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General Informa,on 
First Name: ________________________________ Last Name: ________________________________ 

DOB: _________________ Legal Sex: _________________ Preferred Pronouns: ________________ 

Street Address: ____________________________________________________________________ 

City: ____________________________________ State: ____________ Zip Code: _______________ 

Phone: _____________________________ Email: ________________________________________ 

If paDent is a minor, please describe custody arrangements (if any): 

____________________________________________________________________________________ 

 
Emergency Contact 
First Name: _______________________________ Last Name: _______________________________ 

Phone: ________________________________ RelaDonship: ________________________________ 

Do you authorize this person to discuss care or treatment with the office in the case of an emergency?        Yes        No 

 
Health Insurance 
Primary Insurance: ________________________ Policy Holder’s Name: _______________________ 

Policy Number: ____________________________ Group Number: ___________________________ 

Policy Holder’s DOB (mm/dd/yyyy): ____________________ RelaDonship to You: _______________ 

Policy Holder’s Street Address: ________________________________________________________ 

City: ___________________________________ State: ___________ Zip Code: _________________ 

 

Secondary Insurance (if any): ______________________ Policy Holder’s Name: _________________ 

Policy Number: ____________________________ Group Number: ___________________________ 

Policy Holder’s DOB (mm/dd/yyyy): ____________________ RelaDonship to You: _______________ 

Policy Holder’s Street Address: ________________________________________________________ 

City: ___________________________________ State: ___________ Zip Code: _________________ 
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Why are you seeking counseling and/or psychiatric treatment? Please be as detailed as possible.  

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

 
Medical History 

 
Primary Care Provider 

Name: __________________________________________________________________________________ 

Clinic: __________________________________________________________________________________ 

Phone: _________________________________________________________________________________ 

 
Pharmacy 

Name: _____________________________________________________________ 

Address: ___________________________________________________________ 

City, State, & Zip: ____________________________________________________ 

Phone: _______________________________ 

 
Current medical condiDons: 

 Headache      Chronic pain 

 High Blood Pressure     Loss of consciousness 

 GastriDs or EsophagiDs    Heart aKack 

 Hormone-related problems    Bone or joint problems 

 Head injury      Seizures 

 Angina or chest pain     Kidney-related issues 

 Irritable bowel     Chronic faDgue 

 Dizziness 

              Other chronic health condiDons: _____________________________________________________ 
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Are you currently pregnant or trying to get pregnant?     Yes        No 
Are you breasUeeding?        Yes        No 
 
Please list any past surgeries, dates, outcomes, or any other perDnent info: 

_______________________________________________________________________________________ 

 
Please list all prescripDon medicaDons or supplements you are currently taking:                  None 

Medica'on Name Dosage & Frequency Dates of Use (mm/yy) Side Effects 
    

    

    

 

Please indicate any medicaDon allergies you have and what the reacDon consisted of: 

Medica'on Name Reac'on 

  

  

 
Mental Health History 

 
Have you received mental health treatment in the past?   Yes        No 

Þ If yes, please indicate name, locaDon, dates of care, and level of care (OutpaDent, Intensive 
OutpaDent, ParDal HospitalizaDon, ResidenDal Treatment Center, Substance Use RehabilitaDon, 
InpaDent HospitalizaDon):  

____________________________________________________________________________________ 

____________________________________________________________________________________ 
  
Please list any psychiatric medicaDons you have previously taken: 

Medica'on Name Dosage Frequency Date Prescribed 
(mm/yy) 

Prescribing Provider 
Name 
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Do you have any history of prior self-harm or suicide aKempts?   Yes        No 

Do you have any history of violent behavior towards others?    Yes        No 

Do you know of any family history of mental illness or suicide?   Yes        No 

Þ If yes, who, what condiDon, and what treatments if known: 

____________________________________________________________________________________ 

____________________________________________________________________________________ 
 

Family History 
 
Where were you born and raised? ___________________________________________________________ 
 
Please describe your childhood and any notable experiences:  

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 
 
Please describe your relaDonship with your parents (including marriage status, re-marriages, 

deceased/living, and involvement in your life):  

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 
 
Do you have any siblings?  Yes        No 
 
Your RelaDonship Status:           Single          Married          Divorced            Separated                 

    In a RelaDonship     Other: ___________________________________ 

Þ Length and other relevant relaDonship info: ________________________________________________ 

Do you have any children?  Yes        No 
 

Social History 
 
Did you experience any developmental delays?   Yes        No 

Þ If yes, please describe: _________________________________________________________________ 
 
Current living situaDon (live alone, with others, etc.): ____________________________________________ 
 
Please list examples of social/emoDonal support: _______________________________________________ 
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Educa6onal & Voca6onal History 

 
Highest level of educaDon (grade/degree, if applicable): __________________________________________ 
 
Current occupaDon and length of Dme in occupaDon: ____________________________________________ 
 
Please describe your work/life balance (if applicable): ___________________________________________ 
 

Spirituality 
 
Please describe any current spirituality pracDces:  

_______________________________________________________________________________________ 
 

Recrea6on 
 
Please describe any hobbies, self-care acDviDes, or stress outlets:  

_______________________________________________________________________________________ 
 

Legal History 
 
Please describe any current or past legal concerns (if any): ________________________________________ 
 

Trauma History 
 
Any history of abuse (sexual, physical, emoDonal, psychological): __________________________________ 
 

Substance Use History 
 
Do you drink alcohol?   Yes        No 

Þ If yes, please indicate frequency of use, amount per use, age at first use, and date of last use: 

____________________________________________________________________________________ 

 
Do you use recreaDonal drugs?  Yes        No 
Þ If yes, please indicate type, frequency of use, amount per use, age at first use, and date of last use: 

____________________________________________________________________________________ 
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Engaging with a mental health professional represents a significant step in a pa4ent's mental wellness plan. The pa4ent and 
provider will enter into a protected therapeu4c rela4onship. Treatment may involve a mul4dimensional family approach; 
therefore, consent for treatment is required from all individuals who will par4cipate in sessions. Throughout treatment, 
KindMind Behavioral Health, LLC and KindMind Psychiatric Health, PLC (“KM”) will make every effort to provide an accurate 
diagnosis and develop a treatment plan tailored to the pa4ent’s needs. Recommenda4ons may include, but are not limited 
to: psychotherapy, psychiatric medica4ons, non-pharmacological interven4ons, and/or referrals for alterna4ve treatment 
op4ons, including higher levels of care (e.g., inpa4ent hospitaliza4on, intensive outpa4ent programs, or par4al 
hospitaliza4on). When clinically appropriate, KM may request to coordinate care with the pa4ent’s primary care provider or 
other designated caregivers to help ensure con4nuity and quality of care. 
 
