
   

  

 

Welcome to NeuroPsych Center of Greater Cincinnati (NCGC).  We strive to 

provide you with the highest quality of care. Attached is a packet that you are 

to review and complete. We apologize for the amount of paperwork to be 

completed. The packet includes information we are required to provide you by 

State and Federal regulations, including HIPAA (The Health Insurance 

Portability and Accountability Act). Please review the information carefully. If 

you have any questions or concerns regarding the information contained in the 

packet, call 513-563-0488.  

Please note that the assessment typically takes approximately 3 hours to 

complete. 

We look forward to seeing you on ________________________ at 

__________________________. 

Our address is: 

4015 Executive Park Dr. Suite 320 

Cincinnati, OH 45241 

Office: (513)563-0488 

Fax: (513)563-0428 
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CONSENT TO TREAT 

Name:         DOB:       

I hereby certify that The NeuroPsych Center of Greater Cincinnati clinician providing services has informed me of 
their professional qualifications, certifications, and/or licensure; has provided both an explanation and a copy of 
client’s rights and responsibilities; and has informed me of their assessment, diagnosis, and treatment plan. By 
signing below, I agree to participate in the proposed treatment as recommended by the NCGC clinician and that 
information concerning my treatment may be shared with other NCGC clinicians should it be deemed useful to my 
treatment. 
Further, I understand that The NeuroPsych Center of Greater Cincinnati currently uses electronic medical records 
for provider-to-provider communication and storage of any and all medical information.  Electronic medical 
records allow access to electronic databases for additional information concerning both present and past 
medications and treatment. 
 
 
 
____________________________________________________________________________________________________________________________________ 
Patient/Guardian Signature        Date 

 

CONSENT TO RELEASE PATIENT INFORMATION TO PRIMARY CARE PHYSICIAN AND COORDINATE CARE 
(PLEASE CHECK A BOX BELOW) 

☐     I do not have a primary care provider. 

☐     I do not wish my primary care provider to be contacted at this time. 

☐     I authorize The NeuroPsych Center of Greater Cincinnati to contact my primary care physician: 

Physician Name:  

Phone Number:  

Street Address:  

City, State and Zip:  

To provide information regarding my treatment, diagnosis, behavioral, mental and emotional functioning, and 
behavioral health status. 

 
 
____________________________________________________________________________________________________________________________________ 
Patient/Guardian Signature        Date 
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PATIENT REGISTRATION 
Patient Name:       Date:        

Address:              

City:      ___   State:  _________ __               Zip:  __________________________ 

Primary # to leave a message:       __________   

Home #:       Cell #:        Work #:     

Birthdate:     ☐ M or ☐ F     Social Security #:      

Marital Status:  ☐ Single          ☐ Married          ☐ Separated          ☐ Divorced          ☐ Widowed 

Email Address (if available):            

Employer Name:             

Primary Care Physician:  _______  ___________            Phone #:  ________________________________ 

Primary Care Physician Address:         ________ 

Pharmacy Name:       Phone #:   _________________ 

Pharmacy Address:           ________ 

Insurance Information 

Primary Ins. Name:         Secondary Ins. Name:      

ID#:           ID#:         

Policyholder Information  ☐ Information same as patient 

Primary Policyholder      Secondary Policyholder 

Name:     ___________              Name:        

Address:                  Address:       

City:      _________            City:        

Home #:                  Home #:        

DOB:  ___________ SS#:   __________________            DOB:   ___________ SS#:   ________   

Responsible Party ☐ Patient        ☐ Policy Holder        ☐ Other (provide info below) 

Are we able to contact this person regarding payment and billing information? ☐ Yes ☐ No 

Name:      ___   DOB: ________________   Relationship:     

Address:              

City: __     ________    State:   ________      Zip:  __________   

Home #:        Cell #:   _______ Work #:     

SSN:       

Emergency Contact 

Name:      _____________        Relationship:    ____________  

Primary contact# ______________________________________ Secondary contact # _______________________________ 
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Full Name: _________________________________________________________________________________ Maiden: _________________________ 

CURRENT LIVING SITUATION 

Current Resident (Home, Apartment, Asst. Living, Etc.): _________________________________________________________________ 

_________________________________________________________________________________________________________________________________ 

Describe Residence: __________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________________ 

Who lives with you? __________________________________________________________________________________________________________ 

Who Helps you? (List names and what they do for you, i.e. shopping, bathing, meal preparation, etc.) 

