby state that I have read, understood, and agree to the terms of this doc-
ument. 



PATIENT’S SIGNATURE* 

_____________________________________________________________ 

If paƟent is a minor, lacks capacity to provide informed consent for medical treatment or oth-

erwise requires a legal guardian*’ to authorize telehealth services, the legal guardian’s signa-

ture is required:  

AS LEGAL GUARDIAN OF 

______________________________________________________________ 

I CONSENT TO THE ABOVE TERMS AND CONDITIONS 

GUARDIAN’S RELATIONSHIP TO PATIENT 

______________________________________________________________ 

GUARDIAN’S SIGNATURE 

______________________________________________________________ 

* A legal guardian is a person who has the legal authority (and the corresponding duty) to care

for the personal and property interests of another person, called a ward. Guardians are typi-

cally used in three situaƟons: guardianship for an incapacitated senior (due to old age or infir-

mity), guardianship for a minor, and guardianship for developmentally disabled adults.
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