All pa4ents have a right to confiden4ality. However, this right is subject to certain legal excep4ons. As mandated reporters, 
KM is legally obligated to report any suspected child abuse or neglect. KM also has a duty to take protec4ve ac4on if there is 
reason to believe an individual is at risk of harming themselves or others, or if threats of such harm are made. Outside of 
these circumstances, minors receiving services maintain the right to confiden4ality, including from parent(s) and/or legal 
guardian(s). It is essen4al that this right to confiden4ality be respected, as trust between pa4ent and provider is a 
fundamental component of the therapeu4c alliance and treatment process. In cases where there is concern for harm—such 
as the presence of suicidal or homicidal thoughts, plans, intent, or other dangerous or life-threatening behaviors—KM will 
inform the pa4ent and/or parent/guardian. If a pa4ent wishes for KM to communicate or share informa4on with another 
individual or en4ty (e.g., another healthcare provider, proba4on officer, a[orney, Social Security Administra4on, etc.), a 
signed Release of Informa4on (ROI) form is required. This authoriza4on remains valid for one year. The pa4ent retains the 
right to revoke this authoriza4on at any 4me by comple4ng a Revoca4on of Authoriza4on to ROI form. 
 
By signing below, the pa4ent consents to par4cipate in treatment provided by KM and acknowledges that collabora4ng 
with the provider, regularly reviewing progress, maintaining consistent a[endance, and ac4vely par4cipa4ng in treatment 
are in the pa4ent’s best interest. No guarantees or assurances are made regarding treatment outcomes. KM reserves the 
right to engage a collec4on agency if an account remains unpaid for more than three (3) months from the date of billing, 
and the pa4ent’s contact informa4on and account statement may be disclosed for that purpose. 
 
The pa4ent has the right to discon4nue treatment with KM at any 4me. However, doing so may result in the loss of access 
to other services, the poten4al worsening of symptoms, or addi4onal complica4ons. For example, if treatment has been 
court-ordered, the pa4ent remains responsible for addressing the ma[er with the court. KM, including its providers, 
employees, and representa4ves, does not par4cipate in custody proceedings under any circumstances.  
 
If a pa4ent ini4ates or agrees to communicate with a provider via telephone, email, text message, or any other internet-
based or electronic pla`orm, the pa4ent acknowledges that such communica4on may not be fully secure. In the event that 
informa4on is intercepted or accessed by unauthorized individuals, KM shall not be liable for any resul4ng breach of pa4ent 
privacy. Pa4ents should avoid communica4ng protected health informa4on through non-secure or non–HIPAA-compliant 
pla`orms. When communica4ng protected health informa4on electronically, pa4ents are encouraged to use KM’s secure, 
HIPAA-compliant pa4ent portal or approved messaging pla`orm. 
 
By signing below, the pa4ent consent to receive communica4ons containing protected health informa4on, clinical 
informa4on, and other confiden4al messages from KM through KM’s secure and HIPAA-compliant pa4ent portal and SMS 
text message pla`orm. The pa4ent understands that they are responsible for checking the portal and their mobile device 
for such communica4ons. The pa4ent also consents to receive SMS text messages from their assigned provider‘s personal 
mobile number directly for non-clinical, non-confiden4al purposes only (including but not limited to scheduling, reminders, 
and general updates). The pa4ent understands that such SMS text messaging directly with their assigned provider’s 
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personal mobile number is not a secure or HIPAA-compliant form of communica4on and should not be used to 
communicate sensi4ve or protected health informa4on.  
 
KM may u4lize secure, HIPAA-compliant technology tools, including ar4ficial intelligence (“AI”)–assisted documenta4on 
systems, to support providers in documen4ng clinical encounters and maintaining accurate medical records. These tools 
may process informa4on shared during appointments for the limited purpose of genera4ng clinical documenta4on, 
treatment notes, and related administra4ve records. All such technology tools are required to comply with applicable 
privacy and security laws, including the Health Insurance Portability and Accountability Act (HIPAA), and are subject to 
confiden4ality and data protec4on requirements. These tools are used solely to assist providers and do not replace clinical 
judgment, decision-making, or direct pa4ent care. These tools may involve audio processing of the clinical conversa4on for 
documenta4on purposes; however, sessions are not recorded, stored, or used for any purpose other than genera4ng 
clinical documenta4on, unless separately authorized by the pa4ent in wri4ng. By signing this consent, the pa4ent 
acknowledges and authorizes KM and its providers to use secure, HIPAA-compliant AI-assisted documenta4on tools during 
appointments for clinical documenta4on and healthcare opera4ons purposes. 
 
Individuals receiving mental health services have the right to: receive evidence-based services informed by current research 
and clinical exper4se; determine how services align with their personal goals, values, and cultural or developmental needs; 
be informed of how progress and treatment effec4veness will be measured; request modifica4ons to services to improve 
outcomes; and inquire about a provider’s qualifica4ons, training, and available treatment op4ons, including services offered 
by other providers. 
 
Telehealth (Telemedicine) Consent 
Telehealth refers to the provision of therapy and/or medica4on management services conducted remotely using 
telecommunica4ons technologies, such as video conferencing or telephone. Telehealth sessions will not be recorded by any 
party unless all par4cipants provide wri[en consent. The provider reserves the right to determine whether telehealth is 
clinically appropriate for a given pa4ent. KM and its providers will take reasonable steps to protect pa4ent privacy. Pa4ents 
are responsible for par4cipa4ng in telehealth sessions from a private secng where conversa4ons cannot be overheard or 
interrupted. Providers may reschedule or end a session if privacy appears to be compromised. If a pa4ent is not 
comfortable with the provider’s loca4on, the pa4ent may end the session and reschedule without financial penalty. 
Telehealth sessions may not be conducted while the pa4ent is opera4ng or riding in a moving vehicle. Telehealth services 
may be affected by technical issues, including service disrup4ons, unauthorized access, or data security risks. By 
par4cipa4ng in telehealth, the pa4ent acknowledges and accepts these risks. Telehealth services are billed at the same 
rates as in-person appointments. Pa4ents are responsible for verifying insurance coverage and are financially responsible 
for any telehealth services not covered by their insurance plan. 
 
Medical Consents 
By signing below, the pa4ent also acknowledges receipt of, understands, and consents to the medical consent forms found 
on KM’s website at h[ps://kindmindbh.com/consents/. 
 
 
By signing below, the pa4ent affirms understanding and acceptance of the terms outlined above and consents to receive 
treatment from KindMind Psychiatric Health, PLC and KindMind Behavioral Health, LLC, including via telehealth when 
deemed clinically appropriate. 
 
Pa4ent or Parent/Guardian Name (print): ___________________________________________________________ 

Pa4ent or Parent/Guardian Signature: ______________________________________________________________ 

Date: ____________ 



 

Last updated on: 06/30/2026 
 
KM reserves the right to modify or update the terms set forth herein at any 5me. Updated versions may be communicated through any reasonable means and shall 
supersede prior versions upon distribu5on. 

8 

 
Patient Name:  _______________________________________   Date of Birth: _________________ 
 
I hereby authorize KindMind Behavioral Health, LLC to release to KindMind Psychiatric Health, PLC and I 
hereby authorize KindMind Psychiatric Health, PLC to release to KindMind Behavioral Health, LLC the 
following:  

• Information contained in my treatment record including, but not limited to: all histories, diagnoses, 
consultations, treatments, services, testing, summaries of physical conditions, contributing factors, 
complications, prognoses, prescriptions, social histories and/or protected health information.  

• This authorization specifically includes all information about communicable diseases and/or 
infections which includes HIV and AIDS.   

• This authorization also specifically includes psychiatric, psychological evaluation, testing, and 
substance abuse or social work records, including, but not limited psychotherapy notes.   

 
I understand that:  

• My signature indicates that I know what protected health information is being disclosed and what 
results of this disclosure may be. 

• Treatment is not contingent upon my signing this authorization. 
• The information disclosed may be subject to redisclosure by the recipient of the information and 

would no longer be protected by the HIPAA Privacy Rule. 
• I may request a revocation or revision of this authorization or any part thereof, providing the 

protected health information has not already been released.  I must do so in writing and present my 
written revocation to each of KindMind Behavioral Health, LLC and KindMind Psychiatric Health, 
PLC. 

• A photocopy of this release may serve as if it were an original. 
• This authorization shall remain in effect until the patient’s treatment concludes or upon discharge 

from treatment, unless sooner revoked in writing by the patient. 
 
 
_____________________________                   ______________ 
Signature of Patient    Date 
 
If you are signing as a parent, guardian, or personal representative of the patient, please describe the 
relationship below. 
 
_____________________________           ______________________ ___________ 
Relationship to Patient   Signature   Date 
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As Required by the Privacy Regula5ons Created as a Result of the Health Insurance Portability and Accountability Act of 1996-(HIPAA), Health Informa5on 
Technology for Economic and Clinical Health Act (HITECH Act), and associated regula5ons and amendments 

 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED OR DISCLOSED AND 
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 
 

IF YOU HAVE ANY QUESTIONS ABOUT THIS NOTICE OR IF YOU NEED MORE INFORMATION, PLEASE CONTACT: 
 

KindMind Psychiatric Health, PLC and KindMind Behavioral Health, LLC  
A9n: Privacy Officer 
5980 S Main St., Suite 101 
Clarkston, MI 48346 
(248) 266-0920 
 

A. ABOUT THIS NOTICE 
We understand that health informa5on about you is personal and we are commi=ed to protec5ng your informa5on. We create a record of the care and services you receive at all 
divisions of KindMind Psychiatric Health, PLC and KindMind Behavioral Health, LLC (“KM”). We need this record to provide care (treatment), for payment of care provided, for 
health care opera5ons, and to comply with certain legal requirements. This No5ce will tell you about the ways in which we may use and disclose health informa5on about you. It 
also describes your rights and certain obliga5ons we have regarding the use and disclosure of health informa5on. We are required by law to follow the terms of this No5ce that is 
currently in effect. 
 

B. WHAT IS PROTECTED HEALTH INFORMATION (“PHI”) 
PHI is informa5on that individually iden5fies you. We create a record or get from you or from another health care provider, health plan, your employer, or a health care 
clearinghouse that relates to: 

• Your past, present, or future physical or mental health or condi5ons, 

• The provision of health care to you, or 

• The past, present, or future payment for your health care. 
 

C. HOW WE MAY USE AND DISCLOSE YOUR PHI 
We may use and disclose your PHI in the following circumstances: 
 

1. Treatment. We may use or disclose your PHI to give you medical treatment or services and to manage and coordinate your medical care. For example, your PHI may 
be provided to a physician or other health care provider (e.g., a specialist or laboratory) to whom you have been referred to ensure that the physician or other health 
care provider has the necessary informa5on to diagnose or treat you or provide you with a service. 

2. Payment. We may use and disclose your PHI so that we can bill for the treatment and services you receive from us and can collect payment from you, a health plan, 
or a third party. This use and disclosure may include certain ac5vi5es that your health insurance plan may undertake before it approves or pays for the health care 
services we recommend for you, such as making a determina5on of eligibility or coverage for insurance benefits, reviewing services provided to you for medical 
necessity, and undertaking u5liza5on review ac5vi5es. For example, we may need to give your health plan informa5on about your treatment in order for your health 
plan to agree to pay for that treatment. 

3. Health Care OperaDons. We may use and disclose PHI for our health care opera5ons. For example, we may use your PHI to internally review the quality of the 
treatment and services you receive and to evaluate the performance of our team members in caring for you. We also may disclose informa5on to physicians, nurses, 
medical technicians, medical students, and other authorized personnel for educa5onal and learning purposes. 

4. Appointment Reminders/Treatment AlternaDves/Health-Related Benefits and Services. We may use and disclose PHI to contact you to remind you that you have 
an appointment for medical care, or to contact you to tell you about possible treatment op5ons or alterna5ves or health related benefits and services that may be of 
interest to you. 

5. Minors. We may disclose the PHI of minor children to their parents or guardians unless such disclosure is otherwise prohibited by law. 
6. Research. We may use and disclose your PHI for research purposes, but we will only do that if the research has been specially approved by an authorized 

ins5tu5onal review board or a privacy board that has reviewed the research proposal and has set up protocols to ensure the privacy of your PHI. Even without that 
special approval, we may permit researchers to look at PHI to help them prepare for research, for example, to allow them to iden5fy pa5ents who may be included 
in their research project, as long as they do not remove, or take a copy of, any PHI. We may disclose PHI to be used in collabora5ve research ini5a5ves amongst KM 
providers. We may use and disclose a limited data set that does not contain specific readily iden5fiable informa5on about you for research. However, we will only 
disclose the limited data set if we enter into a data use agreement with the recipient who must agree to (1) use the data set only for the purposes for which it was 
provided, (2) ensure the confiden5ality and security of the data, and (3) not iden5fy the informa5on or use it to contact any individual. 

7. As Required by Law. We will disclose PHI about you when required to do so by interna5onal, federal, state, or local law. 
8. To Avert a Serious Threat to Health or Safety. We may use and disclose PHI when necessary to prevent a serious threat to your health or safety or to the health or 

safety of others. But we will only disclose the informa5on to someone who may be able to help prevent the threat. 
9. Business Associates. We may disclose PHI to our business associates who perform func5ons on our behalf or provide us with services if the PHI is necessary for 

those func5ons or services. For example, we may use another company to do our billing, or to provide transcrip5on or consul5ng services for us. All of our business 
associates are obligated, under contract with us, to protect the privacy and ensure the security of your PHI. 
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10. Organ and Tissue DonaDon. If you are an organ or 5ssue donor, we may use or disclose your PHI to organiza5ons that handle organ procurement or transplanta5on 
– such as an organ dona5on bank – as necessary to facilitate organ or 5ssue dona5on and transplanta5on. 

11. Military and Veterans. If you are a member of the armed forces, we may disclose PHI as required by military command authori5es. We also may disclose PHI to the 
appropriate foreign military authority if you are a member of a foreign military. 

