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2024 CONSENT FORMS 
 

 
If you are thinking about harming yourself or anyone 

else, or experiencing any other life-threatening 
emergency, please STOP filling out this form and call 

911 or report to the nearest emergency room 
immediately. This office visit is for routine purposes 

only and cannot support emergency situations. 



Consent of Treatment and Policies 

I/we are providing consent for (patient’s name) ____________________________ to receive services 
from Burgundy Prime, Inc.’s providers. These services may include psychiatric evaluation, 
psychotherapy, medication therapy, laboratory tests, diagnostic procedures, and other appropriate 
therapeutic treatments if deemed necessary by both patient and provider. By signing this consent of 
treatment, I indicate that consent is given voluntarily and that I am both legally competent and have 
the authority to provide consent for these services. 

I understand that: 

● I have the right to be fully informed about or of the nature of the treatment, the risks
and benefits, and the available treatment options.

● I have the opportunity to have all questions answered to my satisfaction including the benefits,
risks and possible side effects associated with any medication and other available treatment
options.

● That this consent of treatment is given voluntarily.

● I have the right to withdraw my consent for this treatment at any time.

● I have the right to receive a copy of this consent at any time.

● No sessions are allowed to be recorded by any type of recording device.

● I have the right to cancel or reschedule my appointment more than 24 hours prior to my
scheduled appointment time in order to avoid receiving No Show/Late Cancel fee of $50

Video Surveillance 

To ensure the safety of our patients, visitors and staff Burgundy Prime, Inc. conducts 24-hour audio 
and video surveillance recordings throughout the premises except for restrooms.  Access to these 
recordings is by authorized staff members or law enforcement officials only.  Burgundy Prime, Inc. 
will not use these recordings for promotional purposes but may review intermittently for quality 
assurance purposes.  By entering the premises, you agree to audio/video surveillance.   

I have read and understand the Video Surveillance policy: 

Patient Signature:  Date: 

Patient Signature:  Date: 



Financial Agreement 

In consideration of the patient receiving services from Burgundy Prime, Inc., I agree: 

● I am responsible for all expenses for treatment.

● Payment of patient responsibility charges are due at the time of the appointment.

● If Burgundy Prime, Inc. files my insurance for me, I agree to pay for non-covered insurance
benefits, co-insurance, co-pays, and deductibles.  I understand and agree that regardless of
my insurance status I am responsible for the balance on my account for any services
rendered.  Any failure on my part to provide current information that results in my
insurance company subsequently denying payment will be my financial responsibility for
unpaid charges.

● I understand I am responsible for payment of $25 for each document filled out by Burgundy
Prime, Inc. providers.

● There is a charge of $10 base rate administrative fee for any printed documentation plus
$0.10 for each page.  Electronic documentation not printed but uploaded to patient portal
will not have a charge associated other than charge associated with filling out
documentation.

● A charge of $50 will be assessed for each no-show or late cancellation/rescheduled
appointment if less than 24-hours’ notice is given.

I authorize Burgundy Prime, Inc. to release any of my medical information, including drug and alcohol and 
HIV positive test results, to my insurance company(s), as needed to process my insurance claim. 

I authorize ____________________________________________ (insurance company) to make 
payments directly to Burgundy Prime, Inc. for covered medical and/or psychological services. 

Patient Signature:  Date: 

Discharge Policy 

I understand that any disruptive, intimidating, dangerous or illegal activities at this office will be 
grounds for potential discharge from the practice in accordance with Burgundy Prime, Inc. policy.  

Patient Signature:  Date: 



 

HIPAA Notice of Privacy Practices:  As required by the Privacy Regulations Promulgated Pursuant to 
the Health Insurance Portability and Accountability Act of 1996 (HIPAA) 

This Notice of Privacy Practices describes how we may use and disclose your protected health 
information (PHI) to carry out treatment, payment, or health care operations (TPO) and for other 
purposes that are permitted or required by law. It also describes your rights to access and control 
your protected health information. “Protected health information” is information about you, 
including demographic information, that may identify you and that relates to your past, present or 
future physical or mental health or condition and related health care services. 

Uses and Disclosures of Protected Health Information: Your protected health information may be 
used and disclosed by our organization, our office staff, and others outside of our office that are 
involved in your care and treatment for the purpose of providing health care services to you, to pay 
your health care bills, to support the operation of the organization, and any other use required by 
law. 

Treatment: We will use and disclose your protected health information to provide, coordinate, or 
manage your health care and any related services. This includes the coordination or management of 
your health care with a third party. For example, we would disclose your protected health 
information, as necessary, to a home health agency that provides care for you. For example, your 
protected health information may be provided to a physician to whom you have been referred to 
ensure that the physician has the necessary information to diagnose or treat you. 

Payment: Your protected health information will be used, as needed, to obtain payment for your 
health care services. For example, obtaining approval for equipment or supplies coverage may 
require that your relevant protected health information be disclosed to the health plan to obtain 
approval for coverage. 

We may use or disclose your protected health information in the following situations without your 
authorization: as Required By Law, Public Health issues as required by law, Communicable Diseases, 
Health Oversight, Abuse or Neglect, Food and Drug Administration requirements, Legal 
Proceedings, Law Enforcement, Criminal Activity, Inmates, Military Activity, National Security, and 
Workers’ Compensation. Required Uses and Disclosures: Under the law, we must make disclosures 
to you and when required by the Secretary of the Department of Health and Human Services to 
investigate or determine our compliance with the requirements of Section 164.500. 

Other Permitted and Required Uses and Disclosures Will Be Made Only with Your Consent, 
Authorization or Opportunity to Object, unless required by law. 

Your Rights: Following is a statement of your rights with respect to your protected health information. 

You have the right to inspect and copy your protected health information. Under federal law, 
however, you may not inspect or copy the following records: psychotherapy notes; information 
compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or 
proceeding, and protected health information that is subject to law that prohibits access to 
protected health information. 

You have the right to request a restriction of your protected health information. This means you 
may ask us not to use or disclose any part of your protected health information for the purposes of 
treatment, payment or healthcare operations. You may also request that any part of your protected 
health information not be disclosed to family members or friends who may be involved in your care 
or for notification purposes as described in this Notice of Privacy Practices. Your request must state 
the specific restriction requested and to whom you want the restriction to apply. 



 

You have the right to request to receive confidential communications from us by alternative means 
or at an alternative location. You have the right to obtain a paper copy of this notice from us, upon 
request, even if you have agreed to accept this notice alternatively, e.g., electronically. 

You may have the right to have our organization amend your protected health information. If we 
deny your request for amendment, you have the right to file a statement of disagreement with us 
and we may prepare a rebuttal to your statement and will provide you with a copy of any such 
rebuttal. 

You have the right to receive an accounting of certain disclosures we have made, if any, of your 
protected health information. 

We reserve the right to change the terms of this notice and will inform you by mail of any changes. 
You then have the right to object or withdraw as provided in this notice. 

Complaints: You may complain to us or to the Secretary of Health and Human Services if you believe 
your privacy rights have been violated by us. You may file a complaint with us by notifying our 
privacy contact of your complaint. 

We are required by law to maintain the privacy of, and provide individuals with, this notice of our 
legal duties and privacy practices with respect to protected health information. 

Associated companies with whom we may do business, such as an answering service or delivery 
service, are given only enough information to provide the necessary service to you. No medical 
information is provided. 

We welcome your comments: Please feel free to call us if you have any questions about how we 
protect your privacy. Our goal is always to provide you with the highest quality services. 

 

 

Patient Signature:   Date: ________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 



Please note that a $50.00 charge will be assessed for each no-show or late 

cancellation/rescheduled appointment if less than 24-hours’ notice is given. 

 

 

Cancellation/Reschedule/No-Show Policy 

 

This policy has been established to help us serve you better at our office.  A “no-show” is missing a 
scheduled appointment. A “late cancellation/reschedule” is canceling or rescheduling an appointment 
within 24 hours of the appointment. 

It is necessary for us to make appointments to see our patients as efficiently as possible. No-show and late 
cancellation/reschedule issues ultimately take away a time slot which can no longer be used for our 
providers to help other patients. 

We understand that while patients cannot always make it to their scheduled appointments, we do request 
that you inform us of any changes at your earliest convenience. 

 

 

If you need to cancel or reschedule an appointment, please call the office at (407) 878-0022 to speak with 
our office staff. This policy is to ensure that all our patients can be seen in a timely manner. Thank you in 
advance for your cooperation and understanding. 

 

Patient Signature:     Date:   

 



Telehealth Consent 

Definition of Telehealth: Telehealth involves the use of electronic communications to enable 
professionals to connect with individuals using interactive video and audio communications. Telehealth 
includes the practice of psychological healthcare delivery, diagnosis, consultation, treatment, referral to 
resources, education, and the transfer of medical and clinical data. 

I understand that I have the rights with respect to telehealth: 

1. I understand privacy and confidentiality laws apply to telehealth, and that no information 
obtained using telehealth services will be disclosed to researchers or other entities without my 
written consent. 

2. My healthcare provider has explained how the video conferencing technology will be used 
to conduct a telehealth session, so that unlike a direct patient or provider in person, I will not 
be in the same room as my health care provider. 

3. I understand the potential risks to technology including interruptions, unauthorized access, 
and technical difficulties. I understand my healthcare provider or I can discontinue the video 
conference consult or visit if it is believed video conferencing technologies are not adequate 
for the situation. 

4. I understand that I have the right to withhold or withdraw my consent to the use of 
telehealth in the course of any care at any time, without affecting my right to future care or 
treatment. 

5. I understand that no results for anticipated benefits can be guaranteed or assured 
by my provider. 

6. I understand my healthcare information may be shared with other individuals for purposes 
of scheduling and billing. Furthermore, I have the right to request to terminate the 
consultation at any time. 

7. I agree certain situations, such as emergencies and crises, are inappropriate for audio-, 
video-, or computer-based psychotherapy services. If I am in crisis or in an emergency, I should 
immediately call 911 or seek help from a hospital or crisis-oriented healthcare facility in my 
immediate area. 

8. I consent to receiving text message on my cell phone with Telehealth website link. I 
understand that text message changes may apply from my cell phone carrier. 

 

Consent to The Use of Telehealth 

By signing this form, I certify: 

1. That I have read or had this form read and/or had this form explained to me. 

2. That I fully understand its contents including the risks and benefits of the procedure(s). 

3. That I have been given ample opportunity to ask questions and that any questions 
have been answered to my satisfaction. 

 

Patient Signature:   Date:   
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