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Harbour Towne Health PLLC

POLICIES

Please review, then sign and date at the bottom to acknowledge your understanding of the
clinic policies of Harbour Towne Health.

. Co-pays are expected at the time of service. lf you are unable to make payment at
the time of service, your appointment will be rescheduled. We will submit claims to
your insurance company as a courtesy; however, please know that you are responsible
for ALL fees if your insurance does not cover our services for any reason. lnsurance
companies list coverage for psychiatrists' services under "Outpatient lvlental Health."
Please familiarize yourself with your policy benefits by calling the number on the back of
your insurance card.

. Failure to pay on outstanding balances may result in discharge from our clinic.
o Keep and be on time for your appointments. This is your responsibility. lf you are more

than 10 minutes late, you will be asked to reschedule. lf you miss an appointment
and do not call to cancel 24 hours prior, we may charge you a $50 cancellation
fee. This time has been reserved exclusively for you, and it is important to keep your
scheduled appointment; this is not a penalty. We cannot bill your insurance for this fee.
This payment must be made by you before you can be seen for another appointment.

. Two consecutive no-shows or three no-shows within a rolling calendar year may
result in discharge from our clinic.

. Non-compliance with treatment may result in discharge from our clinic.

. Please be courteous to staff and fellow patients. Hostility will result in discharge.

. MEDICATION REFILL REQUESTS REQUIRE 2 FULL BUSINESS DAYS TO
PROCESS. Sometimes an appointment is required for medication changes and/or
refills.

. lf your medication is not covered and your insurance requires a prior authorization,
formulary exemption, tier or quantity exemption, please have your pharmacy fax us a
request with your prescription plan information. NOTE: After we submit the necessary
paperwork, the processing time will depend upon your insurance company.

. Please SILENCE YOUR CELL PHONE inside our clinic.

. This is an outpatient facility; there is no emergency/afterhours contact number. lf you
have an emergency, please call 911 or proceed to the nearest emergency room.

Family l\,4edicine office hours are Monday, Tuesday & Thursday 8:30am-4:30pm and
Wednesday & Friday 8:30am-2:30pm by appointment only.
Psychiatry offlce hours are l\,4onday - Wednesday 8:00am-5:00pm, Thursday 8:00am-4:00pm
and Friday 8:00-12:00pm. Counseling office hours are t\ilonday-Thursday 8:00am-4:30pm and
Friday 8:00am-3:30pm.
I acknowledge that I have read and understand the policies for Harbour Towne Health.

x
(Patienvcuardian Signature) (Printed Name)

Date

cesory PinDcll, MD . David Witj'R, l'A C . luhclTorcs, MD . Xad€n € Ldelblu! Pr\-C . April l,u(hr l}P
Cun Cuuinshe, DO . D a CoclmFI ldkllra, PA-C ' ,\mb.. Shdl, PA-C A.lam Stur, P,\-C

Brigid Bdss, PrlC . trlia Sudbury, fNl' . I4tiTia Chalcston, L\ISW . Bmdy Xaiser, LMSW
Eliabedl Pel].s.m t,PC. l)rqt Slwrk, LLMSW . $'aln€ Snrcr, LLP, C-A-{DC



Harbour Towne Health PLLC

CONSENT TO TREAT
All references to "patient", "me" and "my" in this document means

Name of patient Date of Birth

I have the legal right to consent to medical treatment because I am the patient, or I am the
parenuguardian of the patient.

PLEASE INITIAL TO THE RIGHT OF EACH STATEMENT ACKNOWLEDGING YOUR
UNDERSTANDING:

I acknowledge that I am voluntarily consenting to health assessment and/or treatment
services. I have the following rights regarding services and may discuss these al any
time with my health professional:

1. I can discuss any intervention being suggested as well as any questions I have
concerning the course, purpose and direction of treatment (i.e. how the treatment will
work).
2. I have the option to explore any other possible treatments or alternatives to
psychotherapy.
3. I have the opportunity to discuss any possible risks, discomforts or side effects as
well as any benefits that may occur in the course of treatment.
4. I have the right to withdraw from treatment at any time. (lt is preferable to discuss this
with my provider.)
5. lf video or audio recording of sessions is to occur, this would require additional
consent, for which a form will be provided. I have the right to refuse such addational
consent.
6. Provider will talk about the limitations of privileqed communications and
confidentiality. Any questions I have will be answered.
7. I understand that there are no guarantees that can be promised regarding the
outcome of treatment. I will be informed of what outcomes are possible.
8. I understand that in the event of an emergency, contact will be made with the
appropriate parties on my behalf to protect myself or others.

