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Carolina Behavioral Health & Wellness complies with applicable federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age disability, or sex.

PATIENT CONSENT FOR TREATMENT
FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION
(as required by HIPAA Regulation)

With my consent, Carolina Behavioral Health & Wellness (CBHW) may use and disclose protected health information about me or
my child(ren) to carry out treatment, payment and healthcare transactions. Please refer to Carolina Behavioral Health & Wellness
Notice of Privacy Policies for a more complete description of such uses and disclosures. The Notice of Privacy Practices has been
made available to me and | have the right to a copy if | so desire. Carolina Behavioral Health & Wellness reserves the right to
revise its Notice of Privacy Polices Practices at any time. A revised Notice of Privacy Practices may be obtained by forwarding a
written request to Carolina Behavioral Health & Wellness, 2002 S. Glenburnie Road, Suite 4-C, New Bern, NC 28562.

*With my consent, CBHW may call my home or other designated locations and leave a message on voicemail or in person in
reference to any items that assist the office to carry out treatment, payment and healthcare transactions, such as appointment
reminders, insurance items and any call pertaining to me or my child(ren) clinical care.

*With my consent, CBHW may mail my home or other designated location any items that assist the practice in carrying out
treatment, payment and healthcare transactions, such as appointment reminder cards, prescriptions and patient statements.

*With my consent CBHW may email my appointment reminder. | have the right to request that CBHW restrict how it uses or
discloses my protected health information to carry out treatment, payment and healthcare transactions. However, CBHW is not
required to agree to my request restriction, but if it does, it is bound by this agreement.

| hereby assign to CBHW all payments for medical services rendered to myself or to my dependents. | have read and understand
the Financial Policy. | understand | am responsible for any amount not paid by my insurance company(ies). | am responsible for
all services performed by CBHW providers deemed not covered or denied by my insurance company. Any copayment or
deductible is due at the time of the visit.

| authorize the use of a photocopy of this assignment in lieu of original by my signature below. If for any reason it becomes
necessary to sent the financial balance on the account to collections, the expense incurred will be charged to the patient’s

account.

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior
consent. If I do not sign this consent, CBHW may decline to provide treatment to me or my child(ren).

Signature of Patient/Parent/Legal Guardian/Other Relationship to Patient

Printed name of Patient/Parent/Legal Guardian

Date
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