STABLE POSSIBILITIES, LLC

AT

Chesterfield Farm

27751 24 mile Road

Chesterfield, MI 48051
CONSENT FOR SERVICES
Client Name___________________________________Date of Birth:_______________

Address:________________________________________________________________

I hereby grant my permission for the above named individual to receive treatment services at Stable Possibilities, LLC as they have been outlined to me.  I have received my copy of Patient’s Rights. I understand the nature of the services I will receive.  By initialing the following items, I acknowledge the policies of Stable Possibilities, LLC and my responsibilities as noted below. 

Services Provided:

Physician referral is procured for initial evaluation, treatment sessions and reevaluation.  The physician receives a copy of the initial evaluation, plan of treatment, and a copy of the reevaluation.  The purpose of the reevaluation is to determine response to treatment and to demonstrate if further therapy if indicated.

________(initial here)

Financial Responsibility:

Rates vary based on length of treatment session.  I assume full financial responsibility for the services that I will receive at Stable Possibilities, LLC.  Stable Possibilities, LLC is not a participating provider for Blue Cross/Blue Shield.  Stable Possibilities, LLC will work with patients and families and does encourage subscribers to submit for reimbursement.  At this time Stable Possibilities, LLC is not a Medicaid provider.  Stable Possibilities, LLC will bill other insurance companies if the client requests only when all proper insurance information is on record.  A balance will be carried awaiting insurance payment for a maximum of 45 days.  After the 45 days the account will be considered due by the patient, family, or guardian.  I understand that my co-payments or other fees for the services are due at the time therapy services are rendered.

________(initial here)