___________________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________________ 

How often do you see family and friends? _________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________ 

Who do you call in an emergency? _________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________ 

What is your main source of transportation? ______________________________________________________________________________ 

_________________________________________________________________________________________________________________________________ 

Who manages your money? ________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________ 

Are finances a major concern? If yes, why? _________________________________________________________________________________ 

How often do you see your doctor or access medical care? _______________________________________________________________ 

_________________________________________________________________________________________________________________________________ 
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When have you last seen a doctor or accessed medical care? ___________________________________________________________ 

_________________________________________________________________________________________________________________________________ 

Who did you see and for what reason did you see them? __________________________________________________________________ 

EARLY LIFE HISTORY 

Place of Birth: __________________________________________________________________________________________________________________ 

Father’s Name: __________________________________________  Occupation: ___________________________________________ 

If deceased, cause of death: _______________________________________________________________________________________________ 

Relationship with Father: _________________________________________________________________________________________________ 

Mother’s Name: __________________________________________  Occupation: ___________________________________________ 

If deceased, cause of death: _______________________________________________________________________________________________ 

Relationship with Mother: _________________________________________________________________________________________________ 

Siblings:  Name          Age 

  _______________________________________________________________________________  ____________________ 

  _______________________________________________________________________________  ____________________ 

  _______________________________________________________________________________  ____________________ 

  _______________________________________________________________________________  ____________________ 

General relationships with siblings: _______________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________ 

Describe early developmental history: ____________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________ 

EDUCATIONAL BACKGROUND 

Highest level of education achieved: ______________________________________________________________________________________ 

Grades (circle one):  Above average   Average  Below Average 

If dropped out, why? _______________________________________________________________________________________________________ 
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Vocational skills/training: _________________________________________________________________________________________________ 

EMPLOYMENT BACKGROUND 

Prior employers and positions: 

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________ 

If not employed (circle one):    Student           Homemaker         Disabled      Unemployed         Retired 

MILITARY HISTORY 

Dates of Service: ____________________________________ Highest Rank Achieved: _______________________________________ 

Type of Discharge: _____________________________________________ 

Any significant influence on current functioning: _________________________________________________________________________ 

MARITAL HISTORY 

How many times married: ___________________________________________________ 

Current Marital Status (circle one):      Married           Divorced              Separated           Never Married         Widowed 

Spouse’s Name: ____________________________________________ Age: ______________________ 

Number of years married: ________________________________ 

Describe the general quality of the relationship: 

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________ 

Children:  Name/Location       Age 

  _____________________________________________________________   ____________________ 

  _____________________________________________________________   ____________________ 

  _____________________________________________________________   ____________________ 

  _____________________________________________________________   ____________________ 

Describe the quality of the relationship: 

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________ 
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Number of Grandchildren: _________________________________ Number of Great Grandchildren: _______________________ 

RELIGIOUS BACKGROUND 

Religious Affiliation: ____________________________________________________________________________________________________________ 

Importance of Religion: ________________________________________________________________________________________________________ 

LEISURE ACTIVITIES/COMMUNITY INVOLVEMENT 

Hobbies/Leisure Activities: ____________________________________________________________________________________________________ 

HEALTH HISTORY 

Current Medical Problems: ____________________________________________________________________________________________________ 

Describe Symptoms: ____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________ 

How long have symptoms existed? ____________________________________________________________________________________________ 

Current Medications       Dose 

__________________________________________________________________________ _______________________________________ 

__________________________________________________________________________ _______________________________________ 

__________________________________________________________________________ _______________________________________ 

LEGAL HISTORY 

Describe: 

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________ 

Applying for disability? Yes___________ No_______________ If yes, please explain: 

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________ 
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NCGC Authorization to Release Reports from Geriatric Assessment 

Upon completion of the geriatric assessment, NCGC will release information only to parties designated by 

the patient. 

