FAMILY WELLNESS CENTER, INC.

2621 W. Wackerly St., Suite E

Midland, MI  48640

(989) 496-7472
General Information

Appointment Hours:

Monday
10 a.m. to 7 p.m.

Tuesday
8 a.m. to 5 p.m.
Wednesday
1 p.m. to 7 p.m.
Thursday
8 a.m. to 5 p.m.
Payment Policy:

· Payment in full is expected on the date of service. We accept cash, Visa, MasterCard and Discover, or checks made payable to Family Wellness Center. A detailed receipt is available upon request.

· You are responsible for submitting claims to your insurance company for reimbursement. Your insurance company may or may not reimburse payments for acupuncture services, depending on your benefit plan. Please consult your insurance company for their reimbursement policies regarding acupuncture. We will be happy to provide you with a clearly itemized receipt for you to submit to your insurance company.
Cancellation Policy:

· If you are unable to keep a scheduled appointment, please call the office as soon as possible so that patients who are on a waiting list for a cancellation may come in your place.  
· We require a minimum of 24 hours notice for cancellations. If an emergency arises, and 24 hours notice is not possible, please call as soon as you are able to do so.  
· Appointments are made specifically for you, and if they are missed without prior notification, we reserve the right to assess a $25 fee.

Family Wellness Center, Inc.

2621 W. Wackerly Street, Suite E

Midland, MI  48640

989-496-7472 phone

989-633-9130 fax

Shirley Moore, M.S., R.Ac.

NOTICE OF PRIVACY PRACTICES

This notice describes how medical information about you may be used and disclosed and how you can get access to this information. Please review it carefully. The privacy of your medical information is important to us. 

Overview

The law requires us to keep your protected health information (“PHI”) private in accordance with this Notice of Privacy Practices notice (“Notice”) as long as this Notice remains in effect. We are also required to provide you with a paper copy of this Notice, which contains our privacy practices, our legal duties and your rights concerning your PHI.

From time to time, we may revise our privacy practices and the terms of our Notice at any time, as permitted or required by applicable law. Such revisions to our privacy practices and our Notice may be retroactive. Our Notