
 

 

 
 

 
Patient Information and Professional Service 
Agreement  

 
Welcome to Healing Horizons Behavioral Health also known as Healing Horizons 
This document contains important information about our professional services and 
business policies. Please review it carefully and feel free to ask questions. Once all 
your questions have been answered, please sign at the bottom to indicate that you 
have read this contract and agree to its terms.  
 
Services Provided  

We provide Outpatient medication management, At Healing Horizons we provide state of 
the art, concierge psychiatric services to care for our patients.  We will schedule an initial 
consultation to see if we are a good fit to help you with your needs.  Initial consultation will 
determine if we are a good fit for each other and the services we provide are indeed what 
you are looking for.  We will then go through the option to agree to get in a patient 
physician relationship or provide you with referral sources that are best suited for your 
needs.  

Prior to your consultation you will receive an email from our electronic records where you 
can complete the paperwork and information about yourself and intake papers.  Initial visit 
will be in person at our clinic located at 651 Grand Panama Blvd, Suite B1-103, Panama 
City Beach, FL 32407.  Although we prefer that your initial consultation be in person our 
practice is flexible to be able to provide tele psychiatry services. 

Successful psychiatric treatment depends upon close collaboration and open 
communication between psychiatrist and patient. While we will make every effort to help 
you reach your treatment goals, we cannot contract for a guaranteed result.  

 

 

 



 

 

Length and Frequency of Meetings  

Treatment begins with an initial consultation approximately 60 minutes in length, 
depending on complexity. During this meeting, we will explore your reasons for seeking 
treatment, review your psychiatric, social, and medical history, and begin to establish 
goals for our work together.  

After our initial consultation we will be meeting 4-6 weeks to establish our goals and 
reassess if we indeed are meeting those milestones, some appointments may be every 2-
4 weeks depending on your clinical needs.  

Psychotherapy appointments (with or without medication management) are generally 45 to 
50 minutes in length, while medication management visits are usually 30 minutes long. 
Occasionally they may be 15 minutes if clinically appropriate. Couples and family therapy 
appointments are generally 45 to 60 minutes in length. Group therapy is generally 60-75 
minutes in length. The duration and frequency of our meetings may vary depending on your 
individual treatment goals. 

 
Fee Policies  
Please refer to the current fee schedule for details of pricing.  

A Good Faith Estimate, as required by the No Surprises Act for out-of-network services, 
is included in this packet. 

Please note that as part of the initial evaluation, calls to obtain collateral information and 
review of prior records are included at no extra charge unless they extend beyond an hour 
of additional time. Please note that we do not charge for brief phone calls under 10 
minutes, brief text exchanges, medication refills or brief responses to emails. This cost is 
factored into our standard hourly rates. Extensive text or email exchanges taking beyond 
10 minutes/day to address will be subject to being charged at the clinician's standard fees, 
prorated to 15-minute intervals.  

If you become involved in legal proceedings that require our participation, you will be 
expected to pay for our professional time even if called to testify by another party. Because 
of the difficulty of legal involvement, we charge per hour for preparation and attendance at 
any legal proceeding. The exact fee will be set at the time our involvement is requested. 
Please note that unless explicitly agreed upon at the start of our work together, our role is 
first and foremost as your clinicians and not as expert witnesses that render opinions for the 
courts. We cannot serve as both an impartial evaluator for the court and as your treaters. At 
times, we could be called to testify as a “fact witness” where we do not render opinions 
regarding the legal matter but could be called to state objective facts about our work 
together.  

You may request a Good Faith Estimate of the cost of your care be provided in writing 
at any time. We reserve the right to increase fees in the future.  



 

 

Payment  

We accept all major credit cards and checks at this time. Payment is preferred at the time 
of service and will be considered past due after 1 business days. Please note, for initial 
consultations at the practice we require a credit card on file at the time of booking. Any 
cancellations less than 24-hour notice will be charged a fee of $80 as determined by our 
clinic policy.  

We request that a credit card be placed on file and work with a credit card processor 
(Stripe or Square) that securely stores the information according to industry standards. 
Please note that once entered, we do not have access to the actual number other than the 
last four digits. We will charge the payment method on file before sessions according to our 
fee policies. Individuals who cancel or reschedule initial consultations may be re-booked at 
the discretion of the clinician. Typically, no more than one re-scheduling in advance is 
permitted for an initial consultation.  

As the subject of delinquent bills can be the source of difficulty in a psychotherapeutic 
relationship, if arrangements for payment have not been agreed upon, we have the option 
of terminating treatment and/ or using legal means to secure the payment. This may 
involve hiring a collection agency or going through small claims court. If such legal action is 
necessary, its costs will be included in the claim.  

We understand that credit card fraud is common and from time to time we learn a charge 
has been disputed by the financially responsible party. We also recognize that billing 
errors can occur on our end as well. We ask that any disputes or concerns about billing be 
handled first by contacting us directly rather than disputing a charge with the credit card 
company. Disputing charges for services agreed upon and rendered due to not being 
satisfied with the results is not an effective way to address concerns and can disrupt 
treatment efforts and the therapeutic alliance.  

Cancellations  
If you need to cancel an appointment for any reason, please give at least 24 hours 
notice. Cancellation/no shows will less than 24 hours will be charged $80 fee. Clinic 
hold the right to terminate the services and discharge the patient if more than 3 no 
shows or less than 24 hour cancellation has occurred. 

Please initial here that you have read and agree to this policy: ______ 

Regular attendance at our appointments is a key component of successful treatment and if 
problems arise with attendance, it is important that we work together to develop a feasible 
treatment plan. We in turn will make every effort to start sessions on time and will only 
cancel in the event of a personal or clinical emergency with as much notice as is possible.  

For Spravato treatment therapy we recommend you arrive at least 15 min in advance 
and have someone accompany you or arrange for a ride after the 2 hour monitoring 
period.   



 

 

 
Please note that you may receive automated confirmations and reminders of 
appointments. These notifications are a courtesy and technical glitches sometimes occur 
so in the event a reminder is not received, you are still responsible for keeping track of 
when your appointments are. Please feel free to contact us if you are unsure. Your 
signature of this document indicates you understand and agree to receive these 
communications.  

Vacation and Time Away  
It is our practice to take vacation and attend professional conferences or engage in other 
work travel. Whenever possible, we will give you advance notice regarding absences. We 
will be available remotely in that case. 

Insurance  

At this time, we are out-of-network with insurance companies. Therefore, unless otherwise 
informed, you will be personally responsible for the full cost of your treatment. However, 
many plans (e.g. PPOs) will reimburse a portion of fees paid by patients to “out-of-network” 
providers. Most insurance companies will cover prescriptions and laboratory tests. Upon 
request we can provide you with a detailed statement called a "superbill" documenting 
services, diagnostic codes, and payments. This documentation can be submitted by you to 
your insurance company for consideration for reimbursement. If we requested we can also 
submit these on your behalf. Please let us know if you would like us to do that. It involves 
us sending you the superbill first and then you uploading it on the Osmind app (download 
from app store or use on web at https://app.osmind.org/).  

It is your responsibility to understand your insurance coverage. Please contact your 
insurance company in advance of your first visit to determine what, if any, out-of-network 
coverage is included in your plan and what out-of-network deductibles must be met. You 
are responsible for notifying us promptly of any changes in your insurance plan.  

If we have informed you a particular service at our practice will be covered by your 
insurance, you are responsible for any co-pays or co-insurance or deductibles that are not 
covered.  

Communication Outside Scheduled Appointments  
Please feel free to contact your clinician(s) and administrative staff via phone call, email or 
text. Clinical questions will not be answered over the phone. Note that all members of your 
treatment team within our practice (therapist, psychiatrist, administrative staff) may have 
access to the voicemails and texts and they are considered part of the medical record. No 
one not involved in your care should be accessing these communications. Calls and texts 
are generally returned next business day. 

 



 

 

In the event of a life-threatening psychiatric or medical emergency, please go directly to the 
nearest emergency room or call 9-1-1 rather than waiting for a call back. Please ask to 
have your clinician called once you are safely in the emergency room while safely en route. 
Do not call the administrative assistant in the event of emergency.  

We do not charge for brief contact (<10 minutes) outside of scheduled appointments as 
we do not want to discourage seeking help when necessary by attaching an extra cost to 
this type of contact. However, we do ask that you respectfully attempt to limit contact after-
hours, and especially in the late evening and weekend hours, to urgent matters. If 
excessive or inappropriate communication outside scheduled appointments is interfering 
with effective treatment, we will address it during our scheduled appointments. Note that 
you can also call the national 988 Suicide and Crisis Line for additional support between 
sessions. We are not affiliated with this service and it should not be used for medical 
emergencies.  

Email communication or messages via the Osmind app/portal are for non-urgent 
administrative matters only, such as booking or changing appointments or requesting 
medication refills. Note that emails, portal messages and text messages are considered 
part of the medical record. While attempts are made to keep emails, texts and voicemails 
secure and confidential, security breaches can rarely occur over wi-fi and cellular networks 
so privacy cannot be guaranteed. If you choose to communicate with our practice by email, 
Osmind messages or texts, you are acknowledging that they are not to be used for 
emergencies as a prompt response cannot be guaranteed and that there are limitations in 
security. We do use a HIPAA-compliant email server and will send any personal health 
information as an appropriately encrypted document.  

If you do not give permission to receive SMS texts, voicemails or emails from our practice, 
please send us a message or email that states “I WOULD LIKE TO OPT-OUT OF 
COMMUNICATIONS" and specify which means of communication are not permissible. 
Otherwise, your signature of this document indicates you understand and agree to receive 
these communications. You may opt-out at any time.  

Social Media Policy  

Please note that we do not accept “friend” requests or follow patients or their family 
members on our personal social media accounts. If we were already following each other 
on social channels prior to meeting, that is an exception. We may maintain professional 
social media accounts and anyone in the general public can follow these accounts should 
they choose to do so. Note that by “liking” or following a professional social media account 
of the practice or its clinicians, others may be able to see that you follow it. Please do not 
contact your clinician(s) via their professional social media accounts as these are not 
secure means of communication and may not be responded to in a timely fashion. Reserve 
contact to the HIPAA compliant methods outlined above. Clinicians may, especially in the 
case of emergency, review any public social media content that you are associated with if 
it could be relevant to treatment and your well-being. However, in non-emergent situations, 
we will discuss social media content together should you choose to share that dimension 



 

 

of your life in treatment. You may find our practice or providers listed on business review 
sites such as Google Reviews, Yelp or Healthgrades. Note that we will not respond to 
reviews left on these sites about your care specifically due to confidentiality. If you have 
feedback about the care you have received, we encourage you to address that directly with 
us rather than on these. If you would like to write a review, regardless of whether it is 
positive or negative, we encourage you to create a pseudonym and not include any 
personally identifiable details in order to preserve your confidentiality. We are committed to 
ensuring that our patients receive appropriate medical care.  

Communication with Other Providers and External Entities  

Physical and mental health are inextricably linked. Excellent mental health treatment often 
depends upon a team approach that involves frequent communication among all mental 
health and general medical providers as well as other stakeholders. In order to provide 
high-quality care, we will frequently need to maintain contact with your medical (PCP and 
relevant specialists) and mental health (prescriber or therapist) providers. We will provide 
you with HIPAA-compliant Release of Information forms by which you can share with us 
your other providers’ or stakeholders' contact information and give us permission to 
exchange information with them. Within our practice, we work collaboratively and meet 
regularly to discuss cases so by joining the practice, you agree to us communicating with 
other clinicians within our practice unless you specifically request that we do not, such as if 
you personally know one of our clinicians.  

In the course of doing business, we may need to share your personal information with 
outside businesses such as insurance agencies, credit card processors and our electronic 
medical record vendor. Please note that when relevant we have Business Associate 
Agreements on file with these companies where they agree to uphold the standards of 
HIPAA to maintain your privacy. We only share the minimal information necessary to 
conduct business.  

Confidentiality  

Confidence in patient/doctor confidentiality is an essential component of mental health 
treatment. Information that you share with our practice will be kept strictly confidential and 
will not be disclosed without your consent. A written release of information is usually 
required for the transfer of information, except as discussed below.  

To provide optimal care, we may need to discuss your treatment with a colleague. In this 
case, we will take pains to conceal or disguise identifying information, including using a 
pseudonym or first name only. In addition, we may receive peer supervision from other 
clinicians within our practice but no one from our practice will access your chart 
unless involved in your clinical care.  

There are some exceptions where we may share information without your authorized 
release. For example, we are required to report abusive treatment and/ or neglect of a 
child, elder, or disabled person to the proper authorities. We must report the threat of 



 

 

serious bodily harm to oneself or others and take appropriate steps to prevent it. We may 
seek a patient's hospitalization in order to protect the individual. If warranted, we may notify 
the potential victim of a threat, as well as the potential victim’s family members or police. In 
some legal proceedings, upon the order of the court, we may be obligated to testify or 
render records of your treatment. If a patient or a member of their family brings legal action 
against any of us and/or the practice, information may be disclosed if necessary and 
relevant to the case. For patients under the protection of a legal guardian, we will need to 
report general feedback on treatment progress to the guardian. In the event of non-
payment of our treatment fees, we may need to disclose information to a collection service 
or small claims court. We also from time to time may share de-identified and anonymized 
data for the purposes of conducting research using real-world evidence and adhere to the 
highest standards for the de-identification of PHI.  

Please note that loved ones or other concerned parties may at any time disclose 
information with clinicians at our practice. We are not able to confirm that a patient is under 
our care or provide other information without a signed release, except in case of emergency 
as noted above, but cannot reject information that is provided to us from people who know a 
patient. It is our practice to notify you if we do receive information like this from people in 
your life.  

Please see our detailed Notice of Privacy Practices for further information.  

Freedom to Withdraw  

We each have the right to end treatment at any time. If you wish, at the time of termination, 
we will give you the names of other qualified mental health professionals or programs. If 
our practice or a clinician within our practice has made the decision to end treatment, we 
will generally provide a 30 day window of time to continue to provide coverage while new 
arrangements are arranged or until you meet with a new clinician, whichever comes first. 
Please note that if you have not made an appointment with your clinician after 1 year from 
the last visit we will assume you no longer wish to be seen by the practice unless you have 
contacted us to make other arrangements. We will consider you discharged from the 
practice at that time. Most patients are seen at a minimum of every 3 months and if you 
have not been seen in over a year, we would likely need to repeat much of the intake 
process if you choose to re-enter the practice and this is at our discretion.  

 

 

 

 

 

 



 

 

 

Informed Consent  

I have read and understood the preceding statements. I have had an opportunity to ask 
questions about them, and I agree to enter treatment with Healing Horizons.  

Signature:__________________________________ 

Printed Name of Person signing form and relationship to the patient if signing on 
their behalf: __________________________________ 

Date:__________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Healing Horizons 
NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW PROTECTED HEALTH INFORMATION (“PHI”) MAY BE 

USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

PLEASE REVIEW IT CAREFULLY. 

PHI is information about you, including demographic information, that may identify you and that 

relates to your past, present, or future physical health or condition, treatment, or payment for 

health care services and includes information that we have created or received regarding your 

health or payment for your health. It also includes both your medical records and personal 

information such as your name, social security number, address, and phone number. 

I. OUR PLEDGE REGARDING HEALTH INFORMATION: We understand that health 

information about you and your health care is personal. We are committed to protecting health 

information about you. We create a record of the care and services you receive from us. We 

need this record to provide you with quality care and to comply with certain legal requirements. 

This notice applies to all of the records of your care generated by this mental health care 

practice. This notice will tell you about the ways in which we may use and disclose health 

information about you. We also describe your rights to the health information we keep about 

you, and describe certain obligations we have regarding the use and disclosure of your health 

information. Under federal law, we are required to: 

● Protect the privacy of your PHI. All of our employees and clinicians are required to 

maintain the confidentiality of PHI and receive appropriate privacy training 

● Provide you with this Notice of Privacy Practices explaining our duties and practices 

regarding your PHI 

● Follow the practices and procedures set forth in the Notice 



 

 

●  We can change the terms of this Notice, and such changes will apply to all information 

we have about you. The new Notice will be available upon request, in our office, and on 

our website. 

II. HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU: The following 

categories describe different ways that we use and disclose health information. For each 

category of uses or disclosures, we will explain what we mean and try to give some examples. 

Not every use or disclosure in a category will be listed. However, all of the ways we are 

permitted to use and disclose information will fall within one of the categories. 

For Treatment Payment, or Health Care Operations: Federal privacy rules (regulations) allow 

health care providers who have direct treatment relationship with the patient/client to use or 

disclose the patient/client’s personal health information without the patient’s written 

authorization, to carry out the health care provider’s own treatment, payment or health care 

operations. We may also disclose your protected health information for the treatment activities 

of any health care provider. This too can be done without your written authorization. For 

example, if a clinician were to consult with another licensed health care provider about your 

condition, we would be permitted to use and disclose your personal health information, which is 

otherwise confidential, in order to assist the clinician in diagnosis and treatment of your mental 

health condition. 

Disclosures for treatment purposes are not limited to the minimum necessary standard because 

therapists and other health care providers need access to the full record and/or full and 

complete information in order to provide quality care. The word “treatment” includes, among 

other things, the coordination and management of health care providers with a third party, 

consultations between health care providers and referrals of a patient for health care from one 

health care provider to another. 

Lawsuits and Disputes: If you are involved in a lawsuit, we may disclose health information in 

response to a court or administrative order. We may also disclose health information about your 

child in response to a subpoena, discovery request, or other lawful process by someone else 

involved in the dispute, but only if efforts have been made to tell you about the request or to 

obtain an order protecting the information requested. 

III. CERTAIN USES AND DISCLOSURES REQUIRE YOUR AUTHORIZATION: 



 

 

1. Psychotherapy Notes. We do sometimes keep “psychotherapy notes” as that term is 
defined in 45 CFR § 164.501, and any use or disclosure of such notes requires your 
Authorization unless the use or disclosure is: a. For our use in treating you. b. For our 
use in training or supervising mental health practitioners to help them improve their skills 
in group, joint, family, or individual counseling or therapy. c. For our use in defending 
ourselves in legal proceedings instituted by you. d. For use by the Secretary of Health 
and Human Services to investigate our compliance with HIPAA. e. Required by law and 
the use or disclosure is limited to the requirements of such law. f. Required by law for 
certain health oversight activities pertaining to the originator of the psychotherapy notes. 
g. Required by a coroner who is performing duties authorized by law. h. Required to help 
avert a serious threat to the health and safety of others. 

2. Marketing Purposes. As a mental health practice, we will not use or disclose your PHI for 
marketing purposes. 

3. Sale of PHI. As a mental health practice, we will not sell your PHI in the regular course 
of my business. 

IV. CERTAIN USES AND DISCLOSURES DO NOT REQUIRE YOUR AUTHORIZATION. 

Subject to certain limitations in the law, we can use and disclose your PHI without your 

Authorization for the following reasons: 

1. When disclosure is required by state or federal law, and the use or disclosure complies 
with and is limited to the relevant requirements of such law. 

2. For public health activities, including reporting suspected child, elder, or dependent adult 
abuse, or preventing or reducing a serious threat to anyone’s health or safety. 

3. For health oversight activities, including audits and investigations. 
4. For judicial and administrative proceedings, including responding to a court or 

administrative order, although our preference is to obtain an Authorization from you 
before doing so. 

5. For law enforcement purposes, including reporting crimes occurring on my premises. 
6. To coroners or medical examiners, when such individuals are performing duties 

authorized by law. 
7. For research purposes, including studying and comparing the mental health of patients 

who received one form of therapy/treatment versus those who received another form of 
therapy/treatment for the same condition. 

8. Specialized government functions, including, ensuring the proper execution of military 
missions; protecting the President of the United States; conducting intelligence or 
counterintelligence operations; or, helping to ensure the safety of those working within or 
housed in correctional institutions. 

9. For workers’ compensation purposes. Although our preference is to obtain an 
Authorization from you, we may provide your PHI in order to comply with workers’ 
compensation laws. 

10. Appointment reminders and health related benefits or services. We may use and 
disclose your PHI to contact you to remind you that you have an appointment with us. 



 

 

We may also use and disclose your PHI to tell you about treatment alternatives, or other 
health care services or benefits that we offer. 

V. CERTAIN USES AND DISCLOSURES REQUIRE YOU TO HAVE THE OPPORTUNITY TO 

OBJECT. 

1. Disclosures to family, friends, or others. We may provide your PHI to a family member, 
friend, or other person that you indicate is involved in your care or the payment for your 
health care, unless you object in whole or in part. The opportunity to consent may be 
obtained retroactively in emergency situations. 

VI. YOU HAVE THE FOLLOWING RIGHTS WITH RESPECT TO YOUR PHI: 

1. The Right to Request Limits on Uses and Disclosures of Your PHI. You have the right to 
ask us not to use or disclose certain PHI for treatment, payment, or health care 
operations purposes. We are not required to agree to your request, and we may say “no” 
if we believe it would affect your health care. 

2. The Right to Request Restrictions for Out-of-Pocket Expenses Paid for In Full. You have 
the right to request restrictions on disclosures of your PHI to health plans for payment or 
health care operations purposes if the PHI pertains solely to a health care item or a 
health care service that you have paid for out-of-pocket in full. 

3. The Right to Choose How We Send PHI to You. You have the right to ask us to contact 
you in a specific way (for example, home or office phone) or to send mail to a different 
address, and we will agree to all reasonable requests. 

4. The Right to See and Get Copies of Your PHI. Other than “psychotherapy notes,” you 
have the right to get an electronic or paper copy of your medical record and other 
information that we have about you. We will provide you with a copy of your record, or a 
summary of it, if you agree to receive a summary, within 30 days of receiving your 
written request, and we may charge a reasonable, cost-based fee for doing so as 
permitted by state law. 

5. The Right to Get a List of the Disclosures We Have Made. You have the right to request 
a list of instances in which we have disclosed your PHI for purposes other than 
treatment, payment, or healthcare operations, or for which you provided us with an 
Authorization. We will respond to your request for an accounting of disclosures within 60 
days of receiving your request. The list we will give you will include disclosures made in 
the last six years unless you request a shorter time. We will provide the list to you at no 
charge, but if you make more than one request in the same year, we will charge you a 
reasonable cost based fee for each additional request. 

6. The Right to Correct or Update Your PHI. If you believe that there is a mistake in your 
PHI, or that a piece of important information is missing from your PHI, you have the right 
to request that we correct the existing information or add the missing information. We 
may say “no” to your request, but we will tell you why in writing within 60 days of 
receiving your request. 

 



 

 

7. The Right to Get a Paper or Electronic Copy of this Notice. You have the right get a 
paper copy of this Notice, and you have the right to get a copy of this notice by e-mail. 
And, even if you have agreed to receive this Notice via e-mail, you also have the right to 
request a paper copy of it. 

EFFECTIVE DATE OF THIS NOTICE: 11/1/2023 

For any questions or concerns:  

651 Grand Panama Blvd, 103 Panama City Beach, FL 32407 

 

 

 

Acknowledgement of Receipt of Privacy Notice 

Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), you have certain 

rights regarding the use and disclosure of your protected health information. By checking the 

box below, you are acknowledging that you have received a copy of HIPAA Notice of Privacy 

Practices. 

BY SIGNING I AM AGREEING THAT I HAVE READ, UNDERSTOOD AND AGREE TO THE 

ITEMS CONTAINED IN THIS DOCUMENT. 

Signature:__________________________________ 

Printed Name of Person signing form and relationship to patient if signing on their 
behalf:__________________________________ 
 


