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PATIENT TREATMENT AGREEMENT 
 

Introduction: 

 

The goal of Neuro Behavioral Center LLC is to provide the best possible care to every patient 

seen at our Center.  

 

This is an agreement between you, the patient, and Neuro Behavioral Center LLC (NBC). It 

addresses certain conditions with regards to your treatment, the use of your medical records 

insurance benefits, and other NBC policies. In consideration of receiving NBC services, you 

agree to the following: 
 

Authorization to Provide Basic Treatment, Conduct Basic and Routine Diagnostic Procedures: 

 

 I authorize NBC to conduct and perform all routine examinations, treatments, and care 

under the general or specific instructions or direction of my Provider. 

 

 I understand I will be given an appointment for an initial evaluation during which time a 

provisional diagnosis will be made and a treatment plan will be created and agreed upon 

with your Provider.  After my initial evaluation and prior to my fourth visit, a decision 

will be made as whether to continue with the current treatment, terminate, refer or transfer 

care.  

 

Inactive Patients: 

 

 I understand that by not being an active patient at NBC for over 6 months, I am 

voluntarily terminating my relationship as a patient at NBC. 

 

Against Medical Advice: 

 

 I understand that if I choose not to follow the Provider’s recommendation for treatment, I 

accept the responsibility for any consequences of my decision.   

 

Patient initials:_______ 

 

Booking, Canceling Or Rescheduling An Appointment:  

 

To book, cancel or reschedule an appointment, please call the office during our regular business 

hours or send us a request through your online patient portal. Our automated reminder service 

will text you to confirm your appointment time two days before your scheduled appointment.   

 



   

Page 2 of 7                                                                                                                                           PIN001-1                                                                                                                                       
Neuro Behavioral Center LLC  

 
 

 I understand that I will be given the option to choose to confirm or call back to reschedule 

or cancel my appointment and will respond accordingly during regular business hours or 

submit a request through my online patient portal. 

 

Patient initials:_______ 

 

Cancellation Policy:  
 

Appointments are in high demand and your early cancellation will give another patient access to 

timely medical care. Please notify us at least 24 hours in advance when canceling an appointment 

so that we are able to make that time available to others who need medical assistance otherwise it 

will be considered as a no show. 

 

 I understand that I must notify the office either by phone, email or by my online patient 

portal 24 hours in advance to cancel my appointment or I may be charged a No-Show fee.  

 

Patient initials:_______ 

 

No-Show Policy: 

 

 I understand that failure to arrive or communicate with the office before 24 hours of my 

inability to keep my scheduled appointment will be addressed in the following manner: 

 

Established Patients: 

 First missed appointment: You will receive a phone call/email informing you of 

your missed appointment with the opportunity to reschedule with the office. You may 

also be reminded that you may have incurred a $50.00 no-show fee. 

 Second missed appointment: You will receive a phone call/email informing you of 

your second missed appointment with the opportunity to reschedule with the office. 

You may incur an additional $50.00 no-show fee. 

 Third missed appointment: You will be notified of your third missed appointment 

and may be subject to dismissal from the practice at Management’s discretion and 

you may incur an additional $50.00 no show fee. 

  

New Patients: 

 First missed appointment:  You will be notified of your missed appointment and may 

be subject to dismissal from the practice at the Management's discretion and you 

may incur a $50.00 no show fee. 

 

Patient initials:_______ 
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Prescription Refills: 

 

NBC Providers will refill your medication upon your next visit; however, some medications may 

require insurance approval and a Prior Authorization to be submitted to your insurance 

company.   

 

 I understand that I need to allow 7 business days before checking with the NBC staff for 

insurance approval. 

 

 

 

 I understand that most medications require an appointment with a Provider before any 

refills can be authorized, and I am responsible to have booked an appointment before my 

medication runs out. 

 

 I understand that any refill request will need 3 business days to be processed, provided 

there are no reasons to prevent the refill from being processed, such as lab work, consents, 

prior authorizations or an appointment.   

 

 I understand in some cases, I may be required to do lab work or toxicology screen before 

any medication is refilled.  Failure to do so may result in my medication not being refilled. 

 

 I understand that if I am being prescribed a federally controlled substance, such 

medications cannot be refilled until I am physically present for the appointment.  I am 

expected to plan accordingly to avoid running out of medications.  

 

 I understand in the case of any stimulants or Benzodiazepine, an additional consent, 

contract and/or policy form will be provided for my signature. 

 

 I understand NBC will not accept any pharmacy refill requests either by phone or fax. I 

must not depend on the pharmacy to send refill requests on my behalf.  I understand it is 

my responsibility to manage my medications and plan accordingly. 

 

 I understand NBC provides an easy access to request refills through my online patient 

portal. 

 

Patient initials:_______ 

 

Release of Medical Records, Information for Treatment, and Payment Expectations: 

 

Any medical record request should be accompanied with an authorization to release private 

health information or PHI, and a period of 7 business days is necessary to process your request. 

NBC provides an easy access to request your medical records through your online patient portal 
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 I authorize NBC to provide from its records any information and medical records 

including psychiatric, substance abuse, HIV related or other Confidential Information 

requested by my insurance/managed care company, Medicare, Medicaid, or other third-

party payors, hospital agents or governmental agencies in connection with payment of my 

bill. 

