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Dear Patient Family:

Welcome to our office! We want you to know we appreciate the opportunity to participate in such an
iImportant part of your child’s life — his/her health.

Attached to this letter you will find multiple forms that will allow us to better serve you and your child.
Included are health, social, and family history forms, as well as a Financial Form, a Privacy Policy and a
brochure about our practice. Please sign and complete these forms and return them to our office along

with your insurance card so that we may have a copy on file.

Also, please provide us with a complete list of any medications or supplements that your child is
currently taking.

We thank you for choosing The Rimland Center,

Sincerely,

20

The RIMLAND Center Physicians and Staff

Advocates for Children Pediatrics

Advocates for Families Autism Treatment Center

Affiliates: Advocates for Children Pediatrics: A Place of Healing +  Advocates for Families: A Place of Hope

Virginia Integrative Hyperbaric Center: A Place of Grace + Sinergi Services: A Place of Support
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New Patient Information Sheet

Patient Information

First Name: Middle: Last:

Address:

City: State: Zip Code:

SSN: Sex: M/F Date of Birth: / /
Preferred Phone: Email:

Insurance Information

Primary Insurance

Insurance Company:

Subscriber's Name: Relationship to Patient:

Policy Number: Group Number:

Insurance Company’s Address:

Insurance Company’'s Phone Number:

Secondary Insurance

Insurance Company:

Subscriber's Name: Relationship to Patient:

Policy Number: Group Number:

Insurance Company's Address:

Insurance Company's Phone Number:

School & Pharmacy Information

School Name: Phone Number:
Pharmacy Name: Phone Number:
Pharmacy Address: City: State:

Confinued on other side >



Parent/Guardian Information
Parent/‘Guardian 1 - Primary Guarantor ( person responsible for patient's bill ):

First Name: Middle: Last:

Address:

SSN: Sex: M/F Date of Birth: / /
Marital Status: Relationship to patient:

Employer: Job Position:

Home Phone: Cell Phone:

Work Phone: Email:

Parent Guardian 2:

First Name: Middle: Last:

Address:

City: _ State: Zip Code:

SSN: Sex: M/F Date of Birth: / /
Marital Status: Relationship to patient:

Employer: Job Position:

Home Phone: Cell Phone:

Work Phone: Email:

Emergency Contact (other than parent/guardian)

Name: Sex: M/F Relationship to patient:

Primary Phone: Secondary Phone:

Assignment & Release

|1 hereby authorize payment directly to Advocates for Children and its practitioner's of all insurance benefits otherwise payable to me for

the services rendered. | understand that | am financially responsible for all charges, whether or not they are paid by insurance, and for adll

services rendered on my behalf or my dependents.

| authorize the above doctor and or any provider or supplier of services in this office to release the information required to secure the

payment of benefits. | authorize the use of this signature on all insurance submissions.

Signature of Responsible Party: Date:




Financial Policy
Advocates for Children, Ltd.
2919 Confederate Avenue
Lynchburg, VA 24501

This is an agreement between Advocates for Children, Ltd., a Virginia Professional Corporation, as creditor, and the Patient/Debtor named on
this form

In this agreement the words “you,” “your,” and “yours” mean the Patient/Debtor or Guarantor for minor child. The word “account” means the
account that has been established in your name to which charges are made and payments credited. The words “we,” “us,” and “our” refer to
Advocates for Children, Ltd.

By executing this agreement, you are agreeing to pay for all services that are received.
Monthly Statement: If you have a balance on your account, we will send you a statement for 4 billing cycles only.
Payments: Unless we approve other arrangements in writing, the balance on your statement is due and payable when the statement is issued.

Payment terms if you have no insurance:
You may pay by cash, check, or credit card on the day that treatment is rendered. We will make every effort to estimate the amount of your
charges prior to your visit, and patients making full prompt payment will receive a 10% discount.

Payment terms if you have insurance:

Insurance is a contract between you and your insurance company. Unless we participate with the insurance company, we are NOT a party to this
contract. If we participate, we follow the insurance company’s fee schedule. Your cost is limited to your plan deductible, coinsurance, and co-
pay amounts. It is the insurance company that makes the final determination of your eligibility and benefits. If you have any guestions regarding
participation, please ask our front office staff. Our office will bill your primary and one supplemental insurance as a courtesy to you. You agree
to pay any portion o the charges not covered by insurance. If your insurance company requires a referral and/or preauthorization, you are
responsible for obtaining it. Failure to obtain the referral and/or preauthorization OR to do so in a timely manner may result in a lower
payment from the insurance company.

Any co-payments, coinsurance, or deductible required by an insurance company is part of your contractual agreement and MUST be paid at the
time of service. |

Credit History: We have the option to report your account status to any credit reporting agency such as a credit bureau.

Returned checks: There 1s a fee (currently $35.00) for any checks returned by the bank.

