
Clinic Policies/HIPAA

Patient Name: Date of Birth: / /

What to Bring to Your Appointment(s):
● Photo Identification/Driver’s License (provide update copies if any changes occur)
● Insurance Identification Card
● Completed Intake Paperwork Packet

Prescription Policy: Our clinic will only refill prescriptions at the time of a scheduled appointment. We do not respond to 
fax requests for prescriptions refills. Please be proactive in monitoring the need for refills. Scheduling your next follow-up 
with your provider will be difficult when the office is provided short notice. It is recommended that you schedule your next 
follow-up immediately after your last appointment or at least 2-3 weeks prior to your next appointment. Any refill requests 
outside of an appointment will be processed within 2-3 business days.
Availability of Providers: We do not provide 24/7 call-coverage at our office. Please note that in case of emergency, we 
advise you to call 9-1-1 or go to your local emergency room.
Disability/FMLA Paperwork: In order for a provider to complete any FMLA or Disability paperwork, you must be 
established with our practice and consistent with treatment for at least three months. In addition, paperwork will only be 
completed during a scheduled appointment. 
Billing Service: Please note that MyNDSpace utilizes an outside agency for the purposes of billing and submitting claims 
to insurance providers. These individuals are provided limited access to patient demographics as required for the billing 
process and also maintain appropriate HIPAA compliance. We will work to assist in explaining balances in office.

HIPAA

MyNDSpace is required by the Health Insurance Portability & Accountability Act (HIPAA) to provide confidentiality for 
all medical/mental health records and other individually identifiable health information in our possession. This Notice is 
to inform you of the uses and disclosures of confidential information that may be made by MyNDSpace, and of your 
individual rights and our legal duties with respect to confidential information.

Release of Information: Please complete the attached release of information form to indicate any parties to which you 
wish to have your protected health information (PHI) released. Other than the indicated parties, our clinic may release the 
information for payer-source purposes (insurance companies).

Disclosures that do not require authorization to release your PHI:

● Disclosure required by law, such as a court order by a judge.

● Disclosure for use in judicial or administrative proceedings, such as a malpractice case or board complaint.
● Disclosure to maintain safety of patients or others, such as communication with probate court for commitment.

● Disclosure during emergent care situations, such as discussing care with emergency room providers.
● Disclosure for suspected abuse, neglect or domestic violence, as required as a mandated reporter and for duty to warn.
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Clinic Policies Cont.

Scheduling
The scheduling of an appointment involves the reservation of your provider's time, specifically 
for you. It is the patient/guardians responsibility to schedule the next appointment. If you need to 
cancel or change an appointment, please inform us at least 24 hours in advance. Please note 
rescheduling with your provider will be difficult when the office is provided short notice. It is 
recommended that you reschedule immediately after your last appointment or at least 2-3 weeks 
prior to your next appointment.

New Patient Appointments
Most new patient appointments are 45 minutes. Most follow-up appointments are only 15-20 
minutes. If you are 15 or more minutes late, you have missed your appointment. You may be 
asked to reschedule.

Call Volume
The office receives and delivers a large volume of calls / messages daily. As a result, the office 
has a three business day policy on returning messages. To uphold quality of care and fairness to 
all, providers cannot take time from patient appointments to accept or return patient phone calls. 
Office staff are available to speak with you about questions and/or concerns, which will then be 
presented to your provider for review. This is the fastest and most efficient way to communicate 
with your provider outside of appointments. If you still feel that you must speak directly with 
your provider, we will make every effort to get you an earlier appointment.

Prior Authorizations
Medications may require a prior authorization with your insurance company if there is a denial 
of coverage. The prior authorization process requires our office to complete the designated form 
(it is by no means a guarantee that we can influence their policies to allow for the medication to 
be approved). We are notified by the pharmacy in most of these cases. Once we are contacted by 
the pharmacy, we will begin the process. If this is the case, it could be 7-10 business days before 
this can be completed and there is no assurance it will be approved. We will do our best to 
provide either samples or substitutes as necessary.

