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Provider-Patient 

Services Agreement 

Pre-Surgical Psychological Evaluation 

for Bariatric Surgery 
 

Welcome to Harte Behavioral Health, LLC. This document (the Agreement) provides 
you with important information about our professional services and business 
policies. It also contains summary information about the Health Insurance 
Portability and Accountability Act (HIPAA). This is a federal law that provides privacy 
protections and patient rights with regard to the use and disclosure of your Protected Health Information (PHI) 
used for the purpose of treatment, payment, and health care operations. 

HIPAA requires that we provide you with a Notice of Privacy Practices (the Notices) for use and disclosure of 
PHI. The Notice explains HIPAA and its applications. The law requires that we obtain your signature 
acknowledging receipt of this information by the end of your first meeting with your provider. Although these 
documents are long and sometimes complex, it is important that you read them carefully before the next 
meeting. You can discuss with your provider any questions you have at that time. When you sign this 
document, it will represent an agreement between you and your provider. You may revoke this Agreement in 
writing at any time. That revocation will be binding on your provider unless he/she has taken action which 
relied on the Agreement; if there are obligations imposed on your provider by your health insurer or in order 
to process or substantiate claims made under your policy; or if you have not satisfied any financial obligations 
you have incurred. 
 

PURPOSE OF THE EVALUATION: 

Bariatric surgery is a life-altering event. Many patients may share common reactions and paths after having the 
surgery. However, every patient must be treated as an individual. Because of this it is important to do a 
thorough assessment of each person to try and determine what individual and unique challenges each person 
may face as the role of food changes in their lives. In this way plans may be made to meet these challenges in 
the smoothest way possible. The purpose of the evaluation is to support the long-term success of your surgery 
and lifestyle changes. 

 
NATURE OF THE EVALUATION: 

The evaluation process consists of three parts. The first part is an interview with your provider that usually 
lasts 60- 90 minutes. Your provider will ask you a range of questions about your medical history, mental health 
history, substance use history, and dieting and weight management history. The second part of the evaluation 
entails the completion of standard psychological tests. This typically takes one and a half to two hours for most 
people to finish. For most of the tests there are no right answers or wrong answers. They are designed to learn 
as much about a patient as possible (attitudes, behaviors, emotions) in a relatively brief time. The information 
from the interview is then combined with the information from the tests and a report is then sent to your 
physician. In most cases, the report will be delivered to your referring Physician within one week of the 
completion of your evaluation. The third part of the assessment process is a follow-up meeting with your 
provider. This typically occurs one week after the completion of your evaluation. During the follow-up 
meeting, your provider will provide you with the  
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results of the evaluation, including any clinical recommendations. This feedback session usually lasts 30-45 
minutes.  
 
The evaluation meets standards set forth by the American Society for Bariatric Surgery and the Veteran’s 
Health Care Administration MOVE program, as well as general ethical standards set forth by the American 
Psychological Association. 
 

CONFIDENTIALITY: 

The law protects the privacy of all communications between a patient and a healthcare provider. In most 
situations, your provider can release information about your treatment to others only if you sign a written 
authorization form that meets HIPAA requirements. There are other situations that require only that you 
provide written, advance consent. Your signature on this Agreement provides consent for those activities, as 
follows: 

• Your provider may find it helpful to consult with other licensed healthcare professionals about a case. 
During a consultation, we make every effort to protect the identity of our patients. The other licensed 
healthcare professionals are also legally bound to keep the information confidential. Consultations are 
noted in your Clinical Record (PHI) to protect the privacy of your information. 

• If you use your health insurance to pay for some or all of your treatment.  
 
There are some situations where your provider is permitted or required to disclose information without either 
your consent or authorization: 

• If you are involved in a court proceeding, PHI is protected by the provider-patient privilege law. Your 
provider cannot disclose any information without your written authorization or a court order. If a court 
order is issued, your provider must provide the information requested. 

• If a government agency is requesting the information for health oversight activities, your provider may be 
required to provide it. 

• If you file a complaint or lawsuit against your provider, your provider may disclose relevant information 
about you in order to respond to the complaint. 

• If you file a worker’s compensation claim, your provider must, upon request, provide appropriate 
information including a copy of your medical record, to your employer, the insurer, or the Department of 
Worker’s Compensation. 
 