12. Workers’ CompensaDon. We may use or disclose PHI for workers’ compensa5on or similar programs that provide benefits for work-related injuries or illness. 
13. Public Health Risks. We may disclose PHI for public health ac5vi5es. This includes disclosures to: (1) a person subject to the jurisdic5on of the Food and Drug 

Administra5on (“FDA”) for purposes related to the quality, safety or effec5veness of an FDA- regulated product or ac5vity; (2) prevent or control disease, injury or 
disability; (3) report births and deaths; (4) report child abuse or neglect; (5) report reac5ons to medica5ons or problems with products; (6) no5fy people of recalls of 
products they may be using; and (7) a person who may have been exposed to a disease or may be at risk for contrac5ng or spreading a disease or condi5on. 

14. Abuse, Neglect, or DomesDc Violence. We may disclose PHI to the appropriate government authority if we believe a pa5ent has been the vic5m of abuse, neglect, 
or domes5c violence and the pa5ent agrees or we are required or authorized by law to make that disclosure. 

15. Health Oversight AcDviDes. We may disclose PHI to a health oversight agency for ac5vi5es authorized by law. These oversight ac5vi5es include, for example, audits, 
inves5ga5ons, inspec5ons, licensure, and similar ac5vi5es that are necessary for the government to monitor the health care system, government programs, and 
compliance with civil rights laws. 

16. Data Breach NoDficaDon Purposes. We may use or disclose your PHI to provide legally required no5ces of unauthorized access to or disclosure of your health 
informa5on. 

17. Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we may disclose PHI in response to a court or administra5ve order. We also may disclose PHI in 
response to a subpoena, discovery request, or other legal process from someone else involved in the dispute, but only if efforts have been made to tell you about 
the request or to get an order protec5ng the informa5on requested. We may also use or disclose your PHI to defend ourselves in the event of a lawsuit. 

18. Law Enforcement. We may disclose PHI, so long as applicable legal requirements are met, for law enforcement purposes. 
19. Military AcDvity and NaDonal Security. If you are involved with military, na5onal security or intelligence ac5vi5es or if you are in law enforcement custody, we may 

disclose your PHI to authorized officials so they may carry out their legal du5es under the law. 
20. Coroners, Medical Examiners, and Funeral Directors. We may disclose PHI to a coroner, medical examiner, or funeral director so that they can carry out their du5es. 
21. Inmates. If you are an inmate of a correc5onal ins5tu5on or under the custody of a law enforcement official, we may disclose PHI to the correc5onal ins5tu5on or 

law enforcement official if the disclosure is necessary (1) for the ins5tu5on to provide you with health care; (2) to protect your health and safety or the health and 
safety of others; or (3) the safety and security of the correc5onal ins5tu5on. 

 
D. USES AND DISCLOSURES THAT REQUIRE US TO GIVE YOU AN OPPORTUNITY TO OBJECT AND OPT OUT 

 
1. Individuals Involved in Your Care. Unless you object in wri5ng, we may disclose to a member of your family, a rela5ve, a close friend or any other person you 

iden5fy, your PHI that directly relates to that person’s involvement in your health care. If you are unable to agree or object to such a disclosure, we may disclose such 
informa5on as necessary if we determine that it is in your best interest based on our professional judgment. 

2. Payment for Your Care. Unless you object in wri5ng, you can exercise your rights under HIPAA that your healthcare provider not disclose informa5on about services 
received when you pay in full out of pocket for the service and refuse to file a claim with your health plan. 

3. Disaster Relief. We may disclose your PHI to disaster relief organiza5ons that seek your PHI to coordinate your care, or no5fy family and friends of your loca5on or 
condi5on in a disaster. We will provide you with an opportunity to agree or object to such a disclosure whenever we prac5cably can do so. 

4. Fundraising AcDviDes. We may use or disclose your PHI, as necessary, in order to contact you for fundraising ac5vi5es. You have the right to opt out of receiving 
fundraising communica5ons. 

 
E. YOUR WRITTEN AUTHORIZATION IF REQUIRED FOR OTHER USES AND DISCLOSURES 

The following uses and disclosures of your PHI will be made only with your wri=en authoriza5on: 

• Most uses and disclosures of psychotherapy notes; 

• Uses and disclosures of PHI for marke5ng purposes; and 

• Disclosures that cons5tute a sale of your PHI. 
 
Other uses and disclosures of PHI not covered by this No5ce or the laws that apply to us will be made only with your wri=en authoriza5on. If you do give us an authoriza5on, you 
may revoke it at any 5me by submieng a wri=en revoca5on to our Privacy Officer and we will no longer disclose PHI under the authoriza5on. But disclosure that we made in 
reliance on your authoriza5on before you revoked it will not be affected by the revoca5on. 
 

F. YOUR RIGHTS REGARDING YOUR PHI 
You have the following rights, subject to certain limita5ons, regarding your PHI: 

1. Inspect and Copy. You have the right to inspect, receive, and copy PHI that may be used to make decisions about your care or payment for your care. We have up to 
30 days to make your PHI available to you and we may charge you a reasonable fee for the costs of copying, mailing or other supplies associated with your request. 
You can only direct us in wri5ng to submit your PHI to a third party not covered in this no5ce. We may not charge you a fee if you need the informa5on for a claim 
for benefits under the Social Security Act or any other state or federal needs-based benefit program. We may deny your request in certain limited circumstances. If 
we do deny your request, you have the right to have the denial reviewed by a licensed healthcare professional who was not directly involved in the denial of your 
request, and we will comply with the outcome of the review. 

2. Summary or ExplanaDon. We can also provide you with a summary of your PHI, rather than the en5re record, or we can provide you with an explana5on of the PHI 
which has been provided to you, so long as you agree to this alterna5ve form and pay the associated fees. 

3. Electronic Copy of Electronic Medical Records. If your PHI is maintained in an electronic format (known as an electronic medical record or an electronic health 
record), you have the right to request that an electronic copy of your record be given to you or transmi=ed to another individual or en5ty. If the PHI is not readily 
producible in the form or format you request your record will be provided in a readable hard copy form. 

4. Receive NoDce of a Breach. You have the right to be no5fied upon a breach of any of your unsecured PHI. 
5. Request Amendments. If you feel that the PHI we have is incorrect or incomplete, you may ask us to amend the informa5on. You have the right to request an 

amendment for as long as the informa5on is kept by or for us. A request for amendment must be made in wri5ng to the Privacy Officer at the address provided at 
the beginning of this No5ce and it must tell us the reason for your request. In certain cases, we may deny your request for an amendment. If we deny your request 
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for an amendment, you have the right to file a statement of disagreement with us and we may prepare a rebu=al to your statement and will provide you with a copy 
of any such rebu=al. 