lnitial

Crc8ory Pimeu, MD . David Wnkitu, PA-C . llafal'lbrr, MD . Kadene Ldelblu! l',{,C . Aprn bchr n{P
Curr CuDirsld, DO . De C€lmr-Hebr-a PA-C . ,\mbcr ShuL P-\-C .\dd SF{e, P.\.C

Brigid Sulser, P.\-C . [tiza Sudbury, !r--P . t dzia Chdcston, LVSW . Bmdy fai$r, LVSW
Elizh€th PeUesrcm LPC. Dam Sh3l" LLVSW . Warre Silver, LLP, C,$DC

I understand by signing this form, I am giving permission to the doctors, physician
assistants, nurse practitioners, counselors and other health care providers in this
medical office to provide treatment as long as a provider/patient relationship exists, or
until I withdraw my consent.

lnitial



Harbour Towne Health PLLC

We share medical records electronically and in paper form with other health care
providers to allow and promote continuity of care among providers. lf you visit another
provider in Harbour Towne Health's integrated group who also participate in electronic
medical system, they may have to access to your medical records.

lnitial

As a service to our patients, Harbour Towne Health PLLC provides courtesy
appointment reminder calls/text that may be placed using a prerecorded auto
messaging system. The information may include protected health information. By
initialing belovr, you consent to receiving such calls/text at the cell/home phone number
you have provided to us.

lnitial

I authorize Harbour Towne Health PLLC to allow E-Prescribing for prescriplions, which
allows health care providers to electronically transmit prescriptions to the pharmacy of
my choice, review pharmacy benefit information and medication dispense history as
long as a provider/patient relationship exists, or until lwithdraw my consent.

lnitial

IN GRANTING PERMISSION FOR TREATMENT OF MY MINOR CHILD I UNDERSTAND
ADDITIONAL PROVISIONS APPLY:

1. Under state law if a mental health professional knows or has a reason to believe that
my child has been or is being physically abused, sexually abused, or neglected, this
information must be reported to Child Protective Services. All information concerning
danger to a child will be reported.
2. I understand that the speciflc content of sessions between my child and his/her
provider is confldential, and that my child may request that information about his/her
treatment not be shared with me. General reports of my child's progress may be
provided to me under his/her agreement.

lnitial

I have read this form, ar this farm has been read to me in a language that I underctand, and I have had
an opporlunity to ask questions about it.

Relationship

Signature of PatienUGuardian
x

Grc8ory Pimel, MD . David !v!'ilkns, Pl-C . R iel li,fts, MD . Iklence ulelbluq l',{ C . -\pr LuchL t\P
Cun Cwinshm, DO . l)@ Cdhfu lkf,krtra, P,\'C . Amb€r Shd], P,\-C -{dm Slrrltu, P^-C

Briaid Bdelr, P.\-C . E1;. Sudbory, [.\"I' . ktizia Clrleston, L]ISW . Bmdy Kai*.,ltrVSW
fliab.th Pclcsrom I-PC. I)aq shuk, LLVSW . W'aln€ Silver, LLP, CA{DC

Print PatienVGuardian's Name

Date



Harbour Towne Health PLLC
131 W. Seaway Drive, Suite 200
Muskegon, MI 49444
Phone:231.375.8065
Family Medicine Fa.x: 231.375.8063
Psychiatr/Counseling Fax: 231.375.8076

FINANCIAL POLICY
Thank you for choosing Harbour Towne Health PLLC. We are committed to providing youwithquality
and affordable healthcare. Just as we want you to be knowledgeable about your health care, we also
want you to understand the financial policy of Harbour Towne Health PLLC. Please understand that
payment of your bill is considered a parl of your keatment. The following is our Financial Policy, which
we require to be read and sign.

Full payment of your copayment, deductible, and non-covered services are due at the time of
service. We accept cash, check and most credit cards (Visa, Mastercard, Discover, Amedcan
Express and Debit Cards)

PatienUGuarantor Demographic lnformation

To appropriately bill your insurance company, we will request the following information: current
insurance card, current address, and date of birth of the subscriber (it is your responsibilily to keep your
informatron up to date). lf you choose not to provide us with your information, you will be considered
self-pay and payment for your services will be expected at the time of your service.

Your driver's license will also be requested per The Red Flag Rule. For information regarding the Red
Flag Ruies, please refer to the Federal Registry at httos://www ooo.oov/fds vs/pkq/FR-2014 05
29ladf 1201 4-12358 .adl
lf we are unable to locate you to collect debt, your account will be placed with an outside collection
agency.

Divorce/Minor Children

Who is responsible for payment of seryices provided to minor childrcn when the parents are divorced?
According to the law, both parents are legally responsible.
Harbour Towne Health will not become engaged in a dispute for payment of these services, the parent
who consents for keatment will be held legally responsible for payment of any services provided to the
minor child.

lnsurance

Harbour Towne Health PLLC participates with most insurance plans including N.4edicare, BCBS, BCN,
ASR and Priority Health. Knowing your insurance benefits is a patient's responsibility. Please contact
your insurance company with any questions that you may have regarding coverage.

Non.participating/Out of Network lnsurances

lf Harbour Towne Health PLLC does not participate with your insurance, you are responsible for full
payment at the time of service for all services rendered. lf you have out-of-network benefits and your
insurances sends a reimbursement check to you, it is your responsibility to sign it over to Harbour
Towne Health PLLC, immediately. Failure to do so will lead to sending your account to collections.

Crc8ory Pim€ll, yD . David wilknln PnC . Rafad'l orcs, MD ' Kadcn c Edclbluq P\-C t i\pril Lu(h INP
Cun Cunnslm, DO . Dd)a CutmrJ lcklt-a, PrlC . -\mber Shdl, P-{-C ,{dm Sllmtz, P,\-C

tsrisid Bulsq, P,\-C . flna Sudburr, lNl' . t1uz; CINI€non, LUS\Y . ts.d y Kai*n LUSW
Etiabcth Pcllcgrom l-PC. l).qr Sldlk, LLMSW . WarL€ Siller. LLI', C.A-{DC



Harbour Towne Health PLLC

Three no-shows or late cancellations in a one-year period could result in dismissalfrom the practice-
We understand that life happens, and we are generally underslanding of some circumstances. PIease
respect our provideas time and give adequate t me for us to fill your appo ntment slol if you are unable
to make it.

lf you are more than 10 minutes late for your appointment, we may request that you reschedule.

Refunds

lf you have a patient credit on your account, it will be refunded to you within 90 days of the credit
becoming due to you. lf you are aware that you have a credit and wish to keep it on your account for
future out of pocket expenses, please contact our office.

Patient Balances After lnsurance

After your insurance company responds to your claim with either a payment or denial, the self-pay
balance that will be billed is due upon receipt of your statement. All patient balances are due in full
within 30 days after you receive your first statement.

Returned Checks

lf we receive your check back from our bank indicating non-sufficient funds or closed account, there wiil
be a charge of $30.00 to you to cover our bank fees- lf you have 2 non-sufficient funds checks, you will
be asked to pay with cash or with credit card.

Bad Debt Accounts

lf after 60 days, you fail to satisfy payment on your accouni and do not contact our billing department to
make arrangements for payment; your account may be sent to a debt collector agency to collect debt
on our behalf. lf your account is placed in an outside collection agency, you will be notified by certified
letter that you have been discharged from the practice and have 30 days to find a new provider. We
will only provide urgent care to you during this 30-day transition period. A copy of your medical records
will be forwarded to a provider of y our choice once a medical records release form is signed by you
and sent to us. Please allow 30 days for your records to reach your new provide..

Cregorr Pinncll, MD . Dalid Willjns, PA-C . R fml Toms, MD . Xad€nce Edclblu! Pr\.C . r\ril Lucht F\P
Cut Cunninshm, DO . DaD Clochlae-Hoellln. P,5.-C . ,{mber Shm, PA'C,{dm SE tz, Pl-C

B.l8id Bulser, P-5.-C . Elia Sudbury, lNl' . I?tjzia CltrLston, LMSW . B.ddv Kniser, ItrVSW
l-liabrth l'ellesrcm Ll'C . Dasn SIErlr LLMSW . W.}Ie Siller, LLr', CA,{DC

Deductibles/Copayments & Non-covered Services

All copayments and deductibles must be paid at the tirne of service. This arrangement is part of your
contract with your insurance company.

Missed/Cancelled Appointments

There will be a $25.00 charge for 15-minule appointments when you no-show or do not provide 24
hours' notice for a cancellation. lf you have a 30-minute appointrnent, the charge wil be $50.00.

Examples of 15-minute appointments: Sick Visit, Follow-up, Well-Child Visits.
Examples of 30-minute appointments: Annual Physical Exam, New Patient Appointments, Procedures.