Please indicate below which parties NCGC should forward this information to: 

I would prefer this information be emailed to: ____________________________________________________________. 

or mailed to 

Patient or Family Member: 

Name: ______________________________________________________________ 

Address: ______________________________________________________________ 

City: ______________________________State: _______ Zip Code: ________________ 

Information to be released: 

• Completed assessment report 

• Verbal report of findings 

• Other______________________ 

Physician: 

1. Name: ______________________________________________________________ 

Address: ______________________________________________________________ 

City: ______________________________State: _______ Zip Code: ________________ 

Information to be released: 

• Completed assessment report 

• Verbal report of findings 

• Other______________________ 

I authorize NCGC to release the information I have designated to the above two parties. 

Signature of Patient: ________________________________________________ Date: _____________ 

Name of Patient: ______________________________ 

             FAXED: ______________ 

             MAILED: ____________ 
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NOTICE OF NCGC’S ADVANCE DIRECTIVES POLICY 

Dear Patient: 

Federal law requires that we ask if you have an advance directive and provide you with our Advance Directives policy. 

According to NCGC’s policy:  

1. You have the right to make decisions concerning your medical care. 
2. You have the right to accept or refuse medical or surgical treatment, including the right to formulate advance 

directives. 
3. You have the right to be given information concerning Advance Directives.  
4. Upon admission, you will be asked if you have an advance directive. 
5. It will be documented in your medical record whether you have an advance directive. 
6. If you have an Advance Directive, you should furnish a copy to NCGC, so it can be placed in and made a part of your 

medical record/chart, so Practice personnel are made aware of your medical treatment desires.  
7. If you have an Advance Directive, and it has been provided to NCGC, the Practice will endeavor to honor it unless you 

have provided the Practice with instructions otherwise.  
8. NCGC will not condition the provision of care or otherwise discriminate against you based on whether you have 

formulated an Advance Directive.  
 

PATIENTS’ LEGAL AND HUMAN RIGHTS 

• The right to be treated with consideration and respect for personal dignity, autonomy and privacy; 
• The right to reasonable protection from physical, sexual or emotional abuse, neglect, and inhumane treatment; 
• The right to receive services in the least restrictive, feasible environment; 
• The right to participate in any appropriate and available service that is consistent with an individual service plan 

(ISP), regardless of the refusal of any other service, unless that service is a necessity for clear treatment reasons and 
requires the person's participation; 

• The right to give informed consent to or to refuse any service, treatment or therapy, including medication absent an 
emergency; 

• The right to participate in the development, review and revision of one's own individualized treatment plan and 
receive a copy of it; 

• The right to freedom from unnecessary or excessive medication, and to be free from restraint or seclusion unless 
there is immediate risk of physical harm to self or others; 

• The right to be informed and the right to refuse any unusual or hazardous treatment procedures; 
• The right to be advised and the right to refuse observation by others and by techniques such as one-way vision 

mirrors, tape recorders, video recorders, television, movies, photographs or other audio and visual technology. This 
right does not prohibit an agency from using closed-circuit monitoring to observe seclusion rooms or common areas, 
which does not include bathrooms or sleeping areas; 

• The right to confidentiality of communications and personal identifying information within the limitations and 
requirements for disclosure of client information under state and federal laws and regulations; 

• The right to have access to one's own client record unless access to certain information is restricted for clear 
treatment reasons. If access is restricted, the treatment plan shall include the reason for the restriction, a goal to 
remove the restriction, and the treatment being offered to remove the restriction; 

• The right to be informed a reasonable amount of time in advance of the reason for terminating participation in a 
service, and to be provided a referral, unless the service is unavailable or not necessary; 

• The right to be informed of the reason for denial of a service; 
• The right not to be discriminated against for receiving services on the basis of race, ethnicity, age, color, religion, 

gender, national origin, sexual orientation, physical or mental handicap, developmental disability, genetic information, 
human immunodeficiency virus status, or in any manner prohibited by local, state or federal laws; 

• The right to know the cost of services; 
• The right to be verbally informed of all client rights, and to receive a written copy upon request; 
• The right to exercise one's own rights without reprisal, except that no right extends so far as to supersede health and 

safety considerations; 
• The right to file a grievance; 
• The right to have oral and written instructions concerning the procedure for filing a grievance, and to assistance in 

filing a grievance if requested; 
• The right to be informed of one's own condition; and, 
• The right to consult with an independent treatment specialist or legal counsel at one's own expense. 
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FINANCIAL AND BILLING POLICY 

• SELF-PAY PATIENTS: Our fee for an initial therapy assessment is $225. All therapy follow-up appointments are $175. 

