
CONSENT TO TREATMENT 
 
The policies and practices of Ashlee Bolt, PMHNP-BC are described in the document, “Office Policies and 
Practices 2021.” You have been given a copy of “Office Policies and Practices 2021” for review.  The 
purpose of this form is: 

1. For you to give your consent, in writing, to receive services from Ashlee Bolt, PMHNP-BC or 
2. If you are consenting on behalf of your child, for you to give your consent, in writing, for your 

child to receive services from Ashlee Bolt, PMHNP-BC. 
 
I/We understand the following: 

x That our decision to seek services from Ashlee Bolt, PMHNP-BC is voluntary. I have read the 
document entitled, “Office Policies and Practices 2021” and I understand the policies and 
procedures detailed in it. I agree to adhere to the policies and procedures detailed in this 
document and I consent to receive services from Ashlee Bolt, PMHNP-BC. 

x That I/we have been fully informed about the nature, risks and benefits of treatment, and the 
availability of treatment options.  

x That I/we have had the opportunity to have all questions answered to my/our satisfaction. 
x That I am legally competent and have the authority to provide consent for treatment. 
x That I have the right to withdraw my consent for this treatment at any time. 
x That Ashlee Bolt may receive professional consultation with regard to patient care. I consent to 

have Ashlee Bolt disclose my private information to consultants and colleagues for the purpose 
of professional consultation.  

 
By signing below, I indicate that I have reviewed this information above and that I consent to 

receive services from Ashlee Bolt, PMHNP-BC. 
 
 
 
Printed Name ________________________________________    Relationship to patient _________________________ 
 
 
Signature _____________________________________________                                       Date _________________________ Date ___________________ 
 

 

 

 



CONSENT TO PARTICIPATE IN TELEMEDICINE CONSULTATION  

 
1. PURPOSE. The purpose of this form is to obtain your consent for a telemedicine consultation with Ashlee 
Bolt, PMHNP-BC. 

2. NATURE OF TELEMEDICINE CONSULTATION. Telemedicine involves the use of audio, video or other 
electronic communications to interact with you, consult with your healthcare provider and/or review your 
medical information for the purpose of diagnosis, therapy, follow-up, and/or education. During your 
telemedicine consultation, details of your medical history and personal health information may be discussed 
with Ashlee Bolt through the use of interactive video, audio, and telecommunications technology.  

3. RISKS, BENEFITS AND ALTERNATIVES. The benefits of telemedicine include having access to services from 
Ashlee Bolt without having to travel. A potential risk of telemedicine is that due certain clinical presentations, 
or due to technical problems, a face-to-face consultation may still be necessary after the telemedicine 
appointment. Additionally, in rare circumstances, security protocols could fail causing a breach of patient 
privacy. The alternative to telemedicine consultation is a face-to-face visit with Ashlee Bolt.  

4. MEDICAL INFORMATION AND RECORDS. All laws concerning patient access to medical records and copies 
of medical records apply to telemedicine. Dissemination of any patient identifiable images or information 
from the telemedicine consultation to researchers or other entities shall not occur without your consent.  

5. CONFIDENTIALITY. All existing confidentiality protections under federal and California law apply to 
information used or disclosed during your telemedicine consultation. Doxy.me is a HIPAA compliant 
telemedicine platform that operates in accordance with HIPAA regulations and privacy/security rules. Doxy.me 
does not permanently store protected health information  

6. RIGHTS. You may withhold or withdraw your consent to a telemedicine consultation at any time before 
and/or during the consult without affecting your right to future treatment with Ashlee Bolt.  

By signing below I acknowledge that Ashlee Bolt has discussed with me the information provided above. I 
understand that telemedicine may not be reimbursable through my insurance plan and it is my 
responsibility to contact them for coverage inquiries. I understand that telemedicine consultations are a 
fee for service appointment and I agree to the fees of $375 per intake and $125 per 30 minute follow up. I 
have had an opportunity to ask questions about this information and all of my questions have been 
answered. Beginning on this date I agree to receive telemedicine consultations with Ashlee Bolt.  

 
 
__________________________________                                           __________________________________ 
Signature of Patient or Patient’s Representative                                        Date of Signing 
 
 
 
 
___________________________________                                          __________________________________ 
Patient Name                                                                                              Patient Date of Bir th  
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CHILD NEW PATIENT REGISTRATION FORM 

 

PLEASE PRINT CLEARLY 

 

Patient’s (LEGAL) Name _________________________________________________________________________________________ 

                                 LAST                           FIRST                              MIDDLE  

 

Birthdate __________________                              Gender    □ Male    □ Female    □ Other: _____________ 

 

Address ________________________________________________________________________________________________________ 

      STREET     CITY   STATE  ZIP 

 

Patient’s Phone ______________________________         Patient’s Email Address _________________________________ 

 

Preferred Pharmacy  _________________________  Pharmacy Address/Phone ____________________________________ 

 

Parent/Guardian’s Contact Information (PARENT/GUARDIAN #1): 

 

Name ____________________________________________________________________________________________________________ 

 LAST     FIRST     MIDDLE 

 

Address _________________________________________________________________________________________________________ 

      STREET     CITY   STATE  ZIP 

 

Email Address _________________________________________________________________________________________________ 

 

Please indicate where Ashlee Bolt may leave you voice messages. You may check more than one. By 

checking a box below, you are agreeing to allow Ashlee Bolt to leave voice messages relating to your 

child’s mental health care at that phone number. 
 

□ Home: ________________ ___ □ Cell: _______________________      □ Business_____________________________ 

 

Employer _____________________________  Occupation ____________________________________________ 

 

Signature _____________________________________________                       Date ____________________________________ 

   (Parent/Guardian #1) 

 

Parent/Guardian’s Contact Information (PARENT/GUARDIAN #2): 
Please feel free to write “Same as above” for any appropriate items 

 

Name ___________________________________________________________________________________________________________ 

 LAST     FIRST     MIDDLE 

 

Address ________________________________________________________________________________________________________ 

      STREET     CITY   STATE  ZIP 
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Email Address ________________________________________________________________________________________________ 

 

Please indicate where Ashlee Bolt may leave you voice messages. You may check more than one. By 

checking a box below, you are agreeing to allow Ashlee Bolt to leave voice messages, relating to your 

child’s mental health care, at that phone number. 
 

□ Home: _______________________      □ Cell: _______________________        □ Business: _______________________________ 

 

Employer _____________________________  Occupation ___________________________________________________ 

 

Signature _____________________________________________                       Date _____________________________________ 

   (Parent/Guardian #2) 

 

          

Current Providers: 
 

Psychiatry: □ No    □ Yes:  Name ____________________________________________Phone _________________ 

 

Therapy:  □ No    □ Yes:  Name ____________________________________________Phone _________________ 

 

Primary Care:   □ No    □ Yes:  Name ____________________________________________Phone _________________ 

 

 
Medical History: 

 
Medication Allergies: □ No     □ Yes:  ___________________________________________________ 

 

Please list active and/or chronic medical conditions/diagnoses:  ____________________________________________ 

 

 

______________________________________________________________________________________________________________________ 

 

Please list all current medications, including vitamins and supplements, your child is taking: 

Medication Name Dose (e.g. 2 mg) Frequency (e.g. twice a day) 

 

1. 

  

 

2. 
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3. 

 

4. 

  

 

5. 

  

 

6. 

  

 

7. 

  

 

8. 

  

 

Please list all past medication trials: 

 

Medication Name Dose (e.g. 2 mg) Reason for discontinuation 

 

1. 

  

 

2. 

  

 

3. 

  

 

4. 

  

 

5. 

  

 

6. 
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7. 

  

 

8. 

  

 

9. 

  

 

10. 

  

 

Family History 
Please list all known family mental health history including substance use 

Family member (eg Maternal aunt, Mother) Diagnosis or symptoms 

 

1. 

 

 

2. 

 

 

3. 

 

 

4. 

 

 

5. 

 

 

6. 

 

 

7. 

 

 

8. 

 



ELECTRONIC COMMUNICATION CONSENT FORM 
This form outlines the guidelines for electronic communication and documents your consent to use 
electronic communication with you or your child’s doctor.  
In a medical emergency, do not use electronic communication. Dial 911 or proceed to your 
nearest emergency department. 
 
Email: Email is not a private form of communication, but is more like a postcard that can be viewed by 
anyone with access to certain areas of the Internet. Ashlee Bolt’s email account is secured and 
encrypted but information sent from your account may not be. Email should not be used for urgent or 
emergent matters, as your doctor may not check email frequently enough to respond in a timely 
manner. Email may be used to address issues related to your care (e.g. appointment times, routine 
follow-up inquiries, questions about prescriptions, medication refills, referrals, billing questions) as 
long as you give consent. If email is used, please note the following: 

1) All clinically relevant emails regarding care with Ashlee Bolt, PMHNP-BC will be included in 
the patient’s medical record. 

2) If you have not received a response within 24 hours to an email you sent to Ashlee Bolt, 
please phone her directly to follow-up. 

3) Either you or Ashlee Bolt may request via email or letter to discontinue using email as a 
means of communication. 
 

Text Messaging: Ashlee Bolt, PMHNP-BC may use a work cell phone that receives and sends text 
messages. Text messaging is to be used for sharing non-personal information such as discussing 
appointment times or requesting a call back. Text messaging should not be used for discussing 
personal health information or urgent or emergent matters, as Ashlee Bolt may not check texts 
frequently enough to respond in a timely manner. If text messaging is used, please note the following: 

1) All clinically relevant text message content regarding care with Ashlee Bolt, PMHNP-BC will 
be included in the patient’s medical record. 

2) If you have not received a response within 24 hours to a text message you sent to Ashlee 
Bolt, please phone her directly to follow-up. 

3) Either you or Ashlee Bolt may request in writing to discontinue using text messaging as a 
means of communication. 

 
DISCLAIMER: Ashlee Bolt, PMHNP-BC is not responsible for electronic communications that are lost 
due to technical failures. Although she has implemented reasonable technical safeguards, she cannot 
and does not guarantee the privacy, security, or confidentiality of electronic communications. Due to 
the nature of electronic communications and the fact most popular email services/cell phone carriers 
do not utilize encrypted emails/text messages, there is a potential that emails and/or text messages 
may be intercepted, altered, forwarded, or read by others. 
 
If any of the foregoing presents a concern to you, you should not communicate electronically 
with Ashlee Bolt, PMHNP-BC. 
 
I acknowledge that I have read and fully understand this consent form and that I voluntarily give 
permission to use electronic communications with Ashlee Bolt, PMHNP-BC to send and receive personal 
information related to my care. 
 
Signature _____________________________________  Date ___________________ 



. 6)		Either	you	or	Ashlee	Bolt	may	request	via	email	or	letter	to	
discontinue	using	email	as	a	means	of	communication.	 � 

Text	Messaging:	Ashlee	Bolt,	PMHNP-BC	may	use	a	work	cell	phone	that	
receives	and	sends	text	messages.	Text	messaging	is	to	be	used	for	sharing	
non-personal	information	such	as	discussing	appointment	times	or	
requesting	a	call	back.	Text	messaging	should	not	be	used	for	discussing	
personal	health	information	or	urgent	or	emergent	matters,	as	Ashlee	Bolt	
may	not	check	texts	frequently	enough	to	respond	in	a	timely	manner.	If	
text	messaging	is	used,	please	note	the	following:	 

. 1)		All	clinically	relevant	text	message	content	regarding	care	with	Ashlee	
Bolt,	PMHNP-BC	will	be	included	in	the	patient’s	medical	record.	 � 

. 2)		If	you	have	not	received	a	response	within	24	hours	to	a	text	message	
you	sent	to	Ashlee	Bolt,	please	phone	her	directly	to	follow-up.	 � 

. 3)		Either	you	or	Ashlee	Bolt	may	request	in	writing	to	discontinue	using	
text	messaging	as	a	means	of	communication.	 � 

DISCLAIMER:	Ashlee	Bolt,	PMHNP-BC	is	not	responsible	for	electronic	
communications	that	are	lost	due	to	technical	failures.	Although	she	has	
implemented	reasonable	technical	safeguards,	she	cannot	and	does	not	
guarantee	the	privacy,	security,	or	confidentiality	of	electronic	
communications.	Due	to	the	nature	of	electronic	communications	and	the	
fact	most	popular	email	services/cell	phone	carriers	do	not	utilize	
encrypted	emails/text	messages,	there	is	a	potential	that	emails	and/or	text	
messages	may	be	intercepted,	altered,	forwarded,	or	read	by	others.	 

If	any	of	the	foregoing	presents	a	concern	to	you,	you	should	not	
communicate	electronically	with	Ashlee	Bolt,	PMHNP-BC.	 

I	acknowledge	that	I	have	read	and	fully	understand	this	consent	form	and	
that	I	voluntarily	give	permission	to	use	electronic	communications	with	
Ashlee	Bolt,	PMHNP-BC	to	send	and	receive	personal	information	related	to	
my	care.	 

Patient/Guardian	Signature	_____________________________________	Date	________			

Patient	name	if	different	from	above	__________________________________________ 
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PATIENT	BILLING	FORM	 	
	
Thank	you	for	choosing	to	receive	your	psychiatric	and/or	psychotherapeutic	care	from	Ashlee	
Bolt,	PMHNP-BC.	I	am	not	in-network	for	any	insurance	companies	and	I	require	patients	and/or	
identified	responsible	parties	to	pay	up	front	for	all	services.	These	fees	are	nonrefundable	after	the	
completion	of	each	appointment.		Although	you	may	receive	reimbursement	from	your	insurance	
company	for	some	or	all	of	the	cost	of	care,	you	must	identify	who	will	provide	payment	at	the	time	
of	service.	I	accept	cash,	check,	or	Venmo.	Please	bring	one	of	these	payment	methods	to	each	
appointment.	The	credit	card	used	to	register	for	your	appointment	will	be	kept	on	file	as	back-up	
to	ensure	payment	for	services.	Please	note	that	payment	via	credit	card	incurs	a	4%	convenience	
fee.		
	
