Linda L. Anderson
3400 Harbor Ave SW #246

Seattle, WA  98126
206-782-7448

AUTHORIZATION FOR TREATMENT

ABILITY TO PAY FEE DETERMINATION

NAME  ________________________________  EFFECTIVE DATE _________

  I hereby authorize Linda L. Anderson, M.S., LMHC, to evaluate, treat or provide consultation to the above named person or persons.  I hereby authorize Linda L. Anderson to transmit billing information to the funding source listed below or on the billing sheet.  I acknowledge that I, or the responsible party listed on the billing sheet, is responsible for co-fees, deductibles or fees allowable and not covered by insurance, if I choose to use insurance.  I have been fully informed of fees and policies pertaining thereto, charged by Linda L. Anderson (separate handout), method for payment, and chosen an option that can be revised, with notice, as needed. I further certify that the information is correct and that I am responsible for charges associated with services provided by Linda L. Anderson and that I agree to pay bill within 30 days of receipt of a statement, unless otherwise arranged.  I authorize that payments be made directly to Linda L. Anderson.

  Further, I am aware that in order to bill insurance, Linda L. Anderson and her billing source must disclose my diagnostic code to insurance.  Linda L. Anderson must follow clinical requirements of my insurance company, which may include:  request to coordination with my primary care physician (I may decline this.), and submittal of content of my file for insurance quality of care audits, per the insurance policy and provider contract.  If I choose not to have her do this, I may choose to pay privately.  Insurance companies are subject to Healthcare Privacy Laws in keeping my information confidential, but may choose to use specific information to authorize or deny me coverage.  Linda L. Anderson is not responsible for this, and will be held harmless for the insurance use of any materials released per my decision to use insurance, and within contract guidelines.

  I have been and will continue to be involved in the development of my treatment plan and have an understanding of Linda L. Anderson's philosophy and approach to treatment (separate handout).  I have been given a copy of Linda L. Anderson's personal disclosure statement, and understand that I can request to change treatment, refuse participation or discontinue treatment at my discretion.

  I understand that the Washington State Department of Licensing would like me to know that "Counselors practicing counseling for a fee must be registered with the Department of Licensing for the protection of the public health and safety.  Registration of an individual with the department does not include a recognition of any practice standards, nor necessarily implies the effectiveness of any treatment."
I understand and agree that I am responsible for all fees, co-pays, deductibles and that if my service is not covered by insurance (see under Disclosure) or that I choose not to use insurance, that I am responsible for that fee.  __________ initial here
  By signing below, I certify that I have read or listened to and understand the above information.

PRINT NAME ______________________________________

______________________________________________     _____________________

 Client/Parent/Guardian/Contractor Signature        Date

___________________________________________________ ____________________
Signature Client #2                                   Date

______________________________________________
   _____________________

  Therapist Signature




    Date

(3/06)
PAGE  
1

