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Notice of Privacy Practices Acknowledgement


I understand that under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) effective April 14, 2003, I have certain rights to privacy regarding my protected health information. 

I hereby acknowledge that I have received, read and understood this information and that any questions I may have had, have been answered.

Patient Name 	

Relationship to Patient 

Signature 

Date









--------------------------------------------------------------------------------------------------------------------
Office use only:
Patient Refusal of HIPAA acknowledgement

Reason __________________________________
Date ____________________________________
Employee Signature ________________________







Date ____________________

Patient Name _______________________________________________________
                         Last                                                First                                        Middle
Address __________________________________________________________________
__________________________________________________________________
Phone: Home ________________________Cell ___________________________
Male (  ) Female (  )     Date of Birth _______________________ Age __________
Email address ______________________________________________________
Primary Care Physician _____________________________________________
Address ___________________________________________________________
Telephone__________________________________________________________
Place of Employment _________________________________________________
Marital Status       Single (  )  Married (  )  Divorced (  )  Widowed (  )
Spouse Name _____________________________________________________
Referred by ________________________________________________________
Emergency Contact_____________________________ Phone ________________
Guarantor Name _____________________________________________________
Address ____________________________________________________________
___________________________________________________________________
Phone: Home ________________________ Cell ____________________________
Place of Employment __________________________________________________
Date of Birth __________________ Relationship to Patient ____________________



PHARMACY INFORMATION
 
Patient Name _______________________________________________________________

Address ____________________________________________________________________

Telephone # ________________________________________________________________

Date of Birth _________________________________________________________________

Pharmacy ID# ________________________________________________________________

Local Pharmacy Name _________________________________________________________

Address _____________________________________________________________________

Telephone # __________________________________________________________________

Mail Away Pharmacy Name _____________________________________________________

Address ______________________________________________________________________

Telephone # ___________________________________________________________________

Prior Authorization # ____________________________________________________________

Which is your preferred pharmacy?
(  ) Local
(  ) Mail Away

Preferred Laboratory

Name ________________________________________________________________________

Address ______________________________________________________________________

Telephone # ___________________________________________________________________





INSURANCE INFORMATION

Primary Coverage

Name of Insured ____________________________ Relationship to patient ________________
Insurance Company _________________________ Phone ______________________________
Policy ID __________________________________ Group ______________________________
Insurance Address (Optional) ______________________________________________________
Birthdate _______________________________________________________

Secondary Coverage
Name of Insured ____________________________ Relationship to patient ________________
Insurance Company _________________________ Phone ______________________________
Policy ID __________________________________ Group ______________________________
Insurance Address (Optional) ______________________________________________________
Birthdate _______________________________________________________

Billing and Insurance Agreement
I understand that Dr. Budman does not accept insurance and will not bill my health insurance for services rendered. 
I understand that all information about my illness and treatment is privileged and confidential and that none of my records will be released to anyone without my written authorization.
I, __________________________, authorize Dr. Budman to release information to my insurance company, if so requested by them, in order for me to be reimbursed for the visit.

__________________________________________________  ___________________________
Signature	Date



OFFICE POLICIES – PAYMENT INFORMATION CONSENT FORM
Please be advised that Dr. Budman does not accept insurance and will not bill your insurance plan. Payment in full must be made at the time of service.
Payment Method: This practice accepts cash, personal checks, and credit cards (Visa, Master Card and American Express.) Payment is expected at the time of service. You will be responsible for any fees associated with bounced or returned checks.
Insurance Information: You will be provided with a receipt at the time of payment. Contact your insurance company if you have any questions regarding your reimbursement, as each carrier differs.
Cancellations or Broken Appointments: Dr. Budman has a 24-hour cancellation policy for appointments. Unless you cancel at least 24 hours before the appointment time, you will be charged for the visit at the regular rate. 
Pharmacy Calls: Kindly call at least two weeks in advance to ensure that your prescription reaches you in time or make arrangements to pick them up from the office.
Telephone Advice: Any telephone calls will be billed by the amount of time Dr. Budman spends with the patient or patient’s representative.
Account Balances: Payment is expected at the time of service. If the fees are not paid at the time of service, the open balance will be automatically charged to the credit card that you have provided on the Authorization for Credit Card Use form or the one verbally given at the initial intake appointment phone call. If, in any event there is a balance carryover beyond two sessions, further appointments will not be scheduled until the balance is paid in full.
Records: The practice uses electronic medical records and e-prescribing. This consent acknowledges your permission for their use. Records will not be released from the office without your explicit consent, and will only be released to the patient, parent/guardian or designated authorized party. Any requests for photocopies of records must be made in advance and there will be a charge per page for processing.
Use of unencrypted email communication 
Communication over the internet or using unencrypted email may not be secure and there is no assurance of confidentiality of information communicated via unencrypted email.   Patients are discouraged from communicating with Dr. Budman via email.

 I have read and agreed to the above policies.

Signature ______________________________________ Date _________________________

 _________________________________  ____________________  _____________________
 Guarantor (if the patient is under 18 years of age)     Relationship	         Date   



APPOINTMENT REMINDERS:
If you would like to receive appointment reminders by email through your electronic health records, please indicate your consent below.  You may rescind this consent at any time in writing.
Signature _______________________________________ Date______________________
MAILING LISTS
If you would like to be included on Dr. Budman’s and the Long Island Center for Tourette’s email and mailing list, please sign and date below. The updates may include newsletters, event information, upcoming lectures, workshops, research studies and support groups.
Signature 	Date 

AUTHORIZATION FOR CREDIT CARD USE

Name _______________________________________________________________________
Credit Card Number ____________________________________________________________
Expiration Date ________________________________ CVV ____________________________

Cathy Budman, MD requires that all accounts be paid in full at the time of service. If the fee is not paid when services are rendered it will automatically be charged to the card listed above or the one that was given at the time of booking the initial visit. By furnishing your credit card information at the initial intake and/or on this form, you are agreeing to this policy. I give authorization for Cathy Budman, MD to charge my credit card for all therapy, telephone sessions, reports, consulted medical advice, and medical management sessions that have open balances.

______________________________________________    ______________________________
Signature	Date 
	


1615 Northern Boulevard, Suite #306, Manhasset, NY  11030 
Telephone (516) 365-0587