Our fee for a diagnostic assessment for medication management is $300.00.  All Follow-up for medication 

management will be $150.00. The Intensive Outpatient Program (IOP) is $150 per day. If follow-up fees are paid at the 

time of services a 25% discount will be applied, there is no discount for initial assessments or IOP. Psychological 

evaluations, testing, and reports are billed at a rate of $225 per hour, and this fee will be discussed in advance with the 

client. Ancillary professional services are charged at a rate of $300 per hour and are not to be covered/reimbursed by 

insurance (e.g., consultation with other professionals or agencies, court appearances, depositions, subpoenas, 

preparation of reports and case related correspondence, telephone calls, etc.)  

• CO-PAY/DEDUCTIBLES: It is the patient’s responsibility to know what their co-pay is and their obligation to pay at the 
time of service.  If the co-pay is not paid at the time of service, the appointment may be rescheduled, and a $5.00 fee will 
be applied to your account. If you are not the responsible party and the person responsible for the amount owed will 
not be accompanying, you at each visit please speak to the front desk about putting a credit card on file to be charged 
at each visit for the amount owed. NCGC will propose a suggested amount to be paid toward the patient’s deductible so 
one does not accrue a balance and become subject to a fee. If you have health insurance, please understand that these 
amounts owed are an agreement between you and your insurance company.   

• PAST DUE ACCOUNTS:  All accounts are considered past due if not paid within 30 days of patient responsibility date. 
A $5.00 fee will be assessed to your account after the 30-day period if a balance is not paid. Balances over $200 are 
subject to the refusal of future appointments and/or refills until paid. Past due accounts 90 days or later may result in 
the account being referred to an outside collection agency and may be subject to dismissal from the practice. 

• INSURANCE COVERAGE: It is the patient’s responsibility to present their current insurance cards at each visit. If they 
do not have their cards with them at the time of service, they will be responsible for all charges incurred. If the insurance 
card is presented after services are rendered, but not within the filing limit for the payer, the patient will be responsible 
for all charges.  

• PARTICIPATING INSURANCE PLANS: If NCGC is not a participating provider for your insurance plan, we will file the 
claims for you, but you will be responsible for paying the balance due on your account in full within 30 days.  

• REFERRALS & AUTHORIZATIONS: Some insurance plans require you to obtain a referral for services by a specialist, 
please review your policy to see if a referral is required prior to your visit with our office. If your referral is not on file 
at the time of your visit, you may be asked to reschedule your appointment, or you will be responsible for all charges 
incurred. If your insurance company requires an authorization for your initial visit(s), please make sure that you have 
obtained this authorization no later than your first visit.  If your insurance company denies your initial visit(s) because 
of no authorization you will be responsible for full payment for these visit(s).   

• RETURNED CHECKS:  A $30 fee will be charged for returned checks.  We may use electronic withdrawal from your 
account for the amount of the check plus the $30 returned check fee, if a check is returned for insufficient funds.   

• NO SHOW/LATE CANCEL APPOINTMENTS: Appointments that are not cancelled within 24 hours of the appointment 
time may be subject to a $75 no show or late cancel fee. These fees may result in the refusal of future appointments 
and/or refills until paid. 

• LEGAL SITUATIONS: If you or the client (if the client is a minor or a ward of a guardian) become involved in legal 
proceedings that require your clinician’s participation, you will be expected to pay for all of their professional time, 
even if they are called to testify by another party.  Your clinician will ask that a retainer be paid of half of the expected 
fees at least one week prior to providing these services, and the second half of expected fees and any additional fees 
that may have been accrued be paid within one week after services are delivered.  Any unused amounts will be 
refunded.  Your clinician’s professional time for legal proceedings may include preparation (document review or letter 
preparation), phone consultation with other professionals or you, record copying fees, and travel time to and from 
proceedings, testifying, and time that they wait in court prior to or after they may be called to testify.  Due to the time-
consuming and often difficult nature of legal involvement, your clinician charges $300.00 per hour for these 
services.  You will also be responsible for any legal fees that they may incur in connection with the legal proceeding, 
which may include responding to subpoenas. Please be advised that as a treating therapist, your therapist cannot 
ethically provide any recommendations on guardianship, custody, visitation, parenting capacity or abilities or what is 
in the best interest of the child(ren) if you or your child(ren) are involved in custody/divorce/guardianship 
proceedings. 
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NOTICE OF PRIVACY PRACTICES 

