MARILYN ROSS, LCSW

4131 SPICEWOOD SPRINGS RD., Q-1

AUSTIN, TX  78759-8661

512-345-3139

I have been provided the Psychotherapist/Client Service agreement and HIPAA notice dated 9/23/2013 and agree to its terms.  

_____________________________________
Printed Client Name

Client Signature____________________________________
Date_____________

Method of Payment:  

Please choose one of the methods of payment below and sign and date:
□ Bill my insurance company

I hereby authorize Marilyn Ross, LCSW to bill my insurance company and provide the necessary information for claims processing. I authorize my insurance carrier to assign payment of my medical benefits to Marilyn Ross, LCSW.  I agree to pay all co-pays, deductibles, or amounts not covered by my insurance carrier.
Client Signature____________________________________
Date_____________

□ Private Pay
I will be not be using insurance and agree to pay in full at the time service is provided.

Client Signature____________________________________
Date_____________

Method of Contact:
Please be aware of the potential risks of your Protected Health Information being compromised by our communication outside the office setting.  

Our office has a secure, confidential fax machine, however please consider the security of your fax machine before requesting that I fax information to you there.  I would be glad to correspond by e-mail however please be aware my e-mail is not encrypted.  If my service were to be compromised any PHI in the subject line or body of the e-mail would be exposed.  By providing the information below you are authorized me to contact you by this method.  
□ e-mail address:________________________________ □ fax:______________________   

□ home phone:_______________ □ cell:_____​__________□ work:___​​​_______________ 
