                                               Kayse Budd, MD
Integrative Psychiatry & Consulting
www.kaysebuddmd.com
mysticmandala@gmail.com



                                                              




Name: _________________________________________Date: _____________________________________

Date of Birth:______________________________________________________________________________

Do you have health insurance that covers mental healthcare that YOU WOULD LIKE TO BILL for my services? ___________

**If you have insurance but do not want to bill them, I do not need your info below.

If you have Aetna, Cigna/Evernorth, or BCBS, I may be able to bill your insurance. For other companies, I may be able to give you a superbill to submit for percent reimbursement (you pay upfront in those cases).

Please list the company, policy number, group number, name of policy holder, and phone number for coverage verification. 






**Please send a photograph or attach copies of both sides of your insurance card. 



Please provide a cc number to keep on file to pay for missed session and out-of-session email/message fees. The fee for missed sessions is $75 if less than 48 hours notice given. The fee for lengthy (more than 1-2 minute to read and reply) email responses, messages (audio or text) is $25-75, depending on length/complexity of the issue. This cc can also be used for session fees if paying out-of-pocket. Insurance clients, I will bill your insurance for sessions. Insurance does not cover missed session fees. 

CC: __________________________________
Exp Date: _____________________________
CVV:_________________________________
Billing Zip: ___________________________


If you are not using insurance, please sign below acknowledging that you will be joining the practice as a self-pay client. You will be responsible for paying for sessions up front. I can give you a superbill, if you would like to utilize out-of-network benefits.

__________________________ I am self-pay. Do not bill my insurance. 

If you are using insurance (BCBS, Aetna, Cigna/Evernorth), please sign below acknowledging that I have your permission to share your diagnosis and all other medical information and records with your insurance company as needed to gain approval for services and coordinate your care. 

___________________________ I am using insurance. I understand my records and medical information, including diagnoses, will be shared with my insurance company.


Thank you! Welcome to the practice!