Your Rights 

• Get an electronic or paper copy of your medical record.  

o You can ask to see or get an electronic or paper copy of your medical record and other health information we have about 

you. Ask us how to do this.  

o We will provide a copy or a summary of your health information, usually within 30 days of your request. We may charge a 

reasonable, cost-based fee.  

• Ask us to correct your medical record. 

o You can ask us to correct health information about you that you think is incorrect or incomplete. Ask us how to do this. 

o We may say “no” to your request, but we’ll tell you why in writing within 60 days. 

• Request confidential communications.  

o You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a different address. 

o We will say “yes” to all reasonable requests. 

• Ask us to limit what we use or share. 

o You can ask us not to use or share certain health information for treatment, payment, or our operations. 

▪ We are not required to agree to your request, and we may say “no” if it would affect your care. 

o If you pay for a service or health care item out-of-pocket in full, you can ask us not to share that information for the 

purpose of payment or our operations with your health insurer. 

▪ We will say “yes” unless a law requires us to share that information. 

• Get a list of those with whom we’ve shared information. 

o You can ask for a list (accounting) of the times we’ve shared your health information for six years prior to the date you 

ask, who we shared it with, 

o and why. 

o We will include all the disclosures except for those about treatment, payment, and health care operations, and certain 

other disclosures (such as any you asked us to make). We’ll provide one accounting a year for free but will charge a 

reasonable, cost-based fee if you ask for another one within 12 months. 

• Get a copy of this privacy notice. 

o You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically. We will 

provide you with a paper copy promptly. 

• Choose someone to act for you. 

o If you have given someone medical power of attorney or if someone is your legal guardian, that person can exercise your 

rights and make choices about your health information. 

o We will make sure the person has this authority and can act for you before we take any action. 

• File a complaint if you feel your rights are violated. 

o You can complain if you feel we have violated your rights by contacting us using the information on page 1. 

o You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights by sending a letter 

to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting 

www.hhs.gov/ocr/privacy/hipaa/complaints/. 

o We will not retaliate against you for filing a complaint. 

Your Choices 

• For certain health information, you can tell us your choices about what we share. If you have a clear preference for how we share 

your information in the situations described below, talk to us. Tell us what you want us to do, and we will follow your instructions. 

o In these cases, you have both the right and choice to tell us to: 

 

▪ Share information with your family, close friends, or others involved in your care. 

▪ Share information in a disaster relief situation. 

▪ Include your information in a hospital directory.  

▪ Contact you for fundraising efforts. 

▪ If you are not able to tell us your preferences, for example if you are unconscious, we may go ahead and share your 

information if we believe it is in your best interest. We may also share your information when needed to lessen a 

serious and imminent threat to health or safety.  

o In these cases, we never share your information unless you give us written permission: 
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▪ Marketing purposes 

▪ Sale of your information 

▪ Most sharing of psychotherapy notes 

o In case of fundraising: 

▪ We may contact you for fundraising efforts, but you can tell us not to contact you again.  

Other Uses and Disclosures 

• We can use your health information and share it with other professionals who are treating you. 

• We can use and share your health information to run our practice, improve your care, and contact you when necessary. 

• We can use and share your health information to bill and get payment from health plans or other entities. 

• We are allowed or required to share your information in ways that contribute to the public good, such as public health and 

research. We have to meet many conditions in the law before we can share our information for these purposes. For more 

information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html. 

o Help with public safety issues 

o Do research 

o Comply with the law 

o Respond to organ and tissue donation requests 

o Work with a medical examiner or funeral director 

o Address workers’ compensation, law enforcement, and other government requests 

o Respond to lawsuits and legal actions 

Our Responsibilities 

• We are required by law to maintain the privacy and security of your protected health information. 

• We will let you know promptly if a breach occurs that may have compromised the privacy or security of your information. 

