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Ikon Health Unified Patient Consent Form 

Patient Information 

Patient Name: ___________________________________ 

Date of Birth: ____________________________________ 

 

1. Behavioral Health Integration (BHI) / Collaborative Care Model (CoCM) 

Ikon Health offers Behavioral Health Integration (BHI), including the Collaborative Care Model (CoCM), 

to support mental and emotional health as part of primary care. Services may include periodic outreach 

by a behavioral health care manager, use of standardized screening tools, and consultation with a 

psychiatric specialist. Relevant health information may be shared among members of the care team to 

coordinate treatment. 

I understand that BHI/CoCM services are voluntary, may be billed monthly to my insurance with 

applicable cost sharing, and that I may withdraw at any time by notifying Ikon Health by email 

frontdesk@ikonhealthmd.com. 

Full BHI Consent available at: 

https://ikonhealthmd.com/wp-content/uploads/2025/12/Ikon-Health-Patient-BHI-Consent-

Form_Fillable.pdf 

 

2. Chronic Care Management (CCM) & Advanced Primary Care Management (APCM) 

I consent to receive Chronic Care Management (CCM) and/or Advanced Primary Care Management 

(APCM) services from Ikon Health. These services may include care coordination, medication review, 

chronic condition monitoring, preventive care planning, transitional care support, and access to clinical 

staff between visits. 

I understand that: 

• CCM/APCM services may be billed monthly with applicable coinsurance or copayments. 

• Only one provider can furnish CCM/APCM services to me in a given calendar month. 

• My health information may be shared electronically with other treating providers for coordination 

of care. 

• I may revoke CCM/APCM services at any time by notifying Ikon Health verbally, in writing, or by 

email at frontdesk@ikonhealthmd.com. I will receive written confirmation of the effective date of 

termination. 

Full CCM Consent available at: 

https://ikonhealthmd.com/wp-content/uploads/2025/08/IkonHealth_Chronic-Care-Management-

Consent_Fillable-1.pdf 

 

https://ikonhealthmd.com/wp-content/uploads/2025/12/Ikon-Health-Patient-BHI-Consent-Form_Fillable.pdf
https://ikonhealthmd.com/wp-content/uploads/2025/12/Ikon-Health-Patient-BHI-Consent-Form_Fillable.pdf
https://ikonhealthmd.com/wp-content/uploads/2025/08/IkonHealth_Chronic-Care-Management-Consent_Fillable-1.pdf
https://ikonhealthmd.com/wp-content/uploads/2025/08/IkonHealth_Chronic-Care-Management-Consent_Fillable-1.pdf


     
       

3. Validity and Withdrawal of Consent 

This Unified Consent remains valid for the duration of my relationship with Ikon Health unless revoked. I 

understand that I may withdraw consent at any time in writing. Withdrawal will apply prospectively and 

will not affect care already provided or services already billed. 

 

By signing below, I acknowledge that: 

• I have read and understand this Unified Consent Form. 

• I have been given access to the full versions of each consent document listed above. 

• I understand my right to opt out of specific services without affecting my ability to receive general 

medical care (unless clinically necessary). 

 

Patient / Authorized Representative Signature: ________________________________________ 

Printed Name: ________________________________________ 

Relationship to Patient (if applicable): ______________________ 

Date: ____ / ____ / ________ 
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