6. AccounDng of Disclosures. You have the right to ask for an “accoun5ng of disclosures,” which is a list of the disclosures we made of your PHI. To request this list or 
accoun5ng of disclosures, you must submit your request in wri5ng to the Privacy Officer. The first accoun5ng of disclosures you request within any 12- month period 
will be free. For addi5onal requests within the same period, we may charge you for the reasonable costs of providing the list. We will tell you what the costs are, and 
you may choose to withdraw or modify your request before the costs are incurred. 

7. Request RestricDons. You have the right to request a restric5on or limita5on on the PHI we use or disclose about you for treatment, payment, or health care 
opera5ons. We are not required by federal regula5on to agree to your request. If we do agree with your request, we will comply unless the informa5on is needed to 
provide emergency treatment. To request restric5ons, you must make your request in wri5ng to the Privacy Officer. Your request must state the specific restric5on 
requested, whether you want to limit our use and/or disclosure; and to whom you want the restric5on to apply. 

8. Request ConfidenDal CommunicaDons. You have the right to request that we communicate with you only in certain ways to preserve your privacy. For example, you 
may request that we contact you by mail at a specific address or call you only at your work number. You must make any such request in wri5ng and you must specify 
how or where we are to contact you. 

9. Paper Copy of This NoDce. You have the right to a paper copy of this No5ce, even if you have agreed to receive this No5ce electronically. You may obtain a copy of 
this No5ce by visi5ng our website: www.kindmindbh.com or contact the KM office you are receiving services from.   

 
G. 10-DIGIT LONG CODE PRIVACY POLICIES 

KM u5lizes a 10-Digit Long Code (“10DLC”) messaging service for certain communica5ons between pa5ents and KM. KM’s 10DLC privacy policies describe how KM collects, uses, 
discloses, and protects your informa5on when you use our 10DLC messaging services. Please refer to h=ps://kindmindbh.com/privacy-policy for KM’s 10DLC privacy policies. By 
signing this form, you consent to receive text messages about appointment reminders, scheduling updates, and important office no5fica5ons from KM at the mobile phone 
number you’ve provided on Page 1. You understand that your consent is not a condi5on of receiving care or services. Message and data rates may apply. Message frequency 
varies. Reply HELP for assistance or STOP to opt out at any 5me. No mobile informa5on will be shared with third par5es/affiliates for marke5ng or promo5onal purposes. All 
other categories exclude text messaging originator opt-in data and consent; this informa5on will not be shared with any third par5es. 
Privacy Policy: h=ps://kindmindbh.com/privacy-policy 
 

H. CHANGES TO THIS NOTICE 
We reserve the right to change this No5ce. We reserve the right to make the changed No5ce effec5ve for PHI we already have as well as for any PHI we create or receive in the 
future. A copy of our current No5ce is posted in our office and on our website. 
 

I. COMPLAINTS 
If you believe your privacy rights have been violated, you may file a complaint with the KM Privacy Officer at the address listed at the beginning of this No5ce or with the 
Secretary of the U.S. Department of Health and Human Services. To file a complaint with the Secretary, mail it to: Secretary of the U.S. Department of Health and Humans 
Services, 200 Independence Ave., S.W., Washington, D.C. 20201. Call (202) 619-0257 (or toll free (877) 696-6775 or go to the website of the Office for Civil Rights, 
www.hhs.gov/ocr/hipaa/, for more informa5on. You will not be penalized for filing a complaint. 

 
 

KINDMIND BEHAVIORAL HEALTH, LLC & KINDMIND PSYCHIATRIC HEALTH, PLC 
ACKNOWLEDGEMENT OF RECEIPT OF PATIENT NOTICE OF PRIVACY PRACTICES 

 
By signing below, I acknowledge that I have read and/or received a copy of the KindMind Psychiatric Health, PLC and 

KindMind Behavioral Health, LLC Pa4ent No4ce of Privacy Prac4ces effec4ve December 1, 2025. 
 

 

Pa4ent or Parent/Guardian Signature: ____________________________________________________________            

Date: ______________ 

 

http://www.kindmindbh.com/
http://www.hhs.gov/ocr/hipaa/
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Appointment Dura.on and Frequency 
Psychotherapy: To support effec1ve therapeu1c care, regular psychotherapy (“therapy”) sessions are required. Unless otherwise 
arranged, pa1ents must aBend at least one session per month. If more than thirty (30) days pass without a completed session, the pa1ent 
will be considered discharged, and the therapeu1c rela1onship will be terminated. Pa1ents may resume therapy at any 1me; however, if 
one year or more has passed since their last session, a new intake assessment will be required. 
 
Psychiatry: Once your medica1on regimen is stable, your medica1on management appointments may occur less frequently, as 
determined by your provider. However, appointments must occur at least once every six (6) months for non-controlled substances and 
every three (3) months for controlled substances. Please note that medica1on refills may not be processed if your account or pa1ent 
balance is not in good standing. The frequency of psychiatric visits depends on the severity of your presen1ng concerns. Medica1on 
reviews and suppor1ve therapy sessions typically last 15–30 minutes. Emergency appointment requests with your primary provider—or 
another available provider—are not guaranteed and will be scheduled based on clinical availability and urgency. 
 
Illness & Intoxica.on Policies 
If a pa1ent is ill, they are encouraged to cancel their appointment or aBend their scheduled appointment via telehealth. If the pa1ent is 
ill, is unable or ineligible to aBend via telehealth, and chooses to cancel, they are s1ll required to provide at least twenty-four (24) hours’ 
no1ce. As outlined in the “Payment Policies & Consent”, failure to provide sufficient no1ce will result in a Late Cancella1on fee, unless 
extenua1ng circumstances apply. Appointments will end immediately if pa1ents arrive in person while ill. The visit will be considered a 
Late Cancella1on, and the associated fee will apply. The pa1ent will be asked to leave and reschedule. These same policies apply if a 
pa1ent arrives under the influence of drugs or alcohol. If a pa1ent is impaired or under the influence and aBempts to drive, the 
authori1es or an emergency contact may be no1fied for safety reasons. 
 
Minor Policies 
Mental health providers at KindMind Psychiatric Health, PLC and KindMind Behavioral Health, LLC (“KM”) are commiBed to balancing a 
minor pa1ent’s right to privacy with a parent’s or legal guardian’s right to informa1on. Therapy is most effec1ve when a trus1ng 
rela1onship exists between the provider and the child or adolescent, and protec1ng the pa1ent’s privacy plays a cri1cal role in 
maintaining that trust. 
 
KM provides individual counseling to child and adolescent pa1ents while involving parents or caregivers through scheduled consulta1ons, 
preferably with the minor present. In some cases, parents or caregivers may also par1cipate in therapy sessions. However, to preserve the 
therapeu1c rela1onship, sessions will primarily be conducted between the pa1ent and the provider. Specific details shared by the pa1ent 
during sessions will not be disclosed to the parent or caregiver unless the pa1ent consents. Instead, general themes, treatment progress, 
and provider recommenda1ons may be communicated to parents or caregivers to promote support and involvement in the pa1ent’s care. 
 
