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Initial Evaluation  

New clients and those who have not had an appointment in the past year will be scheduled for this type of 
appointment, which typically lasts 60-90 minutes. This assessment is quite detailed and is intended to 
clarify the onset and nature of the current problem as well as identify all relevant physical, situational, 
social, and psychological factors that may be affecting it.  

My charge for this initial evaluation is $285-$350. Following this evaluation, you and I will work together 
to set treatment goals and formulate a plan to help you reach those goals. This plan may include 
medications, behavioral strategies, talk therapy, and/or referral to other specialists. Sometimes, we are 
able to do this during the initial appointment time; if not, we will do this at your next appointment.  

It is very important to be prepared for this appointment. Once your appointment has been scheduled, you 
will receive an invitation to the OnPatient secure portal. Please log in and complete the required tasks at 
least 48 hours prior to your appointment. Doing this ahead of time gives you time to consider your 
symptoms, collect information about your family medical history, familiarize yourself with my policies, 
and is a sign that you are committing to treatment. You will then be directed to complete intake 
paperwork (at www.spectrapsych.com) and to bring a copy with you to your appointment.  

Follow-Up Assessments  

These appointments are extremely important. At each appointment, we will check progress toward your 
treatment goals, evaluate medication responses, review teaching points and coping skills, discuss any new 
questions or concerns, and revise our goals and treatment plan as necessary. These appointments are 
generally 20-30 minutes long but can be as long as 60 minutes if you are experiencing new or more severe 
symptoms, have many questions, or if counseling is provided. I do my best to give each client the time 
that they need, but if you think you may need more than 30 minutes, please call the office and ask for a 
longer appointment. Follow-up assessment charges are generally $100-250, based on appointment length, 
severity of symptoms, and the type of service provided. I follow guidelines set by the American Medical 
Association to select the appropriate billing code for each appointment.  

Prescriptions  

Prescriptions will be written with enough refills to last until your next appointment. I strongly 
recommend scheduling your next appointment at the end of each session, so that we can be sure you are 
able to come in before you run out of medication. My strict policies in this area primarily reflect my 
concern for my clients' well-being; self-assessment of psychiatric symptoms can be difficult and requires 
quite a bit of practice and feedback, especially early in treatment. I reserve the right to refuse to refill a 
medication due to non-compliance, missed appointments, and/or if I believe doing so would be detrimental 
to your health/safety. 

If it is absolutely not possible to come in prior to running out of medications, you will need to contact the 
office to schedule an appointment prior to any refills being approved.  No refills will be approved if a 
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follow-up appointment is not scheduled or if a patient has not been seen within the past 90 
days. Please do not use email or voicemail to request refills. Please note that these requests may incur a 
$25 fee and may take up to 3 business days in order to approve the request. 

I cannot authorize early refills for controlled substances, such as stimulant medications. 
Please keep any paper Rx and medications in a safe, secure location because I cannot replace 

lost, damaged, or stolen prescriptions.  

** Medications such as benzodiazepines and stimulants are tightly regulated by the DEA. These 
medications can be extremely useful but require more monitoring and must be part of a comprehensive 

treatment plan. If you cannot or do not adhere to the agreed upon treatment plan, I can continue to work 
with you but will not be able to prescribe further controlled substances. Patients being managed on these 

medications will be required to sign the controlled substance agreement. ** 

Cancellations & Late Arrivals 

My goal is to help as many people as possible find relief from symptoms and improve their functioning; to 
do that, I must be efficient with my time and minimize unplanned downtime. Cancellations must be made 
48 hours in advance, not including weekends; for example, a 9am Monday appointment must be cancelled 
before Thursday at 9am. Except in emergencies, there will be a fee for appointments missed or cancelled 
without 48 hours’ notice having been provided. The fee for a missed intake appointment is $300. For 
missed or late cancellation of follow-up appointments, the fee is $75 for the first incident, $100 for the 
second, and $125 for the third; concerns beyond the third fee may lead to referral to other providers. 
Please note that insurance companies will not reimburse for missed appointment fees and you will be 
responsible for payment. More than three missed appointments in a year may result in a referral to an 
alternate provider.  Please note that if you arrive to your intake appointment and have not completed the 
intake information (via OnPortal), you will need to be rescheduled and will be subject to the above fees; if 
you do not have access to a computer or need assistance, it is recommended that you arrive at least 30 
minutes early to complete this information. 

If you arrive late to your appointment, we will utilize what remaining time we have during your 
scheduled appointment window only.  If less than 60 minutes remain in an intake (first) appointment or 
less than 15 minutes remain in a follow-up appointment, this will count as a “missed appointment” and 

the above fees will apply. 

Phone & Email Communications  

Phone and electronic messaging cannot replace face-to-face interaction. In certain situations, they can be 
useful for quick questions. I cannot recommend major medication changes outside of an appointment.  

Questions about your symptoms or treatments should be sent through the OnPatient patient portal only. 
Messages sent through the portal are secure and become a part of your medical record. Please notify the 
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office if you have any difficulties with accessing the portal.  Scheduling concerns should be handled via 
phone only. 

Email and messages will be checked at least once daily and office staff will check voicemail daily, M-F. I 
will do my best to respond within three business days, but urgent messages should be directed to the 
office during normal business hours. Phone and email communications requiring more than 15 minutes 
total will incur a $25 charge that is generally not reimbursed by insurance companies.  

Completion of Forms & Letters  

When possible, forms and other requested documentation will be completed during the appointment. In 
the event that this must be done outside of appointment time due to scheduling or extensive 
documentation requirements, a fee will be charged. That fee, typically $25, is not generally reimbursed by 
insurance companies. Higher fees may be assessed for lengthy and/or time-intensive forms.  I do not write 
emotional support animal (ESA) letters for patients. 

Release of Records  

Because of the highly sensitive information included in psychiatric chart notes, I release notes in certain 
circumstances and following a specific procedure. By asking me to bill your insurance provider, you are 
providing consent for me to release your records to your health insurance company. They will typically 
only want information about your appointment, such as date of appointment and diagnosis and billing 
codes, but they have the right to request full records.  

Federal privacy laws allow me to communicate essential information with other members of your 
treatment team. I do this only when it is important to your health and safety and usually talk directly to 
other providers in a telephone consult or via faxed memos or treatment summaries. We can discuss any 
concerns about this at your appointment, but in the vast majority of situations, open lines of 
communication between healthcare providers improves patient outcomes.  

With your written and signed permission, I will provide copies of my notes to other providers free of 
charge as a professional courtesy. Records will only be released directly to you after we have reviewed 
them together in my office. There is a $75 fee for this 30-60 minute appointment that is not typically 
reimbursed by insurance companies. In certain situations, I am legally permitted to refuse to release 
some or all mental health records directly to you.  

Legal Services  

I do not provide court evaluations or court testimony and I do not specialize in forensic psychiatry. 
Forensic (court) work and forensic psychiatry is a specialty that I am not trained in, but I am happy to 
refer you to someone who does this type of therapy. If I am ordered to testify in proceedings, it seriously 
undermines the therapeutic practitioner-patient relationship, is very disruptive to the office routine, and 
is unfair to other patients. Please inform me immediately if you are involved in or plan to go to court. I 
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accept clients only with the specific agreement that that they will not involve Lee Moore, PMHNP-BC or 
Spectrum Behavioral Health in any legal matters, including but not limited to child custody, worker’s 
compensation claims, and criminal cases. I do not provide legal opinions, do forensic evaluations, or 
testify for disability or child custody cases. 

Payment  

I will directly submit claims for patients who have Premera/Lifewise, Regence, HMA, First Choice 
Insurance, and Kaiser Permanente (PPO only) plans that I am in-network with. 

Please note that a few local employers (Swedish Medical System) as well as some out-of-state Blue 
Cross/Blue Shield plans contract with third parties for mental health benefits. This information may not 
be on your card. Please call your insurance company to verify that I am contracted to provide mental 
health services for you.  

If you are covered under two insurance policies, it is your responsibility to confirm which policy is primary 
and which is secondary. Errors on this can be an accounting nightmare for all involved.  

We will do our best to help you understand the details of your policy, but ultimately, you are financially 
responsible for services provided to you.  

When you call your insurance company, you will need to provide them with my full name and, potentially, 
my NPI # (1326432287). 

Any outstanding fees for late cancellations or prescriptions must be paid prior to scheduling or re-
scheduling an appointment. Out-of-pocket expenses such as co-pays, co-insurance, deductibles, and any 
payment for out-of-network services are due at time of appointment; should any charges remain unpaid 
10 days following notice (generally via your OnPatient account or USPS mail), the credit/debit card on file 
will be charged in the amount of the outstanding balance. Accounts with unpaid balances over 60 days 
past the date of service will be given to an outside collection agency to bill and collect. An additional fee 
will be added to cover the expenses involved to do so. Your insurance will not pay for these additional 
charges. 

Please discuss any concerns you may have about any policy or fee during your appointment.  I 
reserve the right to update policies as-needed; the most up-to-date policies will always be 

uploaded to www.spectrapsych.com.  

Printed Name: ________________________________________   Date: _________________ 

 
Signature: ____________________________________________  
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Medication Consent 

1. I agree to take any prescribed medication only after I have had the opportunity to discuss 

with my provider the potential risks, benefits, and alternatives to each medication, and 

have received reasonable answers to my questions. �  

2. I understand that medications/supplements will be selected that have helped treat similar 

symptoms in others, but this is not a guarantee that they will be effective for me. I will 

notify my provider about any side effects or problems with any prescribed medications or 

supplements. �  

3. I understand that I have the right to withdraw my consent and stop taking the 

medication(s). If I decide to discontinue the medication(s), I will tell my provider 

immediately, as some medications should not be discontinued without first reducing the 

dose. �  

4. I understand that my provider has the right to discontinue any medication if there is 

concern that I am not taking them as prescribed or if they are not contributing to my long- 

term wellbeing. �  

5. It is my responsibility to notify my provider of any other medications or supplements that 

I take, as well as of any drug or alcohol use, as some may not be safe when used together.  

6. I understand that my provider may further verify my medication history by contacting my 

pharmacy, other providers, or prescription records maintained by my insurance company 

or the state of Washington. �  

7. Females: It is my responsibility to notify my provider if I have any reason to suspect that I 

am pregnant, or if I am breastfeeding, or planning to become pregnant. �  

 

Printed Name ___________________________________ Date _____/_____/_______  

Patient Signature ________________________________________  
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Financial Agreement Addendum 

Please read carefully, initial next to each section, and sign and date this form. 

Authorization to Bill Insurance  

I authorize Lee Moore, ARNP, PLLC dba Spectra Integrative Psychiatry to submit claims to my insurance 
company. These claims will include my diagnosis, date of service, appointment type. My insurance 
company may request my records to verify that my provider has selected the correct billing code or 
confirm medical necessity of the treatment I am receiving. ________ Initial  

Provision of Insurance Information  

I understand that it is my responsibility to promptly notify my provider of any changes to my insurance 
coverage, including any secondary policy I may have. It is also my responsibility to call my insurance 
company to verify that my provider is in network, and that my mental health benefits are through 
that insurance company, rather than being carved out to another company. I understand that failure 
to do any of the above may result in denied claims and that I will be financially responsible for payment 
for services rendered. ________ Initial  

Insurance Nonpayment  

I understand that my provider and office personnel will make every effort to obtain payment for in-
network claims directly from the insurance company, but if no resolution is reached within 90 days of first 
claim submission, the outstanding balance will be payable by me. I will be provided with documentation 
of services and payment rendered and any available information about the claim denial, including ERA 
information, and reference numbers for calls made by my provider’s office personnel in efforts to collect 
payment from my insurance company. ________ Initial  

Out of Network Claims  

I understand that my provider will most likely not be able to submit claims to insurance companies that 
they are not in network with. Payment is due at time of service. In the event that out of network status is 
discovered after the service has been rendered, payment is due as soon as this is discovered. A superbill 
and proof of payment can be provided for me to submit for any out of network benefits I may have. 
________ Initial  

Signature __________________________________________________ Date _____________  

Patient Name _________________________________ Responsible Party__________________________  

For the purpose of this document “provider” shall also include provider’s office personnel. 
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Notice of Privacy Practices
THIS NOTICE DESCRIBES HOW YOUR MEDICAL INFORMATION MAY BE USED AND 

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE 
REVIEW IT CAREFULLY. 

I. OUR RESPONSIBILITIES: 
We reserve the right to change this Notice of Privacy Practices and to make any new Notice of 
Privacy Practices effective for all protected health information that we maintain. Any new Notice of 
Privacy Practices adopted will be posted at our website and can be made available at your next 
appointment. 

II. WHAT IS “PROTECTED HEALTH INFORMATION” (PHI)?  
Protected health information (“PHI”) is demographic and individually identifiable health information 
that will or may identify the patient and relates to the patient's past, present or future physical or 
mental health or condition and related health care services. 

USES AND DISCLOSURES OF INFORMATION 
Under federal law, we are permitted to use and disclose personal health 
information without authorization for treatment, payment and health care operations. 

III. WHAT DOES “HEALTH CARE OPERATIONS” INCLUDE?  
Health care operations include activities such as communications among health care providers, 
conducting quality assessment and improvement activities; evaluating the qualifications, 
competence, and performance of health care professionals; training future health care 
professionals; other related services that may be a benefit to you such as case management and 
care coordination; contracting with insurance companies: conducting medical review and auditing 
services; compiling and analyzing information in anticipation of or for use in legal proceedings; and 
general administrative and business functions. 

IV. HOW IS MEDICAL INFORMATION USED?  
We use medical records as a way of recording health information, planning care and treatment 
and as a tool for routine health care operations. Your insurance company may request information 
such as procedure and diagnosis information that we are required to submit in order to bill for 
treatment we provide to the patient. Other health care providers or health plans reviewing your 
records must follow the same confidentiality laws and rules required of us. 
Patient records are also a valuable tool used by researchers in finding the best possible treatment 
for diseases and medical conditions. All researchers must follow the same rules and laws that 
other health care providers are required to follow to ensure the privacy of patient information. 
Information that may identify patients will not be released for research purposes to anyone without 
written authorization from the patient or the patient's parent or legal guardian. 

V. HOW MEDICAL INFORMATION MAY BE USED FOR TREATMENT, PAYMENT OR 
HEALTHCARE OPERATIONS  

Page �  of �1 4
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· Medical information may be used to justify needed patient care services, (i.e., lab tests, 
prescriptions, treatment protocols, research inclusion criteria). 

·  We will use medical information to establish a treatment plan. 
·  We may disclose protected health information to another provider for treatment (i.e. 
referring physicians, specialists and providers, therapists, etc.) 

· We may submit claims to your insurance company containing medical information and we may 
contact their utilization review department to receive pre-certification (prior approval for treatment). 
We will submit only the minimum amount of information necessary for this purpose. 
· We may use the emergency contact information you provided to contact you if the address of 
record is no longer accurate. 
· We may contact you to remind you of your appointment by calling you or mailing a postcard. 
· We may contact you to discuss treatment alternatives or other health related benefits that may 
be of interest. 

VI. WHY DO I HAVE TO SIGN A CONSENT FORM?  
When you, as the patient or guardian of a patient, sign a consent form, you are giving us 
permission to use and disclose protected health information for the purposes of treatment, 
payment and health care operations. This permission does not include psychotherapy notes, 
psychosocial information, alcoholism and drug abuse treatment records and other privileged 
categories of information which require a separate authorization. You will need to sign a separate 
authorization to have protected health information released for any reason other than treatment, 
payment or healthcare operations. 

VII. WHAT ARE PSYCHOTHERAPY NOTES?  
Psychotherapy notes are notes recorded (in any medium) by a mental health professional 
documenting or analyzing the contents of conversation during a private counseling session or a 
group, joint, or family counseling session that are separated from the rest of the patient’s medical 
record. Psychotherapy notes exclude medication prescription and monitoring, counseling session 
start and stop times, modalities and frequencies of treatment furnished, results of clinical tests, 
and any summary of the following items: diagnosis, functional status, the treatment plan, 
symptoms, prognosis, and progress to date. 

VIII. WHAT IS PSYCHOSOCIAL INFORMATION?  
Psychosocial information is information provided regarding your social history and counseling or 
psychiatric services you have received before treatment with me. 

IX. WHY DO I HAVE TO SIGN A SEPARATE AUTHORIZATION FORM?  
In order to release patient protected health information for any reason other than treatment, 
payment and health care operations, we must have an authorization signed by the patient or the 
parent or guardian of the patient that clearly explains how they wish the information to be used 
and disclosed. The following are some examples of releases of information that require a separate 
authorization: 

·  Psychosocial information 
·  Use of information in scientific and educational publications, presentations and materials. 
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X. CAN I CHANGE MY MIND AND REVOKE AN AUTHORIZATION?  
You may change your mind and revoke an authorization, except (1) to the extent that we 
have relied on the authorization up to that point, (2) the information is needed to maintain 
the integrity of the research study, or (3) if the authorization was obtained as a condition of 
obtaining insurance coverage. All requests to revoke an authorization should be in writing.  

XI. SHARING INFORMATION WITH BUSINESS ASSOCIATES 
There are some services provided through contracts with business associates. Examples 
include billing services and transcription services. When these services are contracted, we 
may disclose your health information to the business associate so that they can perform the 
job we have contracted them to do.  

XII. WHEN IS MY AUTHORIZATION / CONSENT NOT REQUIRED?  
The law requires that some information may be disclosed without your authorization in the 
following circumstances:  
· In case of an emergency 
·  When there are communication or language barriers 
·  When required by law 
·  When there are risks to public health 
·  To conduct health oversight activities  
·  To report suspected child abuse or neglect or abuse/neglect to disabled persons 
·  To specified government regulatory agencies 
·  In connection with judicial or administrative proceedings 
·  For law enforcement purposes 
·  To coroners, funeral directors, and for organ donation 
·  In the event of a serious threat to health or safety 

XIII. YOUR PRIVACY RIGHTS  
The following is a statement of your rights with respect to your protected health information and a 
brief description of how you may exercise these rights. 
1. You have the right to inspect and copy your health information. 
This means you may inspect and obtain a copy of your PHI that is contained in a “designated 
record set” for so long as we maintain the PHI. A designated record set contains medical and 
billing records and any other records that we use in making decisions about your healthcare. You 
may not however, inspect or copy the following records: psychotherapy notes; information 
compiled in reasonable anticipation of, or use in, a civil, criminal or administrative action or 
proceeding, and certain PHI that is subject to laws that prohibit access to that PHI. Depending on 
the circumstances, a decision to deny access may be reviewable. In some circumstances, you 
may have the right to have this decision reviewed. Please contact our Privacy Officer if you have 
questions about access to your medical record. 
2. You have the right to request a restriction of your health information. 
This means you may ask us to restrict or limit the medical information we use or disclose for the 
purposes of treatment, payment or healthcare operations. We are not required to agree to a 
restriction that you may request. We will notify you if we deny your request. If we do agree to the 
requested restriction, we may not use or disclose your PHI in violation of that restriction unless it is 
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needed to provide emergency treatment. You may request a restriction by contacting our Privacy 
Officer. 
3. Your have the right to request to receive confidential communications by alternative means or at 
alternative locations. 
We will accommodate reasonable requests. We may also condition this accommodation by asking 
you for an alternative address or other method of contact. We will not request an explanation from 
you as the basis for the request. Requests must be made in writing to our Privacy Officer. 
4. You have the right to request amendments to your health information. 
This means you may request an amendment of PHI about you in a designated record set for as 
long as we maintain this information. In certain cases, we may deny your request for an 
amendment. If we deny your request, you have the right to file a statement of disagreement with 
our Privacy Office and we may prepare a rebuttal to your statement and will provide you with a 
copy of this rebuttal. If you wish to amend your PHI, please contact our Privacy Officer. Requests 
for amendment must be in writing. 
5. You have the right to receive an accounting of disclosures of your health information. 
You have the right to request an accounting of certain disclosures of your PHI. This right applies to 
disclosures for purposes other than treatment, payment or healthcare operations as described in 
this Privacy Notice. We are also not required to account for disclosures that you requested, 
disclosures that you agreed to by signing an authorization form, to family or friends involved in 
your care, or certain other disclosures we are permitted to make without your authorization. The 
request for an accounting must be made in writing to our Privacy Officer. The request should 
specify the time period sought for the accounting. Accounting requests may not be made for 
periods of time in excess of six years. 
6. You have the right to receive a paper copy of this Notice of Privacy Practices. 

XIV. WHAT IF I HAVE A QUESTION / COMPLAINT?  
If you have questions regarding your privacy rights, please contact your clinician. If you believe 
your privacy rights have been violated, you may file a complaint by contacting our office, or with 
the Secretary of the Department of Health and Human Services. You will not be penalized for filing 
a complaint. The address and contact information for the Secretary of the Department of Health 
and Human Services is:

 
        

Printed Name: ________________________________________________

Signature: _________________________________________________  Date: ______________ 
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Office of Civil Rights
U.S. Department of Health and Human 

Services 
Atlanta Federal Center  

Suite 3B70  
61 Forsyth St., S.W. 

Atlanta, GA 30303-8909  

Phone: (404) 562-7886 
Fax: (404) 562-7881
TDD: (404) 331-2867
 
www.hhs.gov/ocr/hipaa 
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Sound Mind Psychiatric Associates 
4205 148th Ave NE, Suite 103 

Bellevue WA 98007 
Phone: (425)-968-5948   -   Fax: (425)-658-3392 

Understanding Your Provider’s Role at Sound Mind Psychiatry 

Sound Mind Psychiatry is not a traditional group practice. The providers here are passionate about 
delivering excellent care, but they are not business partners or employees of the practice. Each one 
is a fully independent practitioner, running an individual private practice business, in a shared space. 

It’s important for you to know that “Sound Mind Psychiatry” or “Sound Mind Psychiatric Associates”   
is simply a name for the space that we share. Having a name makes it simpler for our office worker to 
answer the phone, for the mailman to know that mail is in the right spot, and facilitates individual 
marketing efforts. Each practitioner pays rent to a small administrative company. This company 
manages the payment of rent, utility bills, and payroll for office assistants. It does not dictate, restrict, 
or in any way govern the practice of the individual practitioners who see patients in this space. 

Your provider has full authority to determine what services they provide, to whom, and the manner in 
which services are provided. This means that they are fully free to use their individual talents, 
experience, and interests however they feel will best serve their patients. This also means that they 
are fully accountable for maintaining their licensure, certifications, malpractice insurance, and for their 
own clinical decision-making. At no time will “Sound Mind Psychiatry,” or any of the practitioners 
renting space influence or be held liable for another practitioner’s actions. 

Each provider is responsible for maintaining his or her own patient medical records, and for 
determining how and when those records will be released. As such, requests for “Sound Mind 
Psychiatry” to release medical records cannot be honored. Providers at Sound Mind Psychiatry have 
a shared scheduling/medical record system, but HIPAA regulations prohibit providers from accessing 
the chart notes of patients not under their care. 

While Sound Mind Psychiatry office staff assists providers in the collection of balances due, all 
payments are given to the provider who rendered the service. Please make any checks out to your 
specific provider. 

Please direct any concerns about this notice or about your care to your specific provider. 

I have read and agreed to the form “Your Provider’s Role”

Printed Name: ________________________________________ Date: _____________________

Signature: ____________________________________________
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Credit Card on File Policy 
 

Revised 7/16/2019 

Billing Card on File Policy 
 

At Spectra Integrative Psychiatry, we require keeping your credit, debit, or HSA/FSA card on file as a 
convenient method of payment for the portion of services that your insurance does not cover, but for 
which you are liable. Without this authorization, a billing fee of $5.00 will be added to your account 
for any balances that we must attempt to collect through mailing monthly statements. Furthermore, 
an outstanding balance charge of 1.5% of the total bill will be charged for each month that the bill 
remains unpaid. 
 

Your card information is kept confidential and secure and payments to your card are processed only 
after the claim has been filed and processed by your insurer and the insurance portion of the claim 
has paid and posted to your account.  Note that an HSA/FSA card cannot be the sole card on file. 
 

I authorize Spectra Integrative Psychiatry to charge the portion of my bill that is my financial 

responsibility to the following credit, debit, or HSA/FSA card:  
 

                

Last 4 # of Card Number * - _____________   Exp. Date _____ / _____ / _____  HSA/FSA card?  Y  /  N    
 

Cardholder Name ____________________________________________________________________ 
 

Signature __________________________________________________________________________ 
 

Billing Address ______________________________________________________________________ 
 

     City ________________________ State _______________ Zip ___________________ 
 

 
I (we), the undersigned, authorize and request Spectra Integrative Psychiatry to charge my card, 
indicated above, for balances due for services rendered that my insurance company identifies as my 
financial responsibility. The authorization relates to all payments not covered by my insurance 
company for services provided to me by Spectra Integrative Psychiatry. This authorization will remain 
in effect until I (we) cancel this authorization; to cancel, I (we) must give a 60-day notification to 
Spectra Integrative Psychiatry in writing and the account must be in good standing. 
 

Patient Name (print): ________________________________________________________ 
 

Responsible Party (if different from above): ______________________________________ 
 

Patient or Party Signature: ____________________________________________________ 
 

Date: _____ / _____ / _____ 

12


