






























Junaid Hashim MD DBA Williamsville Psychiatry PLLC 
 

NO SHOW FEE POLICY 
 

Williamsville Psychiatry does its best to schedule patients and see patients as timely as possible.   Each 
provider maintains a schedule and appointments that are missed or cancelled same day without 24 hour 
notice are subject to a fee of $75.00.  Your clinician allows time on their respective schedule for you to be 
seen and when you miss an appointment this takes away time that the clinician may use to otherwise 
assist another patient in need and must be valued.   It is also important for your mental health to keep 
scheduled appointments.    
 
If I am unable to attend to an appointment and do not provide 24 hours’ notice of this I am subject to a fee 
of $75.00 and am expected to pay this fee in full to Williamsville Psychiatry PLLC.   This fee is not 
covered by my insurance carrier and I understand that I am fully responsible for this fee should I miss an 
appointment or cancel without providing less than 24 hours’ notice.    
 
 
 
_________________________________________________ 
Print Name of Client/Patient or Parent/Legal Representative  

 
 

_______________________________________________ _______________ 
Signature of Client/Patient or Parent/Legal Representative  Date Effective 
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Junaid Hashim MD DBA Williamsville Psychiatry PLLC  
 

CONSENT FOR TELHEALTH  
 

(REQUIREMENT FOR TELEHEALTH SERVICES) 
 

Telehealth Technology is currently being used by Williamsville Psychiatry PLLC to provide healthcare 
services throughout New York.   Telehealth technology enables real-time communication between 
clients/patients and healthcare providers using live video conference.   
 
______I authorize Williamsville Psychiatry PLLC to perform health care services via Telehealth, 
including must not limited to psychiatric medication management, psychotherapy/counseling, and other 
services.    
 
 
OR  
 
______(Initial) As of the effective date below, I withdraw my authorization for Williamsville 
Psychiatry PLLC to conduct services via telehealth, including but not limited to psychiatric medication 
management, psychotherapy/counseling, and other services.    

 
 

_________________________________________________ 
Print Name of Client/Patient or Parent/Legal Representative  

 
 

_______________________________________________ _______________ 
Signature of Client/Patient or Parent/Legal Representative  Date Effective 
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