
Ellen Muench M.S. CCC-SLP 
 

            927 N West Camano Dr.                                                                                      
            Camano Island, WA 98273-2314   
            Phone: (360) 631-3459 

 

 Updated 10-13  

                             GENERAL CONSENT 
 

I, the undersigned patient or patient’s representative, hereby authorizes Ellen Muench to provide therapy services as 
prescribed by my physician for care and treatment.  I certify that the information given is correct.  I am aware that the 
practices of  physical and speech therapy are not exact sciences and acknowledge that no guarantees or promises have 
been made as a result of the examination and treatment.  I consent and authorize for the duration of the patient’s treatment 
the following: 
RELEASE OF BENEFITS AND INFORMATION: I request payment of government benefits either to myself or to 
the party who accepts assignment for services.  I authorize Ellen Muench to: (1) submit any and all appeals when my 
insurance company denies me benefits to which I am entitled, (2) submit any and all requests for benefit or federal agency 
that has jurisdiction over my benefits.  I fully understand and agree that I am responsible for full payment of the medical 
debt if my insurance company has refused to pay 100 percent of my benefits within ninety (90) days of any and all 
appeals or request for information.  I also agree that any fines levied against my insurance company will be paid to Ellen 
Muench  for acting as my personal representative.  
INSURANCE WAIVER: We will happily bill your insurance carrier(s) for any services provided by Ellen Muench ; 
however, you may be billed for your visits if ANY of the following apply: 
1.  Treatment is not covered or deemed medically necessary by your insurance plan. 
2.  Your Primary Care Physician has not referred you to our office. 
3.  Your insurance is pending and not guaranteed to be in effect at the time of services. 
4.  You have no insurance and/or wish to pay for any services provided out of pocket. 
5.  Your insurance deductible has not been met. 
By signing below, you agree that you understand and accept financial responsibility for any services provided by Ellen 
Muench . In the event of default of payment and/or failure to pay, you agree to pay all costs of collecting including court 
costs and reasonable attorney fees to be determined by a court of law.  If suit is commenced to enforce the terms of this 
Agreement, the Courts of the State of Washington and federal courts located in the State of Washington shall have 
personal jurisdiction over the patient, and the venue of the suit, at the option of Ellen Muench  may be laid in Island 
County, Washington State. 
RELEASE OF INFORMATION: I hereby authorize the release of any medical information necessary to process 
claims, or audit of payments relative to this care.  I also consent to the release of any information as needed to my 
referring or primary physician or to other health facilities or agencies as I direct or as required by law. 
FINANCIAL STATEMENT: I certify that the information given in applying for payment under government or private 
insurance is correct.  I understand that any insurance benefit information given to me by any employee of Ellen Muench  
is based on general information they have received from the insurance carrier(s) and may not specifically address my 
benefit package.  I understand that it is my responsibility to know my specific benefits.  I hereby authorize payment of 
insurance benefits to be paid directly to my service provider.  I understand that I am responsible for all charges of services 
to me (or patient named below), including the balance remaining after payment of possible insurance benefits.  I 
understand that any unpaid balance over 30 days is subject to a 1.0% finance charge on the unpaid balance and/or to be 
turned over to a collection agency. 
APPOINTMENTS: Assessment and initial therapy appointments may require as long as 2 hours.  However, regular 
appointments are typically 25 minutes or 55 minutes long.  If you arrive late, your child’s treatment will end at the 
scheduled time in order to not keep the next person waiting.  Since your appointment is held especially for your child, we 
request 48 hours advance notice to cancel.  In the event of illness (your child is not going to school) all cancellations must 
be called in by 10 AM on the day of the appointment. If a client fails to show up or last minute cancels for four scheduled 
appointments within a year, therapy services will be discontinued. Last minute cancel or not showing up for your 
appointments will result in a $30.00 no show fee.  
MATERIALS:  For students receiving speech therapy, a fee of $10.00 will be charged once every 4 months for materials 
made and used during therapy.  An additionally fee may be charged for specially designed communication systems or 
books.  

 
Guarantor Signature__________________________________  Date_______________________ 
Client Name_________________________________________ 


