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Patient Agreements Notice

PRACTICE offers patient agreements for patients who want access to integrative and functional medicine. Patient agreements provide the terms, benefits, payments patient responsibilities, changes and termination requirements. Patients who agree to execute a patient agreement should be aware that: 

1.      Payments for the patient agreement services are processed up to three days prior to the patient’s initially scheduled appointment, are nonrefundable and require a credit card for recurring payments. 
2.      There may be additional costs for accessing patient agreement services, including but not limited to specialty laboratory testing, supplements and prescriptions. 
3.      Patients are responsible for accessing patient agreement services, providing payment for services when due, updating contact information and terminating the patient agreement prior to scheduled payments. 

Patient agreements are available for review by prospective patients in the office during normal business hours. Due to the proprietary nature of the agreements, patient agreements are not provided to prospective patients unless approved by the provider. Prospective patients are not allowed to keep blank patient agreements. Patients will receive a copy of the executed patient agreement after they have executed it.

Unless explicitly stated in the patient agreement, patient agreements do not cover fees for office visits. Fees for office visits are due at the time of service or will be billed to insurance if PRACTICE is an in-network provider. Patient is responsible for all payments required by their insurance agreement, including co-payments, deductibles and cost-sharing. 

By signing below, patient or patient's representative acknowledges that they have reviewed this notice and that they understand and agree to the content of the notice. 


Patient (Print): _______________________________________ Date: __________________________


Signature ____________________________________ ______________________________
		       Patient/Responsible Party                         Printed Name of Parent/Responsible Party           