• We must follow the duties and privacy practices described in this notice and give you a copy of it. 

• We will not use or share your information other than as described here unless you tell us we can in writing. If you tell us we can, 

you may change your mind at any time. Let us know in writing if you change your mind. 

• For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html. 

Changes to the Terms of This Notice 

We can change the terms of this notice, and the changes will apply to all information we have about you. The new notice will be available 

upon request, in our office, and on our web site. 

This Notice of Privacy Practices applies to the following organizations: 

NeuroPsych Center of Greater Cincinnati and all its various locations: 

1. 4015 Executive Park Drive, Suite 320, Cincinnati, OH 45241 

2. 4015 Executive Park Drive, Suite 250, Cincinnati, OH 45241 

3. 431 Ohio Pike, Suite 103, Cincinnati, OH 45255 

4. 7699 U.S. 42, Florence, KY 41042 

 

If you have concerns about your privacy rights or believe your rights have been violated, please contact our HIPAA Privacy Officer: 

Madeleine Stokes, LISW 

(513)563-0488 

info@cincinnatigeriatricpsych.com 
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PATIENT GRIEVANCE POLICY 
Patient satisfaction is extremely important at the NeuroPsych Center of Greater Cincinnati. Should you have a concern or complaint, please 
ask to speak to the manager or person in charge. Should you wish to file a grievance, please contact the Patient Advocate: 
Madeleine Stokes, LISW 
4015 Executive Park Dr. Ste 250, Cincinnati, OH 45241 
(513)563-0488 
Availability: Monday-Friday 8AM-4PM 
 
Procedure: 

1. You have the right to seek remedy for any grievance, including perceived or actual violations of client rights or the rules of any 
funding source or licensing entity. 

2. There will be no discouragement, harassment, retribution, retaliation, intimidation, or restriction of contact with legal counsel or 
any regulatory body due to the grievance or the method used to file the grievance. 

3. You may grieve to any staff member  
4. You may have direct access to the Patient Advocate during the grievance process. 
5. You may submit the complaint in writing, and the staff will provide any assistance necessary to accomplish this. 
6. The grievance may include the patient’s name, date, approximate time, description of the incident, and names of individuals 

involved in the incident or situation being grieved.  
7. In the case of involuntary discharge, you have the right to file an appeal by following the grievance procedure.  

 
If you do not believe your concern can be resolved through the grievance process, you may contact:  
State Medical Board of Ohio 
30 East Broad St., 3rd Floor 
Columbus, OH 43215 
1-833-333-SMBO(7626) 
  
Ohio Counselor, Social Worker, and Marriage and Family Therapist Board 
77 S High St., 74th Floor, Room 2468 
Columbus, OH 43215 
614-466-0912 
  
Ohio Board of Psychology 
77 S High St., Ste 1830 
Columbus, OH 43215 
614-466-8808 
  
Ohio Department of Mental Health and Addiction Services 
30 E Broad St.  
Columbus, OH 43215 
614-466-2596 
  
Hamilton County Mental Health and Recovery Services Board 
2350 Auburn Ave. 
Cincinnati, OH 45219 
(513)946-8600 
  
Disability rights Ohio 
200 Civic Center Dr.  
Columbus, OH 43215 
614-466-7264 
  
US Department of Health and Human Services 
233 N Michigan Ave. #755 
Chicago, IL 60601 
888-345-0823 
  
Office of Quality and Patient Safety- The Joint Commission 
One Renaissance Blvd 
Oakbrook Terrace, IL 60181 
https://www.jointcommission.org/resources/patient-safety-topics/report-a-patient-safety-concern-or-complaint/ 
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PATIENT RIGHTS ACKNOWLEDGEMENT FORM 

My signature below means that:  

• I and/or my guardian were offered the opportunity to review and/or have been provided with a copy of the 
following:  

o Notice of Privacy Practices 
o Notice of Patient Legal and Human Rights  
o Policy on Advance Directives (check the following that applies to you) 

▢    I have executed an Advance Directive and will provide NCGC with a copy of my Advance 
Directive as soon as possible 

▢    I have not executed an Advance Directive 

o Financial and Billing Policy 
o Patient Grievance Policy 

 

 

____________________________________________________________________________________________________________________________________ 
Patient/Guardian Signature        Date 
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