 

 I authorize NBC and its agents to provide Confidential Information from my medical 

records to any utilization, managed care, and/or quality review organization affiliated with 

my insurer/payor or otherwise for use in utilization management. I further authorize NBC  

to provide Confidential Information to my Primary Care Physician (PCP) to discuss my 

medical care.  

 

 I have been informed that my refusal to grant consent to release of information relating to 

psychiatric treatment will not jeopardize my right to obtain present or future treatment 

except where disclosure of the communication and record is necessary for treatment. I 

understand that if my refusal to provide authorization results in a refusal of my insurer, 

managed care company or the third-party payor to pay NBC, I will personally be 

responsible for the bill or the unpaid portion of the bill. 

 

 I understand that my Provider has the right to refuse sharing some or all of my 

psychiatric/psychological notes with me. 

 

 I understand that NBC will fax/mail any medical records requested by me to another 

Provider, or to my Authorized Representative, at no additional cost.  

 

 I also understand that I may request my records to be printed and mailed/picked up by me 

or sent to an attorney, in which case, printing and mailing fees will apply. 

 

Patient initials:_______ 

 

Assignment of Benefits:  
 

 I authorize third-party payors, including insurers, managed care companies, and Medicare 

or Medicaid and other governmental payors, to make payment directly to NBC.  

 

 I understand that I am financially responsible for payment for services not covered by this 

authorization, and that I will pay all costs of collection of any delinquent balance 

including reasonable attorney's fees, which may be added to my account.  

 

 I understand that my refusal to grant authorization to my third-party payors will in no way 

jeopardize my right to obtain present or future treatment except where disclosure is 
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necessary for treatment but understand that under such circumstances, I will be 

responsible for paying my bill in full. Upon request, I may receive copies of my charges. 

 

Patient initials:_______ 

 

Financial Agreement: 

 

 I understand I am responsible for payment of any charges and agree to pay NBC the 

regular rates or charges for all medical services rendered to me. If I am covered by a third 

party (for example, Blue Cross & Blue Shield or other insurances or managed care, or a 

benefit program such as Medicare or Medicaid), then the third party may pay all or a part 

of NBC rates or charges. If so, I agree to pay those rates or charges that are not covered or 

paid by that third party, and to the extent permitted by law are properly payable by me, as 

soon as I receive a bill.  

 

 I understand that it is my responsibility to notify NBC of any patient information changes 

(i.e., address, name, insurance information, contact, etc.). If current information is not 

obtained at the time of service, it will become my responsibility to pay the entire balance 

until current information is provided to your office. 

 

Your insurance policy is a contract between you and your insurance company. As a courtesy, and 

pursuant to contractual obligations, we file all your claims for you. However, we will not become 

involved in disputes between you and your insurance carrier. This includes, but is not limited to, 

deductibles, co-payments, non-covered charges, coordination of benefits and usual and 

customary charges. We will supply the required information as necessary. 

 

 I understand all co-payments, co-insurance or deductibles are expected to be paid prior to 

my visit on the date of service in the form of check or credit card. Cash is not accepted. 

 

 I understand for any checks returned, for any reason, a charge of $35 will be added to my 

account. 

 

 I understand if I do not pay my bill, I agree to pay NBC any collection costs including 

attorney's fees, collection agency fees, and court costs.  

 

 I further understand that NBC reserves the right to accept periodic installment payments 

without waiving its rights to demand payment in full. 

 

 I understand that NBC provides easy access to pay my bills and review my statements 

through my online patient portal. 

 

Patient initials:_______ 
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Credit Balances: 

 

From time to time, you may accrue a credit balance on your account. If your account reflects 

a credit balance of $25.00 or less, NBC’s policy is to carry the balance on the account until 

your next appointment. If your account reflects a credit balance of more than $25.00, NBC 

will maintain your credit until our staff processes your credit or a request is made by you, the 

patient, to receive a refund. All refunds are reviewed and processed every 60 days.  If you 

make a request, please allow ample time for review of your entire account and processing 

through our billing department. You may review your statements through your online patient 

portal. 

 

Patient initials:_______ 

  

Private Health Information Confidentiality Policy: 

 
NBC adheres to all HIPAA policies and regulations, and will do its best to protect your Private 

Health information from being disclosed or shared, unless otherwise specified above.  

 
A copy of the Notice of Privacy Practices will be included in your Intake Package.   

 
If any of the statements above contradict any Federal or Massachusetts laws or regulations, or 

any future updates, NBC will adhere to the new laws or regulations.   

 

Patient initials:_______ 

 
I have read this Patient Agreement, or it has been read to me, and I understand it.  All of 

my questions have been answered to my satisfaction, and I freely agree to all of the terms 

and conditions in the agreement that are applicable to me except those specifically noted 

above. 

 

 

__________________  #______________________             ________________________ 

Today’s Date     Medical Record Number                   Date of Birth 

 

 

_____________________________________________________________________________      

Print Patient Name                                                                              

 

 

______________________________________________________________________________ 

Signature of Patient 
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 _________________________________________                      ________________________ 

Signature of Authorized Personal Representative                                    Relationship  

 

 

If a representative has signed for the patient, please state the relationship to the patient and the 

reason the patient did not sign on next page. 

 

 

 

Reason: 

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________ 