As mandated reporters, providers at KM are legally obligated to report any disclosures from the pa1ent indica1ng intent to harm self or 
others, or reports of abuse, neglect, or knowledge of harm to another individual. If it becomes clinically appropriate to refer the pa1ent to 
a provider with more specialized exper1se, this informa1on will be communicated to the parent or caregiver. Confiden1ality and its 
limita1ons will be reviewed during the ini1al appointment, in the presence of both the pa1ent and the parent or caregiver, to ensure 
mutual understanding prior to the start of treatment. 
 
KM does not conduct custody evalua1ons, determine parental fitness, recommend one parent over another, or provide reunifica1on 
services. Providers do not offer tes1mony in court regarding custody or family law issues unless required by court order. 
 
In cases involving divorced or separated parents, KM expects parents to coordinate all responsibili1es related to treatment, including 
scheduling, transporta1on, payment or services, and communica1on. Providers and pa1ents will not serve as intermediaries between 
parents. Both legal parents have the right to access their child’s treatment records, regardless of custody status, unless a court order has 
revoked parental rights. While clinical details of appointments are not rou1nely shared, treatment progress and safety-related concerns 
will be communicated as needed. 
 
Pa1ents under the age of sixteen (16) must be accompanied by a parent or guardian who remains on the premises for the dura1on of 
each appointment. At this 1me, KM does not provide psychiatric services to pa1ents under the age of twelve (12).  
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Couples and/or Family Psychotherapy 
To maintain clinical objec1vity and uphold the integrity of the therapeu1c process, KM prohibits pa1ents from receiving both individual 
therapy and couples or family therapy from the same provider. If a pa1ent or any member of a couple/family is engaged in individual 
therapy, they will be scheduled with a different provider for any couples or family therapy services.  
 
Advanced Prac.ce Providers  
KM employs physician associates referred to as advanced prac1ce providers (APPs). These providers are independently licensed and 
experienced in delivering behavioral health care, including psychiatric assessment and medica1on management. All APPs operate under 
the clinical supervision of Robert Glenn, M.D., Medical Director. Pa1ents will be assigned directly to an advanced prac1ce provider for 
care, except in cases of emergency or when otherwise clinically indicated for direct involvement by Dr. Glenn. Providers at KM do not 
conduct drug screenings for proba1on, court-ordered requirements, or other legal proceedings. 
 
Prescrip.on Policies 

• A comprehensive psychiatric evalua1on will be completed prior to ini1a1ng any prescrip1ons. 
• Prescrip1on refills may be obtained from the provider during scheduled appointments. If prescrip1ons are expected to run out 

before the next appointment, refill requests can be submiBed through the office or via the pa1ent portal. If the provider 
requires an in-person visit before approving a refill, processing may be delayed. 

• Medica1on changes can only be made by the provider; KM office staff cannot authorize changes. 
• Please allow 2–3 business days for prescrip1on processing. Requests submiBed aier business hours on Fridays through Sundays 

will typically be processed on Monday, as the system is not monitored over weekends. 
• KM prescribes medica1ons electronically (e-scribe) to pharmacies for both controlled and non-controlled substances. Most 

pharmacies par1cipate in this program, which ensures safer and more efficient prescribing. If a pharmacy does not par1cipate, 
pa1ents may be asked to select an alterna1ve pharmacy. Please allow sufficient 1me for transmission of prescrip1ons following 
appointments. 

• As mandated, KM providers review prescrip1on history before prescribing or refilling controlled substances. If any issues arise 
from the review, an in-person appointment may be required before the prescrip1on request is processed. 

• Some insurance plans require prior authoriza1on for certain medica1ons. This administra1ve process can take up to one hour, 
and authoriza1on may take one to three days. Pa1ents should expect poten1al delays if prior authoriza1on is necessary. 

• Medica1ons prescribed by KM must be taken only as directed and only by the pa1ent for whom they were prescribed. Misuse 
or diversion of medica1ons may result in termina1on of care. 

• Pa1ents must inform providers of all medica1ons prescribed by other healthcare professionals and disclose any history of 
substance abuse. Failure to provide this informa1on may lead to discharge and referral to alterna1ve care. 

• Pa1ents prescribed controlled substances are required to aBend in-person appointments at least once a year, and poten1ally 
more frequently at the provider’s discre1on. Drug screenings may be conducted at any 1me. Abnormal screening results may 
result in discharge, discon1nua1on of medica1on, and referral elsewhere. 

• Pa1ents prescribed suboxone, methadone, or s1mulants will not be prescribed benzodiazepines. 
• KM is not responsible for resending prescrip1ons to mul1ple pharmacies if a pa1ent’s primary pharmacy cannot fill the 

medica1on. Pa1ents are responsible for contac1ng pharmacies regarding medica1on availability. 
 
S.mulants 

• Pa1ents prescribed s1mulants are required to aBend an in-person appointment with their provider at least once every three 
months. 

• KM providers use clinical judgment to determine the most appropriate treatment plan for each pa1ent. This may include a trial 
of non-s1mulant medica1ons before ini1a1ng s1mulant therapy. All treatment decisions are based on the provider’s 
professional assessment of medical necessity and individual pa1ent needs. 

• In compliance with DEA regula1ons, lost, damaged, or stolen prescrip1ons will not be replaced under any circumstances. 
• Refill and dosage change requests for s1mulants made outside of scheduled appointments must be reviewed and approved by 

the provider. The provider may require regular follow-up visits before authorizing refills, with intervals determined at the 
provider’s discre1on. 

• Refill requests can be submiBed at any 1me but require at least five (5) business days’ no1ce. Requests may be submiBed 
through the pa1ent portal or by contac1ng the office directly. 

• If non-s1mulant treatments are unsuccessful, neuropsychological tes1ng may be required prior to prescribing s1mulants. 
 
Disability, Social Security, & FMLA Forms 
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• KM does not complete long-term disability or Social Security disability forms unless the pa1ent has been under ac1ve care with 
their provider for a minimum of six (6) months. This policy ensures sufficient 1me to assess the pa1ent’s condi1on, treatment 
response, and func1onal capacity. 

• Comple1on of short-term disability and FMLA forms is at the sole discre1on of the provider. Providers may approve or decline 
these requests based on clinical judgment, the pa1ent’s medical history, and the nature of the request. Submission of such 
forms does not guarantee approval. 

• All requests for documenta1on must be submiBed in wri1ng and require up to fourteen (14) business days for processing. 
• Fees may apply and/or an addi1onal appointment may be required for KM to complete and provide forms, depending on the 

complexity and 1me involved. 
• Pa1ents are encouraged to discuss eligibility and documenta1on needs with their provider during scheduled appointments. 

