


TERMS FOR PRIVATE TREATMENT, CONSENT & FINANCIAL AGREEMENT


1. PERSONAL DETAILS

	Title (Mr, Mrs, Miss):
	     

	Full Name:
	     

	Date of Birth:
	

	Full Address:
	

	
	May we send you post regarding:
Appointments:				Yes ☐		No ☐
Progress reports:			Yes ☐		No ☐

	Contact Details 

	Home:

	Number:       

	
	Are we able to leave a discreet message on this number?
	Yes ☐  No ☐ 

	Mobile:
	Number: 

	
	Are we able to leave a discreet message on this number?
	Yes ☐  No ☐

	
	Do you accept text messages from time to time regarding appointments?
	Yes ☐  No ☐

	
	Are we able to leave a discreet message on this number?
	Yes ☐  No☐ 

	Email:
	Email:      

	
	Are we able to email you information or updates about your appointments and/or progress reports?
	Yes☐  No ☐

	GP Name:
	

	GP Surgery Address:
This must be completed for treatment to proceed
	

	GP Phone Number: 
	      

	Next of Kin Name: 
This must be completed for treatment to proceed

	     

	Relationship to Patient:
	

	Next of Kin Address:
	   



 


	Next of Kin Contact Number:
	






	[bookmark: _Hlk95834935]Treatment Preferences 

	Please confirm preferences for your appointment.

	Remote ☐
	Face To Face ☐
	First Available ☐



2. CONSENT – You must complete all sections

Treatment – Your doctor will explain to you the nature and purpose of the treatment they propose and the benefits and side effects that you might experience. Your doctor may recommend changes to this plan as your treatment progresses and will always keep you informed of the intentions and side effects of any new or changed treatment.

Information Sharing - During the course of your treatment we want to make sure that we fulfil all your expectations for confidentiality. We take confidentiality and data protection extremely seriously and we will always keep your information securely and only use it for the purposes of your treatment.  During your treatment, we may need to share information about you with other people and we may need to ask others to share information about you with us. We would therefore like to know who we are able to contact with information about you and who we can ask to share information about you. For young people under 18 years of age, we will always share information with your GP as standard; therefore, exception of communication with GP below does not apply to you

	We will share information with your GP about your condition and medication unless you tick this box. 
	  ☐

	Would you like progress reports to be sent to you? [please tick]
	  ☐




Who can be contacted in an emergency? Please state clearly the person’s name, contact telephone number and their relationship to you. Must be living in the UK

	  




I consent to the following relatives/friends/professionals being given information about my treatment. Please state clearly relationship of the persons named to you. If none, please state ‘none’.

	



I understand that a multi-disciplinary team of health professionals may be involved in my care, who will share relevant information about my condition and treatment.

I also understand that clinical details and treatment progress reports may be shared with my Private Medical Insurer or Treatment Funder to secure treatment funding. I accept that if my referral is managed by the Priory Corporate Clients team, clinical details and treatment progress reports may be shared by them with my treatment funder or Private Medical Insurance.

I give permission for clinical documentation and the opinion survey to be used for purposes of clinical/quality audit and I understand that this is carried out anonymously; it may be used by insurance companies and healthcare regulators as part of their regular audit of Priory’s care.
(Person with parental responsibility to sign if patient under the age of 18, or patient if assessed to be Gillick competent)
	Signature
	

	Name in BLOCK CAPITALS
	      

	Date
	     

	Name of patient if under 18
	     



3. PAYMENT

Funding must be in place prior to commencement of your treatment. 

Please complete the relevant funding section.

☐ Self-Funding – If you are paying for treatment yourself, the simplest way for payment to be processed is via the link enclosed with your invoice email. 

Payment for sessions will be due prior to the commencement of each session. 

☐ Private Medical Insurance – If your treatment is funded by private medical insurance (PMI) please complete the following details to enable us to invoice your Private Medical Insurer directly:

Insurance Company Details
	Name of Insurer:
	     

	Name of Policy Holder:
	

	Policy/Membership Number:
	     


	Registration/Group Number:
	     

	Authorisation Number:
	     

	Excess Payment Value:
	£      consultations covered in full


[bookmark: _Hlk95834861]
You are responsible for ensuring your treatment is pre-authorised by your Insurer and that your Insurer will cover the agreed type and number of treatment sessions. You shall be liable for all costs associated with treatment that have not been authorised by your Insurer (or which fall outside of the scope of your policy), including taking more than the authorised number of sessions.

These fees may include cost sharing with your Private Medical Insurer, patient liability, exceeding your policy limit, or insurance excess. Your Private Medical Insurer can confirm if an excess payment is required to fund treatment as per the terms of your Private Medical Insurance Plan. 

Consent to treatment and an undertaking to pay must be given before an outpatient appointment can take place. Charges payable can be provided on request.

DECLARATION: I hereby request and consent to private mental health treatment. I understand this is not an NHS or free service and I agree to pay the professional fees for this treatment. All applicable fees are to be settled in full at the time of my appointment.

It is my responsibility to pay the fees. However, the necessary information will be provided to my Private Medical Insurer from details provided where applicable. I understand in the event of non-payment from my Private Medical Insurer, I will undertake to settle the outstanding balance, including any excess required.

[bookmark: _Hlk95834830]CANCELLATION FEES: Please note that should you cancel within 48 hours of your appointment, you may incur cancellation fees. This fee will also apply if you fail to attend your appointment without contacting my secretary. On both accounts this may then result in the full fee being charged. These cancellation fees apply to all verbal/written appointments that have been arranged.

(Person with parental responsibility to sign for patient under the age of 18)

[bookmark: _Hlk95834889]Tick if signed electronically ☐ 

	Signature
	

	Name in BLOCK CAPITALS
	     

	Date
	     

	Name of patient if under 18
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