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Welcome to the office!
Your first appointment with Dr. Vari will last up to 90 minutes. When you arrive in the
waiting room please flip the switch under Dr. Vari’s name so that the indicator light is on.
This will tell the doctor that you have arrived. Please also bring current medications you
are taking with you in their prescription bottles. Also bring contact information for
physicians, therapists, or other important people the doctor may want to correspond with
regarding you.
Please fill out the entire intake packet and bring it with you to the appointment. Please fill
out the credit card authorization form at the end of the packet even if you prefer to pay
with other means. The office requires a valid credit card number on file.
If you wish to give Dr. Vari permission to speak with a third party regarding your care,
please be sure to sign a release of information form. This form is available for download
on the website. Often times it is helpful for Dr. Vari to collaborate in your treatment with
your therapist, primary care physician, or another family member. This is something you
can discuss in more detail with Dr. Vari.
Please remember to cancel or change all appointments at least 48 hours in advance.
Missed sessions or sessions changed with less than 48 hours notice will result in a full
charge.
The office is located at 11980 San Vicente Blvd, Suite 810, in Brentwood. It is in a large
high rise building along San Vicente on the south side of the street between Montana and
Bundy. There is valet parking available in the building, the parking entrance is a raised
ramp off of San Vicente about 500 feet east of Bundy. It is easy to miss so go slowly and
stay in the right lane. Valet parking is $2 for 15 minutes. The office does not validate
parking. Alternatively, meter parking may be available along San Vicente. Street parking
may be available on surrounding streets such as Montana and Bundy.
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Directions:
From the 405
Exit Wilshire Blvd. West
Continue on Wilshire until Bundy (about 1.3 miles), the intersection has a Ralph’s and
the Literati Café on the Northeast corner
Turn right (North) onto Bundy and proceed on Bundy as it winds around until San
Vicente Blvd (about 0.7 miles)
Turn right onto San Vicente Blvd and the building driveway is about 500 feet on the right
hand side
From the 10 Freeway
Take the 405 north and follow directions above.

Dr. Vari looks forward to meeting you.

Gabor Vari, m.d.
11980 San Vicente Blvd., Suite 810
Los Angeles, CA 90049

Phone: (310) 820-3200
Fax: (310) 882 - 6528

Consent for Evaluation and/or Treatment
Please take a moment to review these office policies and procedures before receiving psychiatric services.
Any information you disclose will be maintained in the strictest confidence, unless you specifically authorize
its release, or unless law or professional standards of practice require its release. In particular, your right to
confidentiality may not be maintained if you are in immediate danger to yourself or someone else, and steps
must be taken to assure your own or another’s safety. Also, any clinician hearing about domestic violence
from a patient or anyone that a child or elder is being or has been physically or psychologically abused is
required by law to report this information to a designated agency. If it is necessary to disclose some
information you have provided to anyone else, this will be discussed with you.
Office Policy
Insurance: We are not providers for any insurance companies; therefore it is your responsibility to seek
reimbursement of payments made to us. You are responsible for payment of your medical care, regardless of
the status of your claim. You will be provided with an itemized statement to submit to your insurance carrier
at the end of each month.
Financial: All visits must be paid for at the time of the visit. Please provide credit card information to be
charged or kept on file for charges incurred and not paid for by check at the time of your visit, and/or to be
used for charges for missed appointments or late payments. There is a returned check fee of $25.00.
In the event that you have an outstanding balance after the 20th day of the following month in which service
was rendered, your account will be subjected to a late fee charge of $20.00. This fee will be charged each
month for any outstanding balance.
Should you need to cancel a session, please do so at least 48 business hours in advance. For instance, if you
have an appointment on a Monday, please notify us by the end of business on Thursday if you need to
change or cancel the appointment. If the 48 business hours in advance falls on a weekend or holiday, then
cancellation needs to be made on the last business day before your appointment to avoid being charged your
regular rate for the cancelled session.
The doctor’s rate will be charged for all time commitments greater than five minutes including but not
limited to making phone calls, writing reports or letters, and addressing insurance issues.
I agree in the event of non-payment to bear the cost of collection and/or court and legal fees, should this be
required. I also agree to arbitration in the event of a dispute.
I have read and understood the foregoing, and I consent to this evaluation or treatment.
I have also read and fully agree with the HIPAA Privacy Practices Document.

Signed by Patient/Parent/Responsible Party

Date

Gabor Vari M.D.
11980 San Vicente Blvd, Suite 810
Los Angeles, CA 90049
310-820-3200

Dr. Vari

Gabor Vari M.D.
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CREDIT CARD AUTHORIZATION
Provider Name: Gabor Vari, M.D.
Today’s Date:
Patient’s Name:
Phone Number:

( ) Visa

( ) Mastercard

( ) American Express

Name on Card
Credit Card Number:
Expiration Date:
Cardholder’s Address:
City:
State:

Zip Code:

Security Code:
(3 digits on back of card or 4 on front for AmEx)
I understand that my credit card will be billed for office visits as well as for visits that are not changed or cancelled
with 48 business hours notice.
Cardholder’s Signature:
Cardholder’s Name (please print):