There are some situations in which your provider is legally obligated to take actions that he/she believes are 
necessary to protect others from harm. These situations are unusual in practice, and if they should arise, your 
provider will discuss it with you fully before taking action, and will limit disclosure to only what is necessary. 

• If your provider has reason to suspect abuse or neglect of a child (under 18 years of age), an elderly person 
(60 years and older), or a disabled person, he/she must report this to the appropriate agency. Once such a 
report is filed, your provider may be required to provide additional information. 

• If, in the professional opinion of your provider, you pose an immediate threat to harm another person, 
he/she is required to take action which includes, but is not limited to, notifying the potential victim and the 
police. 

• If a patient threatens to harm himself/herself, your provider may be obligated to seek hospitalization for 
him/her, or to contact family members or others who can help provide protection. 
 

Please also know that in couple and family psychotherapy, or when different family members are seen 
individually, even over a period of time, confidentiality and privilege do not apply between the couple or 
among family members, unless otherwise agreed upon. Your provider will use his/her clinical judgment when 
revealing such information. Your provider will not release records to any outside party unless he/she is 
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authorized to do so by all adult parties who were part of the family therapy, couple therapy, or other 
treatment that involved more than one adult client.  
 
BREACH NOTIFICATION ADDENDUM TO POLICIES & PROCEDURES 

• When the Practice becomes aware of or suspects a breach, as defined in Section 1 of the breach 
notification Overview, the Practice will conduct a Risk Assessment, as outlined in Section 2.A of the 
Overview. The Practice will keep a written record of that Risk Assessment. 

• Unless the Practice determines that there is a low probability that PHI has been compromised, the Practice 
will give notice of the breach as described in Sections 2.B and 2.C of the “BREACH NOTIFICATION” 
addendum. 

• The risk assessment can be done by a business associate if it was involved in the breach. While the 
business associate will conduct a risk assessment of a breach of PHI in its control, the Practice will provide 
any required notice to patients and HHS. 

• After any breach, particularly one that requires notice, the Practice will re-assess its privacy and security 
practices to determine what changes should be made to prevent the re-occurrence of such breaches. 

 
PROFESSIONAL RECORDS 

HIPAA requires that we keep your PHI organized in two separate sections. One section constitutes your Clinical 
Record. It includes information about your reasons for seeking therapy, a description of the ways in which your 
problem impacts your life, your diagnosis, the goals you have set for treatment, your progress towards those 
goals, your medical and social history, your treatment history, any past treatment records that your provider 
has received from other providers, reports of any professional consultations, your billing records, and any 
reports that have been sent to anyone, including reports to your insurance carrier. Upon written request, you 
may examine and/or receive a copy of your Clinical Record, unless your provider believes that access would be 
harmful to you. In those situations, you have the right to a summary and to have your record sent to another 
mental health provider or your attorney. When more than one patient is involved in treatment, such as in 
cases of couple and family therapy, your provider will release records only with signed authorizations from all 
the adults (or all those who legally can authorize such a release) involved in the treatment. A $25 copying fee 
will be charged to clients who request records for their own review, and we may charge for certain other 
expenses. You have a right to request an amendment to the mental health record if you believe information is 
inaccurate or incomplete. The exceptions to this policy are contained in the attached Notice Form. If your 
provider refuses your request for access to your records, you have a right of review, which your provider will 
discuss with you upon your request. 

Another section of your PHI consists of Psychotherapy Notes. These are designed to assist your provider in 
providing you with the best possible treatment. Psychotherapy Notes vary from patient to patient, and can 
include the contents of conversations between you and your provider, your clinician’s analysis of those 
conversations, and how they impact your therapy. While insurance companies can request and receive a copy 
of your Clinical Record, they cannot receive a copy of your Psychotherapy Notes without your signed, written 
authorization. Insurance companies cannot require your authorization as a condition of coverage nor penalize 
you in any way for your refusal. You may examine and/or receive a copy of your Psychotherapy Notes unless 
your provider determines that it would adversely affect your well-being, in which case you have a right to a 
summary and to have your record sent to another mental health provider or your attorney. 
 

PATIENT RIGHTS 

HIPAA provides you rights regarding your Clinical Records and disclosures of PHI. These include requesting that 
your provider amend your record; requesting restrictions on what information from your Clinical Record is 
disclosed to others; requesting an accounting of most disclosures of PHI that you have neither consented to 
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nor authorized; determining the location to which protected information disclosures are sent; having any 
complaints you make about our policies and procedures recorded in your records and the right to a paper copy 
of the Agreement, the attached Notice form, and our privacy policies and procedures. Your provider is happy 
to discuss any of these rights with you. 
 
LITIGATION LIMITATION 

It is agreed that, should there be legal, neither you nor your attorney(s), nor anyone else acting on your behalf 
will call on your provider to testify in court or at any other proceeding, nor will a disclosure of your medical 
records be requested unless otherwise agreed upon.  
 
FEES 

The cost for the evaluation is $1000. Because health insurance carriers do not cover the costs associated with 
the electronic scoring of psychological tests, patients are also responsible for paying an additional testing 
materials fee of $120. This fee will be communicated to you in advance.  
 
It is possible for fees to be negotiated based on financial need. Fees will be discussed and agreed upon before 
or during the initial meeting. Writing and reading of reports, consultation with other professionals, longer 
sessions, etc. will be charged at the same rate, prorated to the nearest 15 minutes, unless indicated and 
agreed upon otherwise. Fees are subject to periodic change, and you will be notified in advance of such 
changes. Patients are expected to pay at the time of the evaluation any co-pay or deductible that may be due.  

 
While each insurance company is different, many insurance companies typically pay for most of the cost and 
your out of pocket expense will be the amount of the testing materials fee and your co-pay, deductible, or co-
coinsurance (assuming your deductible has been met). Please note this is not a guaranty of what your 
insurance carrier will pay. Even within insurance companies the payment rates may be different for different 
policies. 
 
Once an appointment is scheduled, you are expected to pay for it unless 48 hours advance notice of 
cancellation is given. This means that if you have an appointment on Friday at 9:00am, the cancellation must 
be received by Wednesday at 9:00am in order to avoid the appointment charge. It is important to note that 
insurance companies do not reimburse for cancelled appointments. The charges for missing an appointment 
are as follows: (1) cancelation more than 48 hours in advance: no charge; (2) cancellation more than 24 hours 
but less than 48 hours in advance: $75; (3) cancellation less than 24 hours in advance: $100; (4) no-showing 
the appointment (i.e., no cancellation notice given): $150. 
 
PAYMENT 

Payment in full is due at the time of service. Please make checks payable to Harte Behavioral Health, LLC. If 
you have not paid for more than one session, your provider will not be able to schedule future sessions until 
payment has been received. Please notify your clinician if any problems arise during the course of therapy 
regarding your ability to make timely payments. Please note that there is a $25 fee for returned checks.  
 
Accounts not paid within 30 days of billing are subject to a 10% monthly finance charge on any remaining 
balance. Accounts not fully paid within 90 days of billing are considered delinquent and will be forwarded to a 
collections service unless you have made arrangements with your clinician. Once an account is considered 
delinquent, no routine followup visits will be offered; Harte Behavioral Health, LLC will provide emergency 
assistance in a crisis to persons with delinquent accounts. The accounts must be fully paid in order to resume 
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regular professional services. In order to settle a collections account, both the full balance and an additional 
collections agency fee (30% of the full remaining balance) must be paid in full. 
 
Using a collections service may require your provider to disclose otherwise confidential information. In most 
situations, the only information your provider releases regarding a patient’s treatment is the patient’s full 
name, date of birth, social security number, phone number mailing address, date(s) of service, and the amount 
due.  
 

INSURANCE REIMBURSEMENT & CONFIDENTIALITY OF RECORDS 

If your carry health insurance, you are responsible for discussing your insurance coverage with your provider 
prior to beginning treatment. You are responsible for identifying the specifics of your coverage (including 
copay and deductible information) and providing this information to your provider, as well as keeping your 
provider aware of any changes to the policy. Not all issues/conditions/problems, which are dealt with in 
psychotherapy, are reimbursed by insurance companies. Any fees that are not paid in full by the insurance 
company are your responsibility. 
 
If you have an insurance policy with which your provider has a contractual agreement, your provider will bill 
the insurer and be paid directly by them at the contractually determined fee. You will be responsible for all 
charges not covered by the insurance company (deductibles, co-payments, co-insurances, charges after your 
benefits run out, etc.).  
 