I hereby attest to having read the above information in its entirety and understand my rights as a 
patient as well as the policies of MyNDSpace Mental Health Education & Consulting, LLC.

Signature of Patient/Guardian: ___________________________________Date:___________
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Release of Information

Patient Name: Date of Birth: / /

Please document below parties that you would allow medical information to be released to. It is often
helpful in coordination of care if other providers are indicated on this list. Thank you!

Name of Person Relationship
to patient

Telephone Number Medical
Information

Appointments

Pharmacy Name/Location: Phone:
*Release of information pertaining only to appropriate prescription information

Permission to Call Home or Cell?  Yes     No Preferred #:
Permission to Leave Voicemail?  Yes     No
Permission to Email  Yes     No Email:
Permission for Reminder call/text  Yes     No Preferred method:

HIPAA and Email: Please note that many popular email services (Gmail, yahoo, Hotmail) do not utilize
encrypted email. When we send you an email, or you send us an email, the information that is sent is not
encrypted. This means a third party may be able to access the information and read it since it is transmitted
over the internet.
For Minors:
Due to concerns with custody, please state who has medical decision-making capacity.

If this is not the current representative, do you give permission for any other parent/guardian to make
medical decisions? () Yes () No

Name of person(s):
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I hereby authorize the release of the medical information as documented above. I understand I retain the right to
decline release of information to the above parties at any time and will notify staff of any changes that I wish to
make in writing. I understand that in emergency situations the provider may contact other providers/caregivers to
coordinate safe and appropriate care without my consent.

Signature of Patient/Guardian: Date:
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Financial Responsibilities

Patient Name: Date of Birth: / /

Patients are responsible for any remaining balances that will be represented from our billing services. We do our best to 
help estimate patient costs including co-pays, co-insurance, deductibles and out of pocket limits. The information provided 
is often not up to date when patients present to the clinic, and we do our best to work with the information provided to us. 
Please contact your insurance company for clarification of benefits prior to your office visits to better understand your 
benefits as an individual.

Insurance Filing: Please note that we will file your claims with the insurance providers as a courtesy. We require that you 
provide a current ID and copy of the insurance card. These may change over time, and we require that you inform us of 
any changes and provide copies of new insurance cards/information. It is important that we have the most up to date 
information as any errors in your information can result in denied claims. This includes insurance policy ID numbers, 
address changes, DOB, social security number, and telephone numbers. Please note that you will be responsible for the 
balance due with denied claims.
Insurance Verification: Please be sure to verify coverage prior to your first visit. You as a patient are responsible for 
understanding your benefits for coverage. Our staff will work to provide verification of insurance benefits prior to the first 
visit. This helps to assure that the provider you are seeing is covered with your benefits. You are responsible for knowing 
your current insurance requirements for verification and coverage. Some carriers require verification, referrals from 
another provider (PCP), or updates when you change providers. Please feel free to contact our staff as we can help assist 
with any questions.

Payment is due at the time of the office visit. There may also be remaining fees as a result of insurance coverage, denied 
claims or other fees listed below.

Early Refills: Requests for early refills are subject to provider discretion and require an appointment.

Drug Screening: It is our policy to conduct periodic drug screens. Drug screens may be collected via oral swab. We 
utilize a third party company, Aegis Labs, to conduct our drug screens. For any billing concerns regarding drug screens, 
please call 866-496-7052.

Cancellation/No-Show Policy: It is our policy that you are responsible for being aware of your upcoming appointments. 
We understand that certain circumstances arise that can result in the need to reschedule an appointment. We require
24-hour notice for cancellations, otherwise you may be charged a $50 fee for not showing up to your scheduled
appointments. Please call the office at any time at (843) 266-7573 or send an email at admin@myndspace.org. If you are
unable to reach us, please leave a message. We will return the call when time allows. If you do not hear back, please call
again to confirm that the appointment has been rescheduled.

Office/Administrative Fees: Please note that office staff is often required to provide documentation to patients, providers 
and outside agencies. The following are rates for the services rendered to complete that service.

Letters/Forms/Completed Paperwork for outside agencies: $75.00
Copies of Medical Records for Personal Requests: $0.07 per page with a fee of no more than $50.00
Copies of Medical Records for Third Pary Requests: $0.65 per page up to 30 pages, and $0.50 per additional page

I hereby acknowledge that I have read all of the above information regarding my responsibility as a patient at 
MyNDSpace, and I agree to these terms.

Patient/Guardian Signature:______________________________________________________________________
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MyNDSpace Intake Form

Name Date
What are the problem(s) for which you are seeking help?
1.
2.
3.

Current Symptoms Checklist: (check once for any symptoms present, twice for major symptoms)
    Depressed mood 
() Unable to enjoy 
activities
() Sleep pattern 
disturbance
()  Loss of interest
    Concentration/ 
forgetfulness
    Change in appetite 
Excessive guilt
() Fatigue
() Decreased libido

() Racing thoughts
() Impulsivity
() Increase risky behavior
() Increased libido
() Decreased need for sleep
() Excessive energy
() Increased irritability
() Crying spells

() Poor focus
() Distractibility
() Interrupting others
() Getting off task
() Mood Swings
() Checking Behaviors
() Difficulty in crowds
() Nightmares

() Excessive worry 
Anxiety attacks 
Avoidance 
Hallucinations 
Suspiciousness 

Suicide Risk Assessment
Have you ever had feelings or thoughts that you didn't want to live? () Yes ()
No. If YES, please answer the following. If NO, please skip to the next section.
Do you currently feel that you don't want to live? () Yes () No
How often do you have these thoughts? ________________________________________________________
When was the last time you had thoughts of dying?
Has anything happened recently to make you feel this way? _________________________________________
Would anything make it better? ______________________________________________________________
Have you ever thought about how you would kill yourself? _________________________________________
Is the method you would use readily available?
Is there anything that would stop you from killing yourself?
Have you ever tried to kill or harm yourself before?
________________________________________________
Do you have access to guns? If yes, please explain.

Other:

No

Current Non-Psychiatric Medications: Please list Name, Dose and Times of Day

REV 01.09.24



Current Psychiatric Medications: Please list Name, Dose and Times of Day

Past Psychiatric Medications: Please list Name, Dose and What you remember about the effect.

Yes No If yes, how long and when did you last use?
( ) ( )
( ) ( )
( ) ( )
( ) ( )
( ) ( )
( ) ( )
( ) ( )

Methamphetamine
Cocaine
Stimulants (pills)
Heroin
LSD or Hallucinogens
Marijuana
Pain killers (not as
prescribed)
Methadone ( ) ( )
Tranquilizer/sleeping pills ( ) ( )
Alcohol ( ) ( )
Ecstasy ( ) ( )

Psychiatric Hospitalization () Yes () No If yes, describe for what reason, when and where.

Reason Date Hospitalized Where

Current Medical Diagnoses: 

Substance Use:
Have you ever been treated for alcohol or drug use or abuse?      Yes       No 
If yes, for which substances? When?

Check if you have ever tried the following:
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PAST MEDICATIONS YOU HAVE TRIED:   Please check all that apply
A

N
T

ID
E

PR
E

SS
A

N
T

S
PAXIL PAROXETINE 

A
N

T
IP

SY
C

H
O

T
IC

S/
M

O
O

D
 S

T
A

B
L

IZ
E

R
S 

ABILIFY ARIPIPRAZOLE / MAINTENNA /ARISTADA 

PROZAC FLUOXETINE FANAPT ILOPERIDONE 

LUVOX FLUVOXAMINE GEODON ZIPRASIDONE 

CELEXA CITALOPRAM INVEGA PALIPERIDONE/ SUSTENNA / TRINZA 

LEXAPRO ESCITALOPRAM LATUDA LURASIDONE 

ZOLOFT SERTRALINE REXULTI BREXPIPRAZOLE 

VIIBRYD VILAZODONE RISPERDAL RISPERIDONE / RISPERDAL CONSTA 

TRINTILLIX VORTIOXETINE SAPHRIS ASENAPINE 

EFFEXOR VENLAFAXINE SEROQUEL QUETIAPINE 

CYMBALTA DULOXETINE VRAYLAR CARIPRAZINE 

PRISTIQ DESVENLAFAXINE ZYPREXA OLANZAPINE/ZYPREXA RELPREW 

FETZIMA LEVOMILNACIPRAN CLOZARIL CLOZAPINE 

SAVELLA MILNACIPRAN HALDOL HALOPERIDOL / HALDOL DECANOATE 

WELLBUTRIN BUPROPRION PROLIXIN FLUPHENAZINE / PROLIXIN DECANOATE 

REMERON MIRTAZEPINE TRILAFON PERPHENAZINE 

SERZONE NEFAZODONE THORAZINE CHLORPROMAZINE 

PARNATE TRANYLCYPROMINE MELLARIL THIORIDAZINE 

NARDIL PHENELZINE LOXITANE LOXAPINE 

TOFRANIL IMIPRAMINE STELAZINE TRIFLUORERAZINE 

ANAFRANIL CLOMIPRAMINE 
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 ANTABUSE DISULFIRAM 

ELAVIL AMITRIPTYLINE REVIA / VIVITROL NALTREXONE/NALTREXONE INJECTION 

NORPRAMIN DESIPRAMINE SUBOXONE /ZUBSOLV BUPRENORPHINE/NALOXONE 

PAMELOR NORTRIPTYLINE SUBUTEX BURENORPHINE 

SINEQUAN DOXEPIN CAMPRAL ACAMPROSATE 

SURMONTIL TRIMIPROAMINE 
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ARICEPT DONEPEZIL 
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BUSPAR BUSPIRONE REMINYL GALATAMINE 

NEURONTIN GABAPENTIN EXELON RIVASTIGMINE 

VISTARIL HYDROXYZINE NAMENDA MEMANTINE 

XANAX ALPRAZOLAM REQUIP ROPINIROLE 

ATIVAN LORAZEPAM MIRAPEX PRAMIPEXOLE 

VALIUM DIAZEPAM NEUPRO ROTIGOTINE 

KLONOPIN KLONAZEPAM SYMMETREL AMANTADINE 

RESTORIL TEMAZEPAM ELDEPRYL SELEGILINE 

LIBRIUM CHLORDIAZEPOXIDE COMTAN ENTACAPONE 

SERAX OXAZEPAM SINEMET LEVODOPA/CARBIDOPA 
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TOPAMAX TOPIRAMATE 
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PROVIGIL MODAFINIL 

DEPAKOTE VALPROIC ACID NUVIGIL ARMODAFINIL 

LAMICTAL LAMOTRIGINE STRATTERA ATOMOXETINE 

TEGRETOL CARBZMAZEPINE RITALIN, CONCERTA METHYLPHENIDATE 

TRILEPTAL OXCARBAZEPINE QUILLIVANT, APTENSIO METHYLPHENIDATE 

ESKALITH LITHIUM METADATE, METHYLIN METHYLPHENIDATE 

GABITRIL TIAGABINE FOCALIN DEXMETHYLPHENIDATE 

KEPPRA LEVETIRACETAM DAYRANA PATCH METHYLPHENIDATE 

SL
E
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MELATONIN MELATONIN ADDERALL DEXTROAMPHETAMINE/AMPHETAMINE 

ROZEREM RAMELTEON VYVANSE LISDEXAMFETAMINE 

BENADRYL DIPHENHYDRAMINE DEXEDRINE DEXTROAMPHETAMINE 

DESYREL TRAZODONE CATAPRES, KAPVAY CLONIDINE 

AMBIEN ZOLPIDEM TENEX, INTUNIV GUANFACINE 

LUNESTA ZOPICLONE Mydayis (mixed salts of a single-entity amphetamine) 
SONATA ZALEPLON INDERAL PROPRANOLOL 

SOMA CARISOPRODOL COGENTIN BENZTROPINE 

BELSOMRA SUVOREXANT ARTANE TRIHEXYPHENIDYL 
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No Surprises Disclosure

In compliance with the No Surprises Act that went into effect January 1, 2022, there is now a Federal requirement for Health 
Care Providers to inform all healthcare consumers of their Federal rights and protections against “surprise billing”.

This Act requires that we notify you of your federally protected rights to receive a notification when services are rendered by a 
NON-PARTICIPATING/OUT OF NETWORK healthcare provider. This allows the option for consumers to make the choice to 
receive care from an in-network provider if one is available.

Additionally, there is a requirement to provide all healthcare consumers with a Good Faith Estimate (GFE) of the cost of 
services for the duration of treatment. It is difficult to determine the actual length of treatment for mental health care; therefore, 
the estimate is based on the average length of treatment.

There is also a list of fees that you may incur throughout your care at MyNDSpace that are in addition to direct counseling 
services and fees. These fees may occur due to the following (not an exhaustive list):

Late cancellation (anytime AFTER 24 HOURS) / Fail to Show fee: $50.00

Medical records request: $30.00

Completion of documents (FMLA, Disability, ESA, VA or other medical summary letters, etc): $75.00

Please note our fees are reviewed biannually, you will be notified in advance of any changes. Consultation hourly fees includes 
billing for preparation time for meetings/appearances.

If you have any questions, you can contact our main office at the number listed above in this document. If you believe your 
rights as a health consumer have been violated, and you cannot come to an agreement with MyNDSpace, you can contact the 
Department of Health and Human Services at 1-877-696-6775 or www.cms.gov/nosurprises.

By signing, you are agreeing that you understand your Federal health consumer rights, and you understand the fee agreements in
this document.

INSURANCE PAYMENT OPTIONS AND FEES

It is the client’s responsibility to ensure that all services are paid in a timely manner. The current regular fee for assessment 
services is $250 for a psychiatric evaluation; medication management follow-ups range between $95-125 and individual therapy 
services are $150 for new patients and $100 for follow-ups. For clients who have insurance, there are specific contract rates, 
deductibles, copays and/or coinsurance amounts, and if you don’t know the specifics of your policy, please contact your 
insurance carrier. There are additional non-clinical fees for reports and other documentation completion that are not covered by 
insurance, and they are the sole financial responsibility of the client. All co-pays, co-insurance, and deductibles are due at the 
time of service.
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Cancellations and re-scheduled visits will be subject to a $50 charge if NOT RECEIVED AT LEAST 24 HOURS IN 
ADVANCE. This is necessary because a time commitment is made to you and is held exclusively for you. If you are late for a 
session, you may lose some of that session time. Our late policy is 15 minutes for new patients and 5 minutes for follow-up 
visits. The standard for new patient evaluations is 45-60 minutes. The standard for follow-up appointments are 15-30 minutes, 
depending on severity of symptoms.

Late cancellation fees are NOT billed to insurance or EAP companies, they are the sole financial responsibility of the client. If 
you cannot attend an appointment, please remember to cancel or reschedule 24 hours in advance. You will be responsible for 
the $50 cancellation fee if you cancel your scheduled appointment less than 24 hours of the session. 

In compliance with the No Surprises Act that went into effect January 1, 2022, there is now a Federal requirement for Health
Care Providers to inform all healthcare consumers of their Federal rights and protections against “surprise billing”.

This Act requires that we notify you of your federally protected rights to receive a notification when services are rendered by a 
NON-PARTICIPATING/OUT OF NETWORK healthcare provider. This allows the option for consumers to make the choice to 
receive care from an in-network provider if one is available.

Additionally, there is a requirement to provide all healthcare consumers with a Good Faith Estimate (GFE) of the cost of 
services for the duration of treatment. It is difficult to determine the actual length of treatment for mental health care; 
therefore, the estimate is based on the average length of treatment. More detailed information is included in the Good Faith 
Disclosure Document.

Please note that your information can be securely stored by TriMed, a HIPAA compliant Electronic Health Record System.

By signing this document, I agree to the above disclosures as it pertains to my financial account with MyNDSpace.

Patient or Legal Representative Signature/Date/Time Relationship to Patient

Print Patient or Legal Representative Name Witness Signature/Date/Time
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Consent for Behavioral Health Treatment

Consent to Services: I voluntarily consent that I will participate in a behavioral health treatment (e.g. psychological 
or psychiatric) by staff from MyNDSpace Mental Health Education & Consulting, LLC. Treatment may be provided 
by a licensed counselor, a psychologist, a psychiatric nurse practitioner, a psychiatrist, or an individual supervised by 
any of the professionals listed. Services may include interviews, assessment or testing, psychotherapy, and/or 
medication management.

Risks & Benefits: Behavioral health treatment has both benefits and risks. Risks may include experiencing 
uncomfortable feelings because the process often requires discussing difficult aspects of one’s life. However, 
treatment has been shown to have benefits. It often leads to a significant reduction in feelings of distress, increased 
satisfaction in relationships, greater awareness and insight, increased skills and resolutions to specific problems. 
Some individuals may not improve because of treatment or may terminate before it is clinically indicated. In addition 
individuals may experience side effects from psychotropic. It is important to keep your clinician advised of any 
difficulty you may encounter during your treatment.

Treatment Compliance: After 3 repeated absences/failure to participate in services may result in discontinuation of services. 
If you are not scheduling sessions and/or arriving for sessions for a continuous period, we will assume you are voluntarily 
terminating services with us. After 6 months, you will be required to participate in another intake and assessment process.

Cause for Termination: If it is deemed that the services we provide are not beneficial for you, a decision could be made to 
discontinue services. Disorderly Conduct, Threatening Behavior, and/or failure to treat other clients and staff with respect can 
result in discharge from our services. Failure to maintain the confidentiality of others accessing services can result in 
discontinuation of services. MyNDSpace reserves the right to discharge clients for reasons not mentioned in this informed 
consent, should the need arise. Such dismissal from services would not happen without justifiable cause.

Emergency Contact: Please provide contact information for individuals we may contact on your behalf.

Name: _____________________________________________ Phone Number: ____________________
Relationship to Patient: _________________________________________________________________
Name: _____________________________________________ Phone Number: ____________________
Relationship to Patient: _________________________________________________________________

I have read and understand all conditions set forth in this Informed Consent. I consent to participate in MyNDSpace Mental
Health Services.

I have read and agree with the conditions set forth in the Informed Consent. I agree to allow my minor child (name of minor) to
participate in MyNDSpace Mental Health Services.

Client/Parent Signature_______________________________________________________Date______________
Witness Signature ___________________________________________________________Date______________

Expiration of Consent: This consent will expire at the time of discharge from behavioral health services from MyNDSpace
Mental Health Education & Consulting, LLC.
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2024 Informed Consent For Telemedicine Services

INTRODUCTION 

Telemedicine involves the use of electronic communications to enable health care providers at different 
locations to share individual patient medical information for the purpose of improving patient care. Providers 
may include primary care practitioners, specialists, and/or subspecialists. The information may be used for 
diagnosis, therapy, follow-‐up and/or education, and may include any of the following: 

• Patient medical records
• Medical images
• Live two‐way audio and video
• Output data from medical devices and sound and video files

Electronic systems used will incorporate network and software security protocols to protect the confidentiality 
of patient identification and imaging data and will include measures to safeguard the data and to ensure its 
integrity against intentional or unintentional corruption.  

EXPECTED BENEFITS 

• Improved access to medical care by enabling a patient to remain in his/her office (or at a remote site)
while the physician obtains test results and consults from healthcare practitioners at distant/other
sites.

• More efficient medical evaluation and management.
• Obtaining expertise of a distant specialist.

POSSIBLE RISKS 

As with any medical procedure, there are potential risks associated with the use of telemedicine. These risks 
include, but may not be limited to: 

• In rare cases, information transmitted may not be sufficient (e.g. poor resolution of images) to allow
for appropriate medical decision making by the physician and consultant(s);

• Delays in medical evaluation and treatment could occur due to deficiencies or failures of the
equipment;

• In very rare instances, security protocols could fail, causing a breach of privacy of personal medical
information;

• In rare cases, a lack of access to complete medical records may result in adverse drug interactions or
• allergic reaction or other judgment error

Date of Birth:____________ Today’s Date: ___________ Patient Name: _______________________________ 
Practitioner Name:         ☐ Cerrissa Hugie

☐Megan Mahoney
☐ Crystal Clevenger
☐Myeshia Stevens
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Lauren Stephan 
Creinthea Chritz
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INFORMED CONSENT FOR TELEMEDICINE PAGE 2 

BY SIGNING THIS FORM, I ATTEST TO AND UNDERSTAND THE FOLLOWING: 

1. I understand that the laws that protect privacy and the confidentiality of medical information also
apply to telemedicine, and that no information obtained in the use of telemedicine which identifies
me will be disclosed to researchers or other entities without my consent.

2. I understand that if I am in such mental or emotional condition to be a danger to myself or others,
my physician has the right to break confidentiality to prevent the threatened danger. Further, I
understand that the dissemination of any personally identifiable images or information from the
Telehealth interaction to any other entities shall not occur without my written consent.

3. I understand that I have the right to withhold or withdraw my consent to the use of telemedicine in
the course of my care at any time, without affecting my right to future care or treatment,

4. I understand that I have the right to inspect all information obtained and recorded in the course of
telemedicine interaction, and may receive copies of this information for a reasonable fee,

5. I understand that it is my duty to inform MyNDSpace of electronic interactions regarding my care
that I may have with other healthcare providers.

6. I understand that I may expect the anticipated benefits from the use of telemedicine in my care, but
that no results can be guaranteed or assured.

7. My practitioner will respond to communications and routine messages within 48-72 hours on
business days or on the next business day following weekends, holidays, or vacations.

8. It is my responsibility to maintain privacy on the client end of communication. Insurance companies,
those authorized by the client, and those permitted by law may also have access to records or
communications.

9. The laws and professional standards that apply to in‐person outpatient services also apply to
telehealth services. This document does not replace other agreements, contracts, or documentation of
informed consent.

10. I attest that I am a resident and or located in the state of South Carolina and will be present in the
state of South Carolina during all telehealth encounters with MyNDSpace Practitioners.

PATIENT CONSENT TO THE USE OF TELEMEDICINE 

I have read and understand the information provided above regarding telemedicine, have discussed it with my 
physician or such assistants as may be designated, and all of my questions have been answered to my 
satisfaction. I hereby give my informed consent for the use of telemedicine in my medical care.  

I hereby authorize MyNDSpace Mental Health Education and Consulting to use telemedicine in the 
course of my diagnosis and treatment. 

_____________________________________________        _________________ 
Patient’s Signature  Date 
(Or Authorized Person To Sign For Patient)  

_______________________________________ 
If Authorized Signer, Relationship To Patient 

___________________________________________________________ 
Physician’s/Practitioners Signature     
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Telemedicine Protocol for MyNDSpace 

Service: Telepsychiatry services are provided by the practitioners at MyNDSpace Mental Health Education 
and Consulting, from a distant site equipped with a secure two-way, real time interactive 
telecommunication system (TriMed/Doximity) to a member in a qualifying originating site i.e. home 
(Resident of South Carolina).  

Provider: MyNDSpace Treatment Team; Psychiatrist and/or Psychiatric Mental Health Nurse Practitioner,
licensed professional counselors, licensed social workers, substance abuse counselors and physician 
assistants 

Provider Location: Primarily at MyNDSpace medical office which is located at 4 Carriage Lane Ste. 200 
Charleston, SC 29407. Access will be done through TriMed/Doximity. 

Eligible Medical Services: Services that are eligible for reimbursement include consultation, office visits, 
individual and family psychotherapy and pharmacologic management delivered via a telecommunications 
system. The use of a telecommunications system may substitute for a face-to-face, "hands on" encounter for 
consultation, office visits, individual/family psychotherapy and pharmacologic management.   

Services: Telemedicine clinicians at MyNDSpace will provide a full range of psychiatric services via 
teleconferencing technology to patients, including assessment, screening, diagnosis, psychotherapy and 
treatment of patients and determining the degree of disabilities in patients. The Psychiatrist and/or 
Psychiatric Mental Health Nurse Practitioner will be providing psychiatric interventions including 
monitoring and management of their psychiatric condition to include medication management. The 
psychiatrist, psychiatric mental health nurse practitioner, licensed professional counselors, licensed social 
workers, substance abuse counselors and physician assistants will provide supportive psychotherapy and 
psychoeducation about diagnosis, possible comorbidities, prognosis including, treatment plan/options and 
possible complications of the disease, and psychiatric interventions.  

Psychiatrist and/or Psychiatric Mental Health Nurse Practitioner will prescribe medication to patients as 
deemed necessary and will conduct periodic medication management and re-evaluations as deemed 
necessary. Additional services include the prescription, direction, and administration of psychotherapeutic 
treatments or medications to treat mental, emotional, or behavioral disorders, and if necessary ongoing 
collaboration with physicians, psychologists, social workers, psychiatric nurses, or other professionals to 
discuss treatment plans and progress.  

Provider and Facility Guidelines: The psychiatrist and/or Psychiatric Mental Health Nurse Practitioner, 
licensed social workers, licensed professional counselors, substance abuse counselors, and physician 
assistants will practice within the scope of their specialty and practice within the standard of care for their 
area.   
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Assessment and diagnosis, psychotherapy and medication management should be consistent with generally 
accepted standards of practice for the treatment of the identified behavioral health condition.  

Platform: The telepsychiatry program will be using TriMed/Doximity which is a HIPAA Compliant software 
services and solutions for video conferencing with patients. Patients will be invited by their designated 
providers to TriMed/Doximity account to conduct video conferencing during the patient scheduled 
appointment.  

Reimbursement for Telepsychiatry 

Telepsychiatry is covered by some health insurances, however please note that if your insurance does not cover 
this service, patients will be required to pay the full fee for service. 

Agreement Of Financial Responsibility: All patients will be required to sign an agreement of financial 
responsibility as patients will be responsible for all payments owed to MyNDSpace Mental Health Education 
and Consulting for services rendered to them. Please note that patient is responsible for all copay, coinsurance 
and deductible amounts owed to practitioner(s) at the time service is rendered.   

FEE SCHEDULE FOR TELEPSYCHIATRY: 

Psychiatric diagnostic interview examination 90972 – $250.00 (50 Minutes)
Outpatient Telehealth Pharmacologic Management –99213 GT-$100.00 (15 min)
Outpatient Telehealth Pharmacologic Management –99214 GT-$125.00 (25 min) 
Individual Psychotherapy – 90837 - $150.00 (53 min+) 

Patient Signature: _________________________________     Date: ______________ 
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