[bookmark: consenttreatment]Integrated Therapy Solutions of Oklahoma, LLC
620 NW 5th St. Suite D    Moore, Oklahoma 73160
Ph: (405) 208-4469   Fax: (405) 208-4472

CLIENT ORIENTATION
REVIEW & ACKNOWLEDGEMENT 

I/we received the Integrated Therapy Solutions of Oklahoma, LLC Client Handbook, and reviewed it with the intake counselor.  By signing below, I/we acknowledge that I/we have reviewed each area below and asked questions as needed to fully understand each section and subject below. 

Welcome to ITS-OK, LLC (p.2) 		          ITS-OK, LLC Privacy Policy (p.12-15)	           

Descriptions of Services Offered (p.8)                     HIV/AIDs/STD Education & Testing Locations (p.18)

Program and Participation Rules (p.6)                   Emergency Evacuation Procedures (p.11-12)

Confidentiality of Records (p.8)                                 Consent for Follow-Up/Satisfaction Survey (p.7)
								
Consumer Rights (p.3-6)		                        Grievance Policy (p.6)
								
Good Faith Estimate (p.16-17)	                        Discharge Policy (p.10)

			
Consent for Follow Up
[bookmark: __Fieldmark__95_674237511][bookmark: __Fieldmark__100_674237511]I, _________________________________ (Patient, Parent/Legal Guardian if applicable) authorize Integrated Therapy Solutions of Oklahoma, LLC to contact me by phone/mail/in person for the purpose of evaluation of treatment progress, service satisfaction and other information as deemed necessary in order to enhance the quality of care.  |_| Yes  |_| No


By signing below, I/we understand and agree to the following:
   I/We agree to notify the agency in advance if unable to keep a scheduled appointment.
   I/We agree to notify the agency of any changes to my address or phone number.

   I/We understand that missing three consecutive scheduled appointments may result in discharge.

   I/We have received the synopsis of the Consumer Bill of Rights in the Client Handbook.

  I/we acknowledge that failure to provide appropriate insurance information, including coverage other 
    than SoonerCare will result in full financial responsibility for any sessions and services accrued.

**Requests for court-related services may incur additional costs as they are not SoonerCare approved services. These services have a base rate of $200 PER HOUR. 

Medical Records Requests: Base rate is $25 for the first 75 pages and $0.10/per page after + cost of mailing (if requested). Invoice must be paid in full before request is processed.


_____________________________________________      __________________________________________________
Signature of Client, 12 and older		  Date          Signature of Parent/Guardian (if applicable)             Date

_____________________________________________                              	
Signature of Staff with Credentials                    Date                                                                    

OrientationReview/Ackn. 01.05.2025