Harbour Towne Health PLLC

Form Fees

Harbour Towne Health PLLC will charge a fee of $25.00 for forms that need to be fllled out by the
provider unless you are scheduling an office visit to complete the form. lf you are dropping ofF, mailing,
or faxing forms for completion, you will be expected to pay this fee at the time of pick up.
Exceptionsi lf you have a form that your insurance company is requesting your provider to fill out
(Healthy Blue Living for Blue Care Network or Health by Choice for Priority Health), we will not charge
for completing these forms. However, if you have not been seen in the office by one of our providers
within six (6) months, you will be required to be seen prior to the form being fllled out and forwarded to
your insurance company. lf you request a copy of your medical records for your own personal use,
there will be a fee assessed. There is no fee if copies of your records are forwarded to another
physician per your request.

I futher underctand that paft of the financial policy includes policies relating to unpaid copayments, "no
showed" and "late cancel" appointments. I understand that Harbour Towne Health PLLC expects full
payment, within 30 days, ftom me on patient balances aftet my insurance is billed and rcsponds to my
claim. lf I am self-pay (uninsurcd/no insurance), I underctand that I am expected to pay my charges in
full on the date the services are provided to me.

I have read this fom, or this form has been read to me in a language that I understand, and I
have had an opportunity to ask questions about it.

x
Signature of patient (parenUguardian if a minor) Date

(l.ca)ry l'}i,nrll, vD . David \I'i]kins, PA-C . RafaelTor€s, MD . radrD(r Ldclblut, l',\-C . April l.u.l't txl'
Cun CuDDshm, DO ! Dma Cdhl e,Hcls!-& tA C . &nb.r Shull, l'.!C lddn SFrll7, l,A-C

Ihsid Rd8er, I',\-C . flia Sudbur_v, }}il' . Llzia Chdlcstotr, I "VS\{ . Bi{(ly ltuscr, I-VSW
ljliabed, l'rll€som LI'C. Das! Shuk, Ij,}ISW . \!'rln. Silvo, LI-P, Cr\,\l)C



Harbour Towne Health PLLC
l3l W" Scaway Driw, Suitc 200
Musecgoo, MI49144
Phoc: 291575.8065
Far 93I -375.80G9

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION ANO RECORDS

PATIENT NA[,4E:
LAST

ADDRESS CITY ztP

DATE OF BIRTH SS N#

I hereby authorize (PEylqqlPrgyidc/Facility Narne)

(Previous Provider Address)

Fax to release
inlormation from my medical records to Harbour Towne Health PLLC for continuation of care

a Substance abuse (including alcohoudrug abuse)

. Medical hearth (incllding psychotherapy noles)

I HIV related information (AIOS related

FIRST

STATE

INFORMATION TO BE RELEASED:
tr History and phys ca exam
tr Progress notes

tr Lab reports

E lnaging reports (X-rays,N,,lRls, CT)

a Other:

DATES

E Exchange of all wfltten and verbal health information pertrnenl to the coordination of my care and treatment

This information may be disclosed and used by the followng individual or organization:

Release to: HARBOIJR TOWNE HEALTH PLLC
Address: 131 W SEAWAY DRIVE, SUITE 200, I\,,IUSKEGON, lvll 49444

Fax: (231)375-8063 ! Pleasefax records

Phone: (231) 375-8065 E Pleas€ mail records
I acknowledge such informalion cannol be disclosed wilhoul my wnten informed consenl unless otherwise provided by
law. I further understand lhat such informalion to be disclosed may include lrealment of Psychialric. Substance Abuse,
and HIV/AIDS related illnesses I agree lhat the nformation may be faxed for expediency. I have the right to revoke
lhis authorlzation at any lime. Any revocation will be done in writing to lhe atlention ofthe l edical Records Director
and any information ind cated on this Iom will be sent to the individual listed above. The Heallh lnsurance Porlabiiily
and Accountabilily Acl of 1996 (HIPPA) prolects lhe privacy of health information. Persons or organizalions receiving
th s health information may not be bound by lhe provisions of this law The released information may not be copied,
shared or re-released, excepl as consistenl with the authorized purpose above. I undersland lhal I am not required to
sign this authorizalion, and that HARBOUR TOWNE HEALTH PLLC/ HARBOUR TOWNE HEALTH PROVTDER wiI nor
refuse me lreatrnent if I refuse to sign. I unde€land I may see and copy lhe information described on this form if I ask
for it, and that lwillget a copy ofthis form after lsign it. lfnoexpressed revocation is issued, this authorizatlon wll
expire one year from lhe date indicated after my signalure or upon the following date event or condition:

x
S g^alure ol Patre^t or Legar Represe^tatrve Date

Harbour Towne Health PLLC Office Staff Signature Date

Previous Provrder Phone: _

t\,4 t

I specifically aulhorize lhe release ofmedical
infomalion relating lo:


