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CONSENT TO TREAT
_____________________________________________

________________________

Last Name ___________              

MI
______
                                 First Name   __________________

   
_____________________________________________

________________________

Address







Date of Birth




_____________________________________________

________________________

City, State, Zip Code






Phone Number



The purpose of the consent is to facilitate achievement of my client care goals within Grace Coaching Academy, LLC. Being in the program is voluntary, and I understand that I may leave the program at any time and revoke this authorization to release medical and other information at any time by mailing or delivering a written revocation to the following address:  Grace Coaching Academy 9610 Two Notch Rd Ste. 7 Columbia SC, 29078
· May we phone, email, or send a text to you to confirm appointments? YES NO

· May we leave a message on your answering machine at home or on your cell phone? YES NO

· May we discuss your medical condition with any member of your family? YES NO

· If YES, please list name and phone number of the persons allowed:

___________________________________________________________________________________________________
FINANCIAL POLICY

I understand that payment is due before services are rendered. I will receive a copy of payment receipt by email or text. Appointments will be cancelled if payment not received in advance. Cancellation fees may occur in the event of numerous cancellations.

I understand that client information is protected under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) federal regulations on patent privacy and confidentiality, and cannot be disclosed with my written consent unless otherwise provided for by applicable law. I am entitled to review or receive a copy of the information for which the authorization is being sought. I will receive a copy of the signed authorization. I may revoke this consent in writing at any time by a clearly written statement that I revoke this authority. This authorization does not expire unless noted otherwise.
_Participant Signature







Date




_____________________________________________


_________________​​​​​_

Witness Signature







Date
Approval Date:  05/18/2019

Revised Date:


