MOKSCARE

Instructions for Sending Referrals to Mokscare Psychiatry
and Family Medicine

Thank you for choosing Mokscare Psychiatry and Family Medicine to provide
psychiatric services for your residents. To ensure we can process your referrals
promptly and effectively, please follow the instructions below.

How to Submit a Referral:
Please submit the completed referral via one of the following methods:

o Fax: 913-543-4444
o Email: admin@mokscare.com

Required Documentation:

For us to process your referral promptly, ensure that the following documents are
included:

1. Facesheet — A copy of the patient's demographic information.

2. Physician Orders — Any relevant orders from the attending physician.

3. A copy of the insurance card — Please include both front and back of the
card.

4. Signed Consent Form — Include signatures for consent to treatment
(attached referral and consent form).

Follow-up:

If you have any questions or need to follow up on a submitted referral, please
contact us at 913-706-2508 or email us at admin@mokscare.com.
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Mokscare New Patient Referral, Consent and Authorization Form
Referral for Psychiatric Services
Submit referral via one of the following:
FAX: 913-543-4444 | EMAIL: admin@mokscare.com

Facility Name: Facility Phone:
Date of Referral: Referring Staff Name: Position:
Resident Name: Date of Birth:

The following are required to process your referral promptly:
e [Facesheet
e Physician Orders
e A copy of Insurance card (front and back)
e Signatures for consent

Reason for Referral Checklist (check all that apply):

OPsychotropics - Resident currently on or has past history of psychotropic medication use (medication
management)

OPsychosacial Status Change (i.e., death of family member, decreased socialization, etc.)

OPsychiatric Diagnosis - Past or current history of psychiatric diagnosis and/or hospitalization
OResistance to Care and/or refusal of care or participation in treatment

CIMental Status issues/change (please explain below - suicidal ideation, cognition issues, sadness,
anxiousness)

CIMedical Diagnosis that requires adjunctive behavioral care (weight loss secondary to diabetes, chronic
pain, etc.)

CIBehavioral issue (please explain below) Family Issues/Conflict

OAdjustment Difficulties to current living environment Discharge Difficulties due to Psychiatric Issues
CJAdverse Status Change in nutrition, activity participation, vegetative functions, sleep.

[IOther:
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Treatment Description:

In making this referral, Mokscare is requested and authorized by order of the attending physician to use
any necessary diagnostic tools to diagnose and treat the above-named patient as a psychiatric referral
(unless otherwise stated). In the case of psychiatric evaluation, treatment might include the prescription of
psychotropic medication or if the patient is already receiving psychotropic medication, treatment might
include its continuation. The psychiatric consultant will determine whether medication is or remains
necessary based upon a thorough evaluation of the patient’s past and recent history and behavioral status
(corresponding with one or more specific psychiatric diagnosis and targeted symptoms). A determination
to prescribe or continue such medication will be further based on careful consideration of the possible
benefits/intended outcomes of treatment, possible risks and side effects, alternative forms of treatment,
and the possible consequences of not receiving such medication treatment. It is important to understand
that the consequences of the use of psychotropic medication cannot always be predicted for any given
individual and there is a chance the patient may not react favorably to its administration. It is possible that
the medication may need to be changed and/or the dose adjusted over time. It is also important to
understand that you can, at any time, withdraw your consent and request that the psychotropic medication
be discontinued. A facility representative can contact you and advise you of any new medication
treatment or changes to the current medication regimen following the initial evaluation by the provider.

Assignment of Insurance Benefits and Consent to Release Health Information:

The Consenter designated below authorizes Mokscare to release any personal health information
pertaining to diagnosis and treatment to any insurance company or third party who undertakes
responsibility for Mokscare professional service fees. The Consenter hereby authorizes full payment of
the insured portion of the charges to be paid directly to and understands that any portion of the fee not
covered by insurance is the responsibility of the patient.

If | have no insurance and/or agree to self-pay treatment, | understand that a Good Faith Estimate will be
provided to me where the estimated costs of my treatment are outlined as per the No Surprises Act.

I acknowledge that Mokscare accepts Medicare and Medicaid insurance for services provided. As a
courtesy to patients, Mokscare will bill my insurance(s) for these services. In the event I have Medicare
and Medicaid, or Medicaid only, | understand that | am not obligated to pay additional co-
insurance and will not be personally billed for these services. | am aware that Medicare may adjust
their rates and not all supplemental insurance(s) pay the entire balance. If I do not have Medicaid or
another supplemental insurance which covers the entire balance, | understand that the balance will be
billed to me. If Mokscare is not on my insurance panels, | understand that the insurance may or may not
pay the entire portion or the insurance may pay me directly. I fully understand that any payments received
by me for services provided by Mokscare are payable immediately to Mokscare. Mokscare cares about
the treatment of their patients and is willing to establish a monthly payment plan for patient balance
amounts should | have a deductible or co-insurance/co-pay after insurance has paid.
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I authorize Mokscare to consult with and discuss the results of my confidential evaluation and treatment
with the medical, nursing, and therapeutic staff in order to facilitate the highest level of medical
restoration and quality of life.

Statement of Consent:

I consent to psychiatric services to be provided by Mokscare Psychiatry & Family Medicine. If |
reside in a facility that service provision is through telemedicine technology, | consent to services. |
understand that Mokscare only provides psychiatric services to clients and will not engage in any personal
relationship with clients and their families outside of professional relationships. | understand my
evaluations and treatment are confidential, but there are limits to confidentiality.

Confidential information may be disclosed under the following conditions:
e | have been evaluated to be a danger to myself or others
e My treating clinician believes | am the victim of abuse or if | divulge information about such
abuse
e | give consent to disclose information

[J1 DO CONSENT to the treatment designated herein, including necessary recommended psychotropic medication
treatment other than (no exclusion unless specified). | give consent
voluntarily and without coercive or undue influence. | understand this consent may be revoked at any time.

[J1 DO NOT CONSENT to the treatment designated herein.

Resident’s Name (Print) Resident’s Signature & Date

Resident’s Authorized Representative’s Signature & Date Relationship to Patient

Telephone/Verbal Consent if Patient/Responsible Party Unavailable to Sign

Name of Person Giving Consent Relationship to Resident
Name of the Person Who Obtained Consent/Completed Form Signature
Title

To follow-up on submitted referrals, please contact us at 913-706-2508 or admin@mokscare.com
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Facility Informed Consent for Psychotherapy

Please read through the following Informed Consent for Psychotherapy agreement. What follows
is a basic understanding between the client and his/her Mokscare therapist. The following
outlines the therapist’s responsibilities and the expectations of the client.

This document contains important information regarding Mokscare’s professional services and
business policies. Please ensure that you, the client, fully understand and agree to all the terms
before signing the informed consent. If the client has any questions or needs clarification,
Mokscare encourages him/her to bring this form and his/her question(s) to the next session. By
signing this document the client acknowledges his/her agreement to the terms outlined.

Psychotherapy

Voluntary Participation

All clients voluntarily agree to treatment, and accordingly may terminate at any time. Given the
significant investment of time, energy, and financial resources involved in therapy, it is
important to carefully consider the therapist chosen by the client. During the initial sessions, the
client will have the opportunity to assess whether the therapist is a good fit for his/her needs. If,
at any point, the client feels that the therapeutic relationship is not meeting his/her needs, the
therapist will support him/her in finding a more suitable therapist.

Client Involvement

Therapy calls for an active effort on the client’s part; in order for therapy to be most beneficial,
the client is encouraged to work on things talked about both during the sessions and on his/her
own time.

Therapist Involvement

The therapist will be fully prepared and present (unless an emergency arises) and will provide
attentive, supportive guidance throughout the client’s therapeutic process. The therapist is
committed to helping the client achieve greater self-awareness and work collaboratively with
him/her to address and resolve any challenges he/she may be facing.
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Guarantees

It is important to note that while some people find success in therapy, others may not.
Accordingly, the therapist makes no guarantee of results. Nevertheless, the therapist is
committed to working with the client and offering guidance throughout his/her healing process to
help him/her accomplish his/her personal goals.

Risks of Therapy

Similar to how medications can lead to unexpected side effects, therapy can sometimes bring up
painful memories, provoke changes in your life, or elicit uncomfortable emotions such as
sadness, guilt, anger, frustration, loneliness, or helplessness. In some cases, the intensity of these
feelings may temporarily increase during the course of therapy, and, in rare instances, may
require more intensive care, such as hospitalization. Additionally, throughout the therapeutic
process, it is not uncommon for clients to experience a sense of change or transformation, which
may lead to feelings of unfamiliarity or discomfort. As the client progresses, he/she may notice
that he/she no longer feel like the same person he/she was when therapy began, and this shift can
sometimes be unsettling. It is important to remember that such feelings are a natural part of
growth and change.

Credentials and Qualifications

Therapists at Mokscare Psychiatry and Family Medicine hold a variety of degrees in the field of
psychology such as: Masters or Doctoral Degrees in Psychology, Licensed Marriage and Family
Therapist, Psychiatry, or Licensed Specialist Clinical Social Worker/Licensed Clinical Social
Worker. In each case the clinician is licensed by the state of Kansas and/or Missouri to provide
psychotherapy or the practice of medicine, based on his/her training and education.

Treatment Protocol

The therapist may use a number of different treatment approaches and strategies. The client
understands that if at any time during the course of treatment he/she has any questions regarding
the process, purpose, or procedure being used, that he/she is encouraged to request clarification
immediately.