Past Due Accounts: If your accounts become past due, we will take necessary steps to collect this debt. If we have to refer your account to a
collection agency, you agree to pay all of the collection costs that are incurred. If we have to refer collection of the balance to a lawyer, you
agree to pay all lawyers’ fees, which we incur plus all court costs. In case of suit, you agree the venue shall be in Lynchburg, VA.

Waiver of Confidentiality: You understand if this account is submitted to an attorney or collection agency, if we have to litigate in court, or if
your past due status is reported to a credit reporting agency, the fact that you received treatment in our office may become a matter of public

record.

Divorce: In case of divorce or separation, the parent/guardian physically present at the time of service is responsible for any co-pays,
comsurance, or deductible owed.

www%*1f your insurance is discontinued and you change to any form of Medicaid, we will
be unable to continue to provide care.

REFRRRIR

ol

I you have any concerns or questions regarding the signing of this agreement, please see our office manager.

Patient’s Name: Date:

Responsible Party: Relationship:




THE RIMLAND CENTER

Advocates for Children, Ltd.
Advocates for Families, PLLC
2919 Confederate Avenue
Lynchburg, VA 24501
(434)528-9075 phone (434)528-9078 fax

HIPAA
Notice of Privacy Practices

Patient Name: ID Number:

| hereby acknowledge that | have received a copy of Notice of Privacy Practices
of Advocates for Children, Ltd./ Advocates for Families, PLLC.

Signature of patient or personal representative:

Date:

Printed name of patient or personal representative:

Date:

If signed by personal representative, relationship to patient:

It signed by personal representative, please include address and phone number:

Telephone: (daytime) (evening)

It patient is a minor, please list anyone who may have access to patient's medical
information or may authorize treatment and their relationship to the patient:

Name: Relationship:

Name: Relationship:

Name: Relationship:




NOTICE OF PRIVACY PRACTICES

To our patients: This notice describes how health information about you or your child
(as a patient of this practice) may be used and disclosed, and how you can get access to
this health information. This 1s required by the Privacy Regulations created as a result of
the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

OUR COMMITMENT TO YOUR PRIVACY

Our practice 1s dedicated to maintaining the privacy of your health information. We are
required by law to maintain the confidentiality of your health information.

We realize that these laws are complicated, but we must provide you with the following
information:

For Treatment:

We may use medical information about you to provide you with medical treatment or
service. We may disclose medical information about you to external doctors, nurses,
technicians and other health care personnel who are involved in your care.

For Payment:
We may use and disclose medical information about you so that the treatment and service
you receive here may be billed to and payment collected from you, an insurance company

or a third party.

For Health Care Operations:

We may use and disclose medical information about you for health care operations. To
evaluate the care and services we offer, we examine our medical services, treatment plans
and options, record-keeping, and communication with other doctors and nurses involved
in your care.

The following special circumstances may require us to use or disclose vour health
information:

1. To public health authorities and agencies that are authorized by law to collect
information.

2. Lawsuits and similar proceedings in response to a court or administrative order.

3. It required to do so by a law enforcement official.

4. When necessary to reduce or prevent a serious threat to your health and safety or
the health and safety of another individual or the public. We will only make
disclosures to a person or organization able to help prevent the threat.

5. If you are a member of U.S. or foreign military forces (including veterans) and if
required by the appropriate authorities.




6. To federal officials for intelligence and national security activities authorized by
law.

7. To correctional institutions or law enforcement officials if you are an inmate or
under the custody of a law enforcement otficial.

8. For Workers Compensation and simailar programs.

YOUR RIGHTS REGARDING YOUR HEALTH
INFORMATION

1. You can request that our practice communicate with you about your health and
related 1ssues in a particular manner or at a certain location. For instance, you
may ask that we contact you at home, rather than at work. We will accommodate
reasonable requests.

2. You can request a restriction 1n our use or disclosure of your health information
for treatment, payment, or health care operations. Additionally, you have the
11ght to restrict our disclosure of your health information to only certain
individuals involved in your care, such as family members and friends. We are
not required to agree to your request; however, if we do agree, we are bound by
our agreement except when otherwise required by law, in emergencies, or when
the information 1s necessary to treat you.

3. You have the right to inspect and obtain a copy of the health information that may
be used to make decisions about you, including patient medical records and
billing records. You must submit your request in writing to your doctor at
Advocates for Children, Ltd. or Advocates for Families, PLLC. For further
information, call us at (434)528-9075.

4. You may ask us to amend your health information if you believe it in incorrect or
incomplete, and as long as the information 1s kept by or for our practice. To
request an amendment, your request must be made 1n writing and submitted to
your doctor. You must provide us with a reason that supports your request for
amendment.

5. You are entitled to receive a copy of this Notice of Privacy Practices. You may
ask us to give you a copy of this notice at any time. To obtain a copy of this
notice, contact our front desk receptionist.