Who	will	be	responsible	for	paying	for	services	provided	to	you	or	your	child	by	Ashlee	Bolt,	
PMHNP-BC?	
	
Name:	 _________________________________________________	 (put	“self”	if	you	will	be	responsible)	
	
Street	Address:	__________________________________________	 (leave	blank	if	you	will	be	responsible)	
	
City,	State,	Zip:	__________________________________________	 (leave	blank	if	you	will	be	responsible)	
	
Phone:	____________________________		 	 	 (leave	blank	if	you	will	be	responsible)	
	
Although	I	do	not	accept	insurance,	many	insurance	companies	will	reimburse	you	for	some	of	the	
cost	of	your	care.		The	amount	your	insurance	company	will	reimburse	you	depends	on	many	
factors,	including	the	following:	
	

1. Your	insurance	plan:	Most	HMO	plans	do	not	provide	any	out-of-network	benefits	and	will	
not	reimburse	you	for	my	services.	PPO	plans	are	more	likely	to	provide	an	out-of-network	
benefit	and	to	reimburse	you	for	some	of	the	cost	of	your	care.	You	may	also	submit	a	
superbill	to	your	health	savings	account	which	is	likely	to	reimburse	you.		

	
2. The	patient’s	diagnoses,	if	any:	Insurance	companies	provide	more	mental	health	coverage	

for	certain	diagnoses,	called	“parity”	diagnoses.	
	

3. The	number	of	mental	health	services	received:	Many	insurance	plans	will	only	reimburse	
for	a	certain	number	of	mental	health	services	(particularly	psychotherapy	visits)	per	year.		
Once	that	number	is	reached,	they	will	not	reimburse	for	any	additional	visits.	
	

4. The	type	of	service	provided:	For	billing	and	insurance	purposes,	each	health	care	visit	is	
given	one	or	more	“procedure	codes”	that	describe	the	services	provided	during	the	visit.	
The	charge	for	each	visit	depends	on	the	type	of	services	provided	during	the	visit,	as	
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described	by	the	visit’s	procedure	code(s).	Likewise,	the	amount	of	money	your	insurance	
company	reimburses	you	for	a	visit	will	depend	on	the	visit’s	procedure	code(s).	
	

5. Submission	of	a	reimbursement	request	form:	You	must	submit	a	request	to	your	insurance	
company	asking	for	reimbursement.	Each	insurance	company’s	process	for	requesting	
reimbursement	is	slightly	different.	If	you	would	like	your	insurance	company	to	reimburse	
you,	you	should	visit	your	insurance	company’s	website	or	contact	them	to	learn	how	to	
request	reimbursement.	Most	insurance	companies	have	a	form	you	can	download	from	
their	website,	complete,	and	submit	to	them	to	request	reimbursement.	When	you	submit	
your	reimbursement	request,	you	must	include	proof	that	you	received	services.	I	can	
provide	you	that	proof	in	the	form	of	a	specialized	health	care	services	receipt,	called	a	
Superbill.	If	you	would	like	to	submit	a	request	for	reimbursement	to	your	insurance	
company	for	a	service	provided	to	you	by	Ashlee	Bolt,	PMHNP-BC	please	ask	me	to	give	you	
a	Superbill	for	that	service.	

	
	
	
Signature	_____________________________________________	 Date	_____________________	
	



CREDIT	CARD	AUTHORIZATION	FORM 

This	card	will	be	safely	secured	and	stored	in	the	incident	of	any	outstanding	balances	not	paid	

within	one	week	of	appointment.	PLEASE	PRINT	CLEARLY	 

Name	on	Card	________________________________________________________________________________________																

LAST	FIRST	MIDDLE		

Address_______________________________________________________________________________________________	STREET	

CITY	STATE	ZIP	 

I	hereby	authorize	Ashlee	Bolt,	PMHNP-BC	to	charge	my	credit	card	for	any	outstanding	balance	not	

paid	within	one	week	after	____________________________________	(patient	name)’s	appointment.	 

Card	Type:	□ MasterCard	□ Visa	□ Discover	□ American	Express	Credit	Card	Number	
___________________________________	Expiration	Date	_____________	 

Verification	Code	___________________	

(last	three	digits	on	signature	panel	for	most	cards;	four	digits	on	front	of	AMEX	card)	 

Billing	Address	
□ Same	as	above	
□ Different	from	above	 

Street	Address:		_______________________________________________________________________________________________		

CITY:	______________________											STATE:	______________________		ZIP	CODE:	__________________________________ 

Phone	Number	Associated	with	Account	_______________________________________	 

	

	

Signature	__________________________________________________																																						Date	________________________	 

 