If you have a health insurance policy that your provider does not accept, but you have an out-of-network 
benefit, you may be able to receive reimbursement for your treatment. Your provider will provide you with a 
receipt to submit to your insurance company for reimbursement. In this instance, it is important to note that 
you, and not your insurance company, are responsible for full payment of service fees at the time of service. It 
is recommended that you contact your health insurance carrier to find out exactly what behavioral health 
services your insurance policy covers.  
 
Disclosure of confidential information may be required by your health insurance carrier or 
HMO/PPO/MCO/EAP in order to process the claims. Only the minimum necessary information will be 
communicated to the carrier. If you use your health insurance for out-of-network reimbursement, your 
contract with your health insurance company typically requires that we provide them with information 
relevant to the services we render. Your provider is required to provide a clinical diagnosis. Sometimes your 
provider is required to furnish additional clinical information such as treatment plans or summaries, or copies 
of your clinical record. Your provider has no control over, or knowledge of, what insurance companies do with 
the information he/she submits or who has access to this information. You must be aware that submitting a 
behavioral health invoice for reimbursement carries a certain amount of risk to confidentiality, privacy or to 
future capacity to obtain health or life insurance. The risk stems from the fact that behavioral health 
information is likely to be entered into insurance companies' data files and is likely to be reported to the 
National Medical Data Bank.  Accessibility to companies' computers or to the National Medical Data Bank 
database is always in question as computers are inherently vulnerable to hacking and unauthorized access. 
Medical data has also been reported to have been legally accessed by law enforcement and other agencies, 
which also puts you in a potentially vulnerable position. It is important to remember that you always have the 
right to pay for services yourself and not involve your insurance company. 
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INSURANCE CLAIM PROCESSING DISCLAIMER: 

I authorize the release of any medical or other information necessary to process claims. I authorize payment of 
medical benefits to Harte Behavioral Health, LLC for services rendered to me. I give permission to release my 
insurance information for the sole purpose of filing claims to health insurance companies and related agencies. 
 

ELECTRONIC COMMUNICATION METHODS 

It is very important to be aware that electronic communication can be relatively easily accessed by 
unauthorized people and hence can compromise the privacy and confidentiality of such communication. Your 
provider uses a virtual fax service, which is a method of sending and receiving faxes via the internet. Your 
provider also uses an internet-based voicemail service. Accordingly, full confidentiality of faxes and voice 
messages cannot be guaranteed. It is important that you be aware that any communication between you and 
your provider, and/ or any confidential communication between your provider and another healthcare 
provider pertaining to your case are part of the medical records. All computers at Harte Behavioral Health, LLC 
are equipped with a firewall, a virus protection, and a password. We back up all confidential information from 
our computers to a HIPAA-compliant remote server on a regular basis. Please notify provider if you decide to 
avoid or limit in any way the use of any or all communication devices, such as, but not limited to, cell phone or 
faxes.  
 
TELEHEALTH PRACTICES 
 
You and your provider may elect to conduct meetings virtually via a video-conferencing platform (i.e., 
telehealth/telemedicine). This may either be in addition to or in lieu of face-to-face meetings. Please note that 
confidentiality still applies to telepsychology services, and nobody will record the session without the 
permission from the others person(s). It is important to use a secure internet connection rather than 
public/free Wi-Fi. Although many health insurance companies reimburse for telehealth services, you are 
responsible for confirming with your insurance company that the video sessions will be reimbursed; if they are 
not reimbursed, you are responsible for full payment. Please refer to the Informed Consent Addendum for 
Telehealth/telemedicine Services for further details.  
 
 
YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE READ THIS AGREEMENT AND AGREE TO ITS TERMS 
AND ALSO SERVES AS AN ACKNOWLEDGEMENT THAT YOU HAVE RECEIVED THE HIPAA NOTICE FORM 
DESCRIBED ABOVE 

 

Patient Name (print)   __________________________________________________________________                                                                                                                        
   
Patient Signature ______________________________________________ Date ___________________   
 
 
Provider Name (print)   _________________________________________________________________                                                                                                                       
 
Provider Signature ______________________________________________ Date___________________ 

Revised 1/1/2022 