 
Termina.ng and/or Pausing Services 
KM reserves the right to terminate or pause treatment or services, in whole or in part, at any 1me and for any reason, subject to 
applicable law. Pa1ents are subject to automa1c termina1on from one or more services if any of the following apply: 

• Failure to aBend two (2) consecu1ve scheduled appointments without no1fica1on 
• Two (2) no-shows or cancella1ons without proper no1ce within a thirty (30) day period 
• Four (4) no-shows or cancella1ons without proper no1ce within a six (6) month period for pa1ents insured under commercial 

plans, or two (2) such occurrences within a three (3) month period for pa1ents insured under Medicaid plans 
• Non-compliance with treatment recommenda1ons or circumstances in which KM is unable to provide appropriate care 
• Being under the influence of illegal substances while on KM premises 
• Inappropriate conduct, Harassment, threats, or behavior that compromises the safety, rights, or well-being of KM staff or other 

pa1ents or on KM premises 
• Clinical acuity exceeding KM’s scope of prac1ce 
• Extended leave of absence from treatment 

KM also reserves the right to pause treatment at any 1me and for any reason. Treatment will be automa1cally paused if a pa1ent exceeds 
the outstanding balance thresholds outlined in the Payment Policies & Consent form. Termina1on or pause of one KM service does not 
guarantee con1nua1on or discon1nua1on of any other KM service. Any determina1on regarding con1nued eligibility for other services 
will be made at KM’s sole discre1on. 
 
 
By signing below, I confirm that I have read, understood, and agree with the psychotherapy and psychiatry 
policies and terms listed above. 
 
Pa<ent or Parent/Guardian Name (please print): _____________________________________________ 

Pa<ent or Parent/Guardian Signature: _____________________________________________________ 

Date: _______________ 
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KindMind Psychiatric Health, PLC and KindMind Behavioral Health, LLC (“KM”) par1cipates with numerous commercial, state, and federal 
health insurance plans. Fees for services are determined by the contractual agreements between KM and each insurance company or 
agency. Addi1onally, KM offers out-of-pocket (self-pay) rates for pa1ents without insurance coverage or those who choose to pay 
privately. 
 
The undersigned pa1ent agrees to be financially responsible for all professional services rendered, regardless of insurance coverage. KM is 
not responsible for payments made by the insurance company, as the insurance policy is a contract solely between the pa1ent and their 
insurer. The pa1ent understands that if the insurance company denies payment or pays an amount less than an1cipated, the pa1ent 
remains responsible for the balance. 
 
The pa1ent is responsible for promptly no1fying KM of any changes to their insurance coverage. Failure to do so may result in the pa1ent 
being responsible for the full cost of services rendered during any period without ac1ve insurance on file. If the pa1ent’s mental 
healthcare benefits have been exhausted or insurance coverage lapses, the pa1ent agrees to pay applicable out-of-pocket (self-pay) rates 
to con1nue services. 
 
Should an account balance remain unpaid for more than ninety (90) days without an agreed-upon payment arrangement, KM reserves the 
right to suspend or discon1nue treatment and pursue legal ac1on to collect the debt. This may include referral to a collec1on agency or 
filing a claim in small claims court. Any costs incurred during the collec1on process, including aBorney and court fees, will be added to the 
amount owed. In the event of collec1on efforts, KM will disclose only the pa1ent’s name, the nature of services provided, the outstanding 
balance, and any associated collec1on costs. 
 
I understand that a minimum of twenty-four (24) hours’ no.ce is required when canceling an appointment. I understand that failure to 
show for an appointment (“no-show”), and failure to provide proper no.ce of cancella.on, arrival fiQeen (15) minutes or more aQer 
the scheduled appointment .me, or any appointment that is incomplete or non-billable (each a “late-cancel”), will result in a fee of 
$70.00 for a psychotherapy appointment and $100.00 for a psychiatric appointment. An appointment is considered incomplete or non-
billable if it lasts fewer than sixteen (16) minutes, is conducted while the pa1ent is physically located outside the state or country in which 
KM is authorized to provide services, or cannot be completed or billed for any other reason. These fees may be waived if the pa1ent 
reschedules and completes a replacement appointment within five (5) business days of the missed or canceled appointment. These fees 
are not covered by insurance and must be paid prior to your next scheduled appointment. These fees are applicable to all pa1ents except 
those insured under a Medicaid plan.  
 
KM operates from 9:00 AM to 9:00 PM, Monday through Friday, and is closed on Saturdays and Sundays. Please note that the front office 
and main office phone lines are staffed only un1l 5:00 PM on weekdays and remain closed on weekends. Phone calls made aier office 
hours will be returned on the next business day only if a voicemail message is lei. In the event of a medical or psychiatric emergency, 
pa1ents are advised to hang up and immediately dial 911 or go to the nearest emergency room. KM does not provide emergency medical 
or crisis response services. 
 
Other fees for services at KM that are not billable to health insurance and remain the pa1ent’s responsibility include: 

• Out-of-pocket (self-pay) fees: 
o Psychotherapy - $150 for the ini1al intake assessment; $120 for each subsequent appointment 
o Psychiatry - $250 for the ini1al psychiatric evalua1on; $150 for each subsequent appointment 

• Court appearances - including, but not limited to, court-ordered subpoenas and recorded or transcribed deposi1ons - are 
subject to a fee of $800 per day. This fee must be paid in full no later than seventy-two (72) hours prior to the scheduled court 
appearance. If the appearance is canceled with less than forty-eight (48) hours’ no1ce to KM, the fee is non-refundable. No 
further appointments will be scheduled un1l the fee is paid in full. Please also note that certain services fall outside the 
professional scope of prac1ce of KM providers and therefore will not be addressed in any court proceeding. Such services 
include, but are not limited to: custody evalua1ons, recommenda1ons regarding possession or visita1on, determina1ons of 
custody access, legal advice, and medical advice. 

• Medical records fees: $25 ini1al processing fee (not applicable to pa1ents insured under Medicaid), plus $1.00 per page for 
pages 1–20, $0.50 per page for pages 21–50, and $0.25 per page for pages 51 and beyond. 

• Urinalysis (if not covered by insurance): $30 per test 
 



 

Last updated on: 06/30/2026 
 
KM reserves the right to modify or update the terms set forth herein at any 5me. Updated versions may be communicated through any reasonable means and shall 
supersede prior versions upon distribu5on. 

16 

KM offers payment plans (“PP”) for co-pays, coinsurance, and deduc1ble payments. PP are not available for Late-Cancella1on, No-Show, 
or Late-Arrival fees; these fees must be paid in full at the 1me of the scheduled service. Pa1ents with an outstanding psychotherapy 
balance exceeding $200 and/or an outstanding psychiatry balance exceeding $400 will not be scheduled for future appointments unless a 
PP is in place. If a payment method associated with a PP is invalid or declines, and a valid payment method is not provided within seventy-
two (72) hours of the payment due date, KM reserves the right to pause services un1l a valid payment method is received and 
successfully processed. Further terms and condi1ons of KM’s PP’s can be discussed upon request.  
 
KM sends pa1ent statements via email twice per month. Payments can be made directly through the electronic statement, via the pa1ent 
portal, or by calling the office. KM will automa1cally charge the pa1ent’s payment method on file each Friday for the full outstanding 
balance on the pa1ent’s account at the 1me of processing. Charges may include services rendered, balances incurred aier the most 
recently issued statement, and any other amounts owed to KM. 
 
KM does not bill automobile insurance, auto accident claims, or personal injury protec1on carriers for any services. All charges are the 
pa1ent/guarantor’s responsibility, and KM will not delay or hold balances while an auto claim is pending. Standard KM financial policies 
apply. We can provide itemized statements and receipts for pa1ents to submit to their auto insurer for possible reimbursement. KM does 
not communicate with auto carriers, complete auto-claim forms, or provide records unless legally required and properly authorized. 
Ques1ons or issues must be directed to the auto insurer. 
 
The pa.ent authorizes KM to bill and charge the credit/debit/health account card on file for any applicable fees incurred, including co-
pays, deduc.bles, and other pa.ent payments related to professional services provided by KM. The pa1ent acknowledges that KM may 
charge the card for Late-Cancel and No-Show fees as outlined above. The pa1ent understands that payments made by credit card are 
subject to a processing fee of up to 3% of the transac1on amount, not to exceed the actual processing fee incurred by KM. The pa1ent 
verifies that the credit card informa1on provided is accurate to the best of their knowledge. If the informa1on is found to be incorrect, 
fraudulent, or if a payment is declined, the pa1ent remains responsible for the full amount owed, including any addi1onal fees incurred 
due to denial of payment. By comple1ng and signing this form, the pa1ent understands that unpaid balances not resolved within ninety 
(90) days may be referred to collec1ons unless an alterna1ve payment arrangement is made. 
 

AS SUCH, IT IS REQUIRED THAT YOU PROVIDE VALID CREDIT/DEBIT CARD INFORMATION BELOW: 
 
Pa<ent Name: __________________________________________________________________________ 

Name on Card: __________________________________________________________________________ 

Card Number:  __________________________________________________________________________ 

Exp. Date: ____________________ CVV: ___________________ Zip Code: ______________ 
 

 

By signing below, I affirm that I have read, understood, agree with, and consent to the above terms.  

Pa<ent/Guardian Signature: _____________________________________________ Date: ______________ 

Cardholder Signature (if different than pa<ent): _____________________________ Date: _____________ 
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Use this form to give or take away your consent to share informa4on about your (1) mental and behavioral health services 
(this will be referred to as “behavioral health” throughout this form), and (2) diagnosis, referral, and treatment for an 
alcohol or substance use disorder (this will be referred to as “substance use disorder” throughout this form). This 
informa4on will be shared to help diagnose, treat, manage, and pay for your health needs. This consent will not be used for 
any civil, criminal, administra4ve, or legisla4ve proceedings. When you receive health care, your health care provider and 
health plan keep records about your health and the services you receive. This informa4on becomes a part of your medical 
record. Under state and federal laws, your health care provider and health plan do not need your consent to share most 
types of your health informa4on to treat you, coordinate your care, or get paid for your care. However, they may need your 
consent to share your behavioral health or substance use disorder records. 
 

Pa6ent Name (print): ______________________________________________________________ 
Date of Birth: _______________________                        Today’s Date: _______________________ 

 
Entity Authorized to Release Information 

I authorize the following providers/practices to release my information: 
Practice Name(s): KindMind Behavioral Health, LLC (“KMBH”) and KindMind Psychiatric Health, PLC (“KMPH”)  
Phone: (248) 266-0920  

 
Recipient of Information: Who Can See Your Information and How They Can Share It 

Let us know who can see and share your behavioral health and substance use disorder records. You should list 
the specific names of health care providers, health plans, family members, or others. KMBH and KMPH can only 
share your records with people or organizations listed below. 
 
Name of Provider, Facility, or Individual: ______________________________________________________ 
Phone & Fax: _____________________________________________________________________________ 

Relationship: _____________________________________________________________________________ 
 

Information to Be Disclosed 
(Please select only one option below) 

 

☐ Share all my behavioral health and substance use disorder records. This does not include “psychotherapy 
notes and/or substance use disorder counseling notes.” 
 

☐ Share all of my behavioral health and/or substance use disorder records except: 
1. __________________________________________________________________ 
2. __________________________________________________________________ 
3. __________________________________________________________________ 

 

☐ Other (please specify): ___________________________________________________________________ 
________________________________________________________________________________________ 
 

(This can include specific dates of service, treatment plans, medication records, diagnostic information, progress notes, psychological 
tests, evaluations, or billing/payment records) 
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Purpose of Disclosure 
☐ At the request of the patient  ☐ Continuity of care  ☐ Insurance/benefits determination  ☐ Legal matter  
☐ Other: __________________________________________________________________________________ 

 
Expiration 

This authorization will expire on:  
☐ A specific date: ______________________  ☐ One year from the date of signature (default if left blank)  
☐ Upon the following event: __________________________________________________________________  
 

Patient Rights & Acknowledgements 
By signing this form below, I understand that my treatment, payment, enrollment, or eligibility for benefits is not conditioned on signing 
this authorization. I understand that information disclosed under this authorization may no longer be protected by HIPAA and could be 
re-disclosed by the recipient. I am giving consent to share my behavioral health and/or substance use disorder records. This includes 
referrals and services for alcohol and substance use disorders and/or other information may also be shared. My records may be shared 
with the people or organizations as described above. Other types of my health information may be shared along with my behavioral 
health and substance use disorder records. Under existing laws, my health care provider and health plan do not need my consent to 
share most types of my health information to treat me, coordinate my care or get paid for care. This form does not give my consent to 
share “psychotherapy notes and/or with substance use disorder counseling notes.” I can remove my consent to share behavioral health 
and substance use disorder records at any time. I understand that any records already shared because of past approval cannot be taken 
back. I should tell all individuals and organizations listed on this form if I remove my consent. I have read this form or it has been read to 
me in a language I can understand. My questions about this form have been answered. I can have a copy of this form.  
 
Other Information for Health Care Providers and Health Plans 
This form cannot be used for a release of information for any person or agency that has provided services for domestic violence, sexual 
assault, stalking, or other crimes. See the FAQ for providers and other organizations at www.michigan.gov/bhconsent. 
 

SIGNATURE 
 

Patient / Legal Representative Signature: ________________________________________________  

Printed Name: _____________________________________  Date: ___________________________  
 

If signed by a legal representative, describe authority:  
☐Parent  ☐Legal Guardian  ☐Power of Attorney  ☐Other: __________________________________________ 
 
 

REVOKE CONSENT - This sec6on should only be completed if you wish to revoke the above authoriza6on 
 
By signing below, I indicate that I no longer want to share my records with those listed above. I understand any 
informa<on already shared because of past approval cannot be taken back. 
 
Patient / Legal Representative Signature: ________________________________________________  
Printed Name: _____________________________________  Date: ___________________________  

If signed by a legal representative, describe authority:  
☐Parent  ☐Legal Guardian  ☐Power of Attorney  ☐Other: __________________________________________ 