The client acknowledges that he/she may be offered Eye Movement Desensitization and
Reprocessing (EMDR) as a treatment approach. The client understands that EMDR is a research-
supported method that has been shown to be effective for a variety of concerns, with ongoing
research further validating its use. The client is encouraged to seek additional information about
EMDR from his/her clinician or other trusted sources to make an informed decision. The client



MOKSCARE

understands that participation in EMDR, or any other treatment approach, is entirely voluntary,
and he/she has the right to choose whether to engage in or continue with this therapy.

Boundaries and Confidentiality

Maintaining clear and professional boundaries is essential for creating a safe and effective
therapeutic environment. Therapy sessions are focused on the client’s treatment and well-being.
Therefore, the therapist will maintain strict professional boundaries and will not engage in any
personal relationships outside of the therapeutic context. Communication outside of scheduled
sessions will be limited to necessary, professional matter. For emergencies, the client should
contact his/her treatment team at his/her healthcare facility and/or the appropriate crisis resources
which are listed in this document under Emergency.

To ensure the highest quality of care, the therapist will share relevant information with the
client's treatment team at the healthcare facility in which the client resides. The information and
content shared in therapy will remain confidential, except as noted above and in the next section:
Exceptions to Confidentiality and Privilege.

Exceptions to Confidentiality and Privilege
Therapy is confidential, with exceptions as required by Kansas law, including but not limited to:

« Suspected abuse or neglect of children, elders, or vulnerable adults.
« Threats of harm to self or others.

« Court orders or subpoenas.

« Disclosures necessary for billing or insurance purposes.

Health Insurance

The client is aware that most insurance companies require Mokscare to provide them with a
clinical diagnosis for benefits to pay for services. At times, Mokscare clinicians are required to
provide additional clinical information from the medical record. Although insurance companies
claim to keep such information confidential, Mokscare and the clinicians have no control over
what the insurance companies do with said information. It is important to remember that the
client always has the right to pay out-of-pocket for services to avoid issues related to the above.
The client is responsible to inform Mokscare of changes in their financial status, insurance, or
medical assistance eligibility. Without proper advanced notice, the client may be responsible for
charges incurred if their coverage has changed and/or lapsed.

Billing and Payments
The client will be expected to pay for each session prior to any services received. If utilizing
health insurance, the client will be expected to provide any deductible or co-payments prior to



MOKSCARE

the session. The client understands full payment of fees is his/her responsibility. Therefore, it is
important that the client understands what his/her health insurance plan covers.

Copays & Co-insurance

The signature below acknowledges that the client understands and agrees to be responsible for
any applicable copayments. If the client is utilizing health insurance benefits, he/she recognizes
that he/she is responsible for any amounts not covered by his/her insurance plan.

Account Balance Maximum

If the client's account reaches an outstanding balance of $500 and no payments have been made
or received toward the account, additional counseling services will be suspended. Services will
remain suspended until the client begins making payments toward their account. If no payments
are made, services will remain suspended and/or clients may be referred to alternate providers
for services.

Collections

If the client’s account has not been paid for more than 60 days and arrangements for payment
have not been agreed upon, Mokscare retains the right to use legal means to secure payment.
This may involve engaging a collection agency or pursuing resolution through small claims
court. In most collection situations, the only information released regarding the client's treatment
is his/her name, the nature of the services provided, and/or the amount due. Accounts turned over
to collections may be subject to future requirements such as providing a retainer for future
services.

Technology and Al in Clinical Care

As part of Mokscare's commitment to delivering high-quality care, the therapist may incorporate
Al-based tools or technologies into the treatment process. These tools are intended to support
clinical decision-making, enhance therapeutic outcomes, and streamline administrative
procedures. Rest assured that any data collected through Al systems will be managed in strict
accordance with confidentiality and privacy regulations. The use of Al will complement, not
replace, the direct therapeutic relationship and the professional judgment of the therapist, serving
as an additional resource to support your care. Should the client have any questions or concerns
regarding the use of Al in your treatment, please feel free to address them with the therapist at
any time.

By signing this informed consent, the client acknowledges that he/she has been informed of the
potential use of Al in his/her treatment and the client agrees to its use as outlined.
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Emergency

In the event of a mental health emergency, the client, his/her guardian, or his/her Durable Power
of Attorney (DPOA) should contact local emergency services, the crisis hotline, or visit the
nearest emergency room. The therapist's availability outside scheduled sessions will be limited.

Crisis Hotline: 988
Emergency Services : 911

Consent
By signing this document, the client, guardian, or their DPOA agrees to the terms outlined
above. This consent remains valid for the duration of therapy unless withdrawn in writing.

Acknowledgment
I, the undersigned, have read and understood this Informed Consent for therapy. | agree to abide
by its terms and give my consent for therapeutic services as the client.

Client Information:
Name:
Date of Birth:

Client/Parent/Guardian Signature:
Date:

DPOA Information (if applicable):
Name:
Relationship to Client:

Signature:
Date:

Therapist Information:
Name:

Signature:
Date:




