Jolyn Zeller, RN, MS, PMHNP-BC, d.b.a. Solarity Mental Health, PC
River Rd Plaza Suite A, 3787 River Rd N, Keizer OR 97303
 Tele: 503-763-1778     Fax: 503-980-7888  

 http://www.solaritymentalhealth.com 
Registration, Fee Agreement, and Consent
(please make sure to sign both)

Patient Information

LAST NAME:  ________________________________FIRST NAME:___________________________MIDDLE INITIAL: ______

DOB (MM/DD/YYYY): _____ /_____/_____   GENDER _______________               ETHNICITY___________________________                                                                                                                                                                                                                                                                  
STREET ADDRESS:  _________________________________________________      APARTMENT #________________________

CITY_____________________________________________STATE________________________ZIP__________________________

MAILING ADDRESS (IF DIFFERENT THAN ABOVE): ____________________________________________________________

CITY_____________________________________________STATE________________________ZIP__________________________

HOME PHONE: (_____)-______-___________  MESSAGE OK? ___YES___NO     CELL PHONE: (_____) _______-__________

EMAIL __________________________________________________________

School Attending: ______________________________​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​_________________           Grade__________________

Primary care: ___________________________________________________
Phone: ___________________
Therapist:_______________________________________________________     Phone:___________________

Parents/Guardian:___________________________________________________________________________
Emergency contact:







             Phone:       

          


Billing Address:  COMPLETE FOR ADULT RESPONSIBLE FOR PAYMENT OF CHARGES NOT COVERED BY INSURANCE
LAST NAME:  ________________________________FIRST NAME:___________________________MIDDLE INITIAL: ______

AKA if know another name :   _____​​​​​​​________________________________________________________​​​______________________

DOB (MM/DD/YYYY): _____ /_____/_____   SSN: _______-_____-______ DRIVERS LICENSE ____________________________

                                                                                                                                                                                                                                                                        State

STREET ADDRESS:  [   ] same as above      __________________________________________     APARTMENT #______________
CITY_____________________________________________STATE________________________ZIP__________________________

MAILING ADDRESS (IF DIFFERENT THAN ABOVE): ____________________________________________________________

CITY_____________________________________________STATE________________________ZIP__________________________

HOME PHONE: (_____)-______-___________  MESSAGE OK? ___YES___NO     CELL PHONE: (_____) _______-__________

WORK TELEPHONE NUMBER:  (_____)-______-__________   MESSAGE OK? ___YES ___NO

Insurance Information (clients name)____________________________________________________________________________ 
The primary insurance is usually based on the earliest birthday of the subscribers. 
PRIMARY INSURANCE._______________________________________________________________________________________

ADDRESS: ________________________________________________________________   PHONE:___________________________

EMPLOYER:__________________________________________________________________________________________________

SUBSCRIBER/MEMBER NAME: ______________________________________________________  DOB: ____________________

SUBSCRIBER ID # ________________________________________     GROUP/POLICY # _________________________________

RELATIONSHIP TO PATIENT/CLIENT: _____________________________________________

SECONDARY INSURANCE:_____________________________________________________________________________________

ADDRESS: ________________________________________________________________   PHONE:___________________________

EMPLOYER:__________________________________________________________________________________________________

SUBSCRIBER/MEMBER NAME: ______________________________________________________  DOB: ____________________

SUBSCRIBER ID # ________________________________________     GROUP/POLICY # _________________________________

RELATIONSHIP TO PATIENT/CLIENT: _____________________________________________

You should check with your insurance company to find out your benefits and responsibilities including if you have a deductible and the amount of your co-pay.  Please be prepared to pay your co-pay and deductible if applicable at the time of the visit. 

~~ FEE AGREEMENT ~~
I (print name)  _____________________________ understand that I am responsible for any communication or prior authorization with my insurance company.  I understand that the established fee for services with Solarity Mental Health, PC includes office visits, client telephone contacts, and professional consultations on the client’s behalf.  The established fees for services based on the complexity of the case.  Phone consultations may not be covered.  I am also responsible if I fail to show up for an appointment.  To avoid being charged, appointments maybe cancel at least 24 hours in advance.
Solarity Mental Health, PC will bill my primary insurance, and my secondary insurance for preferred companies. Note Solarity Mental Health, PC is not paneled with Oregon Health Plan. Any outstanding balance not covered by insurance will be billed to me at the specified billing address.    A $5.00 rebilling fee will be added for any outstanding balances beyond 30 days of the billing date and for subsequent billing.  Checks written with insufficient funds will be charged a $30.00 fee in addition to the bank charges.  I understand that if I do not follow this agreement, Jolyn Zeller reserves the right to deny services, and pursue collection.
I authorize this office to release any information necessary to expedite insurance claims to the insurance companies listed above, or to any subsequent insurers should my health insurance change.  This includes information about psychiatric treatment and/or drug and alcohol treatment.  This will include my diagnosis and for some insurers may also include my treatment plan or the full text of my chart.  I hereby consent the fee agreement and take responsibility to pay for treatment.  A copy of this agreement is available at http://solaritymentalhealth.com.

SIGNATURE of Responsible Adult: _______________________________  DATE:_____________
