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AUTHORIZATION FOR RELEASE OF MENTAL HEALTH 
AND/OR ALCOHOL AND DRUG ABUSE INFORMATION 

 
Name of Patient:  DOB:   

 
Address:   

 
1 (We) hereby authorize Associates in Mental Health, SC (AiMH)  

 900 Main Street, Suite 580 Ph:  309-637-4266 
 Peoria, Illinois 61602 Fax: 309-637-9836 

 
Matthew M. Preston, M.D.  Baljit Singh, M.D.  Hannah E. Morrissey, D.O. Ghassan Bitar, M.D. 

 
Christopher Holly, LCSW Edna Ng, LCSW, SAP Kendrick Bailey, LCPC Frandy Raso, LCSW Caleb Friedrich, LCSW   Cristy Tomaszewski, LCSW 

 
To Release Exchange Receive records or information as requested below: 

 
Agency/Person to release/receive:   

Address:   
 

 Ph:  Fax:   
 

Specific Nature of Information to be disclosed – Please initial or place check mark by each requested item: 

Initial Psychiatric History/Evaluation Progress Notes 
  

Psychological Reports/Evaluations Complete Medical Record 
Lab/X-ray//Test Results Financial Information 
Consultations Contact/Discuss Treatment and Progress 
Other  All Information 

For the purpose of: (Please check all that apply) 
 

Continuing (mental health/alcohol or drug abuse) treatment, care and continuity of care 
 

Therapist transition Billing and payment related matters 
Other  Legal 

This consent is valid for one year from date signed (unless otherwise specified). Other Date:   
 

I understand that I may revoke this authorization by notifying AiMH at 900 Main St, Suite 580, Peoria, IL 61602 in writing of my desire to revoke 
release prior to its expiration except to the extent that action has already been taken by AiMH in reliance on the consent. 

 
I understand that AiMH may not condition treatment or quality of care upon completion of this form. I understand authorizing the disclosure of this 
health information is voluntary. I can refuse to sign this authorization which will prevent disclosure of information. 

 
I understand that AiMH may, directly or indirectly, receive remuneration from another party in connection with the use or release of disclosed 
information. I understand that I also will be charged for review and copying of records. 

I understand that the information disclosed may be subject to re-disclosure by the person(s) receiving it and will no longer be protected by the federal 
privacy regulations. 

I have read and understand the terms of this authorization and release and have had an opportunity to ask questions about the use and disclosure of 
my mental health information. By signature, I knowingly and voluntarily authorize AiMH to use or disclose my health information in the manner 
described above. 

 
 

 /     /   
Patient Signature  Date   Witness  Date 

 
 /    /   
Parent/Legal Guardian Signature  Date  Witness  Date 

NOTICE TO PATIENT AND RECEIVING AGENCY: 
Under the provisions of the Mental Health and Developmental Disabilities Confidentiality Act and applicable Federal and State Alcohol and 
Substance Abuse Confidentiality Acts, there may not be disclosure of any of the information provided pursuant to this release unless the patient 
and/or parent of the patient specifically authorizes such disclosure. 
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Associates in Mental Health, S.C. 

Established 1981 
 

Baljit Singh, MD                         Christopher P. Holly, MSW, LCSW     Frandy S. Raso, LCSW     
Matthew M. Preston, MD                Edna Ng, LCSW, SAP, PCGC            Caleb H. Friedrich, LCSW             
Hannah E. Morrissey, DO               Kendrick J. Bailey, LCPC                Cristy l. Tomaszewski LCSW                                                               
Ghassan Bitar, MD                            
 
 

900 Main Street, Suite 580 * Peoria, IL 61602 

Ph: (309) 637-4266 * Fax: (309) 637-9836 * www.aimh.com 
 

AUTHORIZATION FOR APPOINTMENT REMINDER SERVICE 
  

Name of Patient ________________________________________DOB____________ 
 
Address_______________________________________________________________ 
 
I hereby authorize Associates in Mental Health to contact the below selected in order to remind 
me of upcoming appointments.  
 
PLEASE CHECK: 

 
                                       Telephone: _________________________ 

 
                                       Text: ______________________________ 

 
                                       Email: _____________________________ 

    
                                       I elect not to receive an appointment reminder   
 
 
If the above number/address changes, I understand that it is my responsibility to contact 
Associates in Mental Health and change my information so it does not get delivered to an 
unauthorized party.  
 
Associates in Mental Health schedules appointments by a block of time for each patient.  If you 
are unable to attend your scheduled appointment, we reserve the right to charge the full 
office fee for any late notice cancellations or missed appointments.  Your insurance will 
generally not cover this charge.  If you have any questions regarding this policy, please discuss 
them with your clinician. 
 
I understand that only information regarding my future appointments will be delivered, and that 
my information will not be given to any third party. 
 
____________________________/_______     ________________________/_________ 
Patient/Legal Guardian Signature      Date          Witness Signature                       Date 
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TREATMENT 

PAYMENT POLICIES 

ASSIGNMENT OF BENEFITS 

Associates in Mental Health Consent for Treatment & Financial Policy 

 

You and your clinician will work together to identify goals and options. The length of time in treatment will vary according 
to individual needs and will be discussed throughout the course of your care. You are encouraged to talk as openly as 
possible about the problems you are experiencing so that your clinician can better assist you in treatment planning. Your 
clinician will inform you about treatment options and will include potential benefits and risks associated with those 
options. You do have the right to refuse treatment. As mental health treatment is an inexact science, no guarantee can be 
made as to the success of such treatment. 

 

We accept cash, personal checks, debit cards, MasterCard, Visa, American Express and Discover. Payment of copays and 
deductibles are due at the time of service. 

 
Associates in Mental Health schedules appointments by a block of time for each patient. If you are unable to attend your 
scheduled appointment, we reserve the right to charge the full office fee for any late notice cancellations or missed 
appointments. Your insurance will not cover this charge. If you have any questions regarding this policy, please discuss 
them with your clinician. 

 
As insurance is a contract between you and your insurance carrier, you are responsible for payment of all charges. You must 
provide proof of insurance at the time of your initial visit and are responsible for providing this office with changes in 
insurance coverage. Failure to do so may result in denial of your claim. As a matter of courtesy to our patients, we will submit 
charges to your insurance company. Any amount that your insurance company will not be paying such as co-pay or deductible 
is due from you at the time service is rendered. If your insurance company has not paid within sixty days or denied coverage, 
the balance will be billed to you for immediate payment. If you do not have insurance, payment in full is required at the 
time of service. If there are any problems with meeting your financial obligations, please speak with your clinician. 

Some managed care companies require the patient to get PRIOR approval and an authorization for their visit. If you fail to get 
necessary prior approval for your visit, payment in full is required at the time of service. 

If a patient’s bill remains unpaid, Associates in Mental Health reserves the right to terminate care and provide your name, 
basic identifying information and the amount of the unpaid balance to collection services or an attorney. 

 
 

Insurance Authorization/Release: By signature below, I hereby authorize Associates in Mental Health to release any and all 
information necessary concerning my diagnosis and treatment for the purpose of securing payment from my insurance 
company; and thereby authorize payment of the insurance benefits directly to Associates in Mental Health for any and all 
services rendered. 

Medicare Authorization/Release: By signature below, I request that payment of authorized Medicare benefits by made on my 
behalf to Associates in Mental Health for any and all services rendered to me by their providers. I hereby authorize any holder 
of medical information about me to release to the Centers for Medicare and Medicaid Services and its agents any information 
needed to determine these benefits or the benefits payable for related services. 

 
My signature below indicates that I have read and understand the foregoing information relative to my responsibility for the 
services provided as well as authorizing the release of medical information as required to process claims and benefits to which I 
am entitled. 

 
Patient Signature:   Date:   

Patient Name Printed:   DOB:   

On behalf of a minor child or guardian: 
Responsible Party:   Date:   
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