6. If you believe your privacy rights have been violated, you may file a complaint
with our practice or with the Secretary of the Department of Health and Human
Services. To file a complaint with our practice, contact your doctor or the office
manager. All complaints must be submitted 1n writing. You will not be penalized
for filing a complaint. '

7. Our practice will obtain your written authorization for uses and disclosures that
are not 1dentified by this notice or permitted by applicable law.

[T you have any questions regarding this notice or our health information privacy policies,
please contact your doctor or the office manager at (434)528-9075.
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quiding families to good health

Telephone Policy

» We do not provide medical care over the phone. If you have a medical need we
advise you to make an appointment.

Y

Urgent medical problems will be addressed by phone as needed.

Y

Changes in current medication and prescriptions for new medication require

an office visit.

> Lab results are often given over the phone by our nurses. Our nurses are only
informing you of the results, not giving an interpretation of those results. It
you have any questions regarding this information you must make an
appointment to talk with the doctor.

> If you are having a medication side effect or ineffectiveness we will be happy
to see you immediately.

> Do not call asking to talk to the doctors, or to have the doctors call you back.
They see patients throughout the entire day. If you want to talk to the doctors
you must make an appointment. Messages left for the doctors will be dealt
with on an urgent basis and will usually result in a request for an office visit.

» On occasion a telephone consult may be scheduled, and in most cases there

will be a charge equal to an office visit. Please bear in mind that insurance

infrequently covers the cost of a phone consult.

We want to provide you excellent, personal, medical care, not telephone care!

| have read and understand this telephone policy.
Parent/Guardian’s Signhature:

Patient’s Name: Date:
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E-Mail Policy
Here at the RIMLAND Center we appreciate you trusting us with your personal email
address. However, we would like you to remember a few things in regards to e-mail and
the internet:

The Internet and E-mail Have Limited Confidentiality:

% Please be aware that certain people/organizations may gain access (whether legal or
illegal) to your email between you and our office; these people/organizations include
your internet provider and our internet provider, your employer or one of your co-
workers (if you are sending the email from work), as well as the staft at The
RIMLAND Center who answer and route your messages.

“* While we are happy to correspond via e-mail, we cannot guarantee that there will
not be a breach in the privacy of the documents that are sent, specifically medical

records. Please consider this when choosing to receive these documents via e-mail.

% Also, know that the email you send may become a part of your medical record, either
in electronic or printed format.

Advantages of Communicating Via E-mail:

“* We are able to send you well-child notes and Autism/ADHD consultation notes
through e-mail attachments rather than printing them or mailing them tfor you.

% If you happen to lose the original copy of a note, or need an additional copy, you will -
be able to print one off easily yourself rather than having to phone the ofiice and
have a new copy sent to you. _

“* We can also send patient educational materials through e-mail. If you call with a
question and we have a document that may help, or be of interest to you, we will be

~ happy to send it to you in an e-mail.

When writing an email to our office/staff:

% Please include in the subject line the category that best describes the content of your

emall (insurance, billing, prescription, nutrition, etc...).

«* In the body of the message, please include the patient's full name as well as another
1dentifier (date of birth, social security number, etc.) so that there 1s no mistaking
which patient we are addressing:.

* If you are not the patient, please give us your full name.

* Please let us know if you want an answer by email, by phone, by fax, or by mail.

* T'he e-mail system in our office 1s not to be used for the distribution of any offensive,
or disruptive messages, including messages containing offensive comments about
race, gender, age, sexual orientation, pornography, religious or political beliefs,
national origin or disability, as well as forwarded joke or chain e-mails. EEmails that
fall into, or appear to be in, any of the aforementioned categories, will be deleted

immediately. So please, make sure that your email looks professional.
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The personal privacy of your e-mail address:

“* Your email address will only be used by our office.

% We will never give out your email address to a third party.

** On occasion we do send out mass e-mails to notify you of changes to our office

policies, upcoming events that may be of interest to our patients, or other news that
we feel our patients should be informed about.

+ ¢

NG

4+ ¢

We are generally prompt in responding to your e-mails, but please, NIEVIER use e-mail
to contact us in case of emergencies. Instead, please call our office and we will be glad to
assist you right away.

The e-mail addresses of the RIMLAND Center staff can be found on our website:
www.rimlandcenter.com

[t you change your e-mail address(es) please let us know.

I have read and agree to the terms and conditions listed above,

Date:

Signature

Patient:

Printed Name of Parent/Guardian

E~-Mail:

Home
Address:

Phone #: Cell #:

11 wish to receive well-child notes and other medical information directly related to my child.

[11 wish to receive e-mails informing me of upcoming Rimland Center events (cooking classes,
autism events, news regarding the Rimland Center, etc.) These e-mails will not include general
community events or spam.

L1 do not wish to receive any e-mails. Do not put my e-mail address on file or send me my
child’s notes, events or news about the Rimland Center.






