
Ryon Medical & Associates 
Acknowledgement 

My Healthcare (PC or BH) provider has explained the following information to me and has given me this information in 

writing: 

Mandatory Disclosure Statement: This includes information about my therapist’s degrees, credentials, licenses, and 

methods of therapy, including the duration of treatment when known. 

Informed Consent for Treatment: This includes my right to receive information about the therapy methods, the 

techniques used, the duration of therapy (if known), and the fee structure. I realize there are no guarantees about the 

effectiveness of treatment and that there are risks, which include: sessions may deal with sensitive and difficult topics 

and can bring up uncomfortable feelings and reactions, such as sadness, anxiety, guilt, and anger. I understand this is a 

normal response to working on unresolved experiences, and I will discuss these reactions with my therapist. 

“Benefits to treatment may include improved cognitive or academic/ job performance, health status, quality of life, 

and awareness of strengths and limitations.”  

Limits of Confidentiality: This includes my rights regarding confidentiality and when my behavioral health provider is 
required to disclose information about me.  

Patient office Policies: This includes information about my responsibilities as a patient of Ryon Medical. 

Emergency Services: I am aware that if I am going to hurt myself or someone else, I can reach the National Suicide 
Prevention Lifeline at 1-800-273-8255.   

Patient Rights and Responsibilities:  Includes rights to be treated with dignity, respect, and regard for your privacy and 
how to report complaints.  

Advanced Directives: I understand I have the right to receive a pack of advanced directives. I was given this opportunity 
at this time. Should I need a packet, I can ask Ryon Medical staff for it anytime, and I will be provided with a copy.  

Primary Care Provider Coordination or Care: Ryon Medical & Associates LLC is an integrated healthcare facility. I 
understand that treatment providers (PC and BH) always have access to my medical chart unless I ask to restrict it. I 
understand that BH PHI is only viewable by my treatment providers (i.e., your doctor and therapist). I understand that if 
I receive primary care through an outside provider, I will be asked to sign a PCP Coordination of Care form informing 
them of treatment goals and diagnoses. I understand I have the right to decline PCP Coordination on this information.  

HIPAA Privacy Notice: I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I 
have certain rights to privacy regarding my health information. I acknowledge that I have received the Notice of Privacy 
Practices containing a more complete description of the uses and disclosures of my health information. 

 I understand my rights and responsibilities as a client of Ryon Medical. By signing, I confirm I have received a copy of the 
information and understand all the information listed above and provided.  

Patient Name:  __________________________________________  

All patients 12 and over must sign as well as the parent/guardian! 

Patient Signature: _____________________________________________      Date: _______________________ 

Responsible Party Signature: _____________________________________    Date: _______________________ 

Witness Signature: (Staff only) _________________________________________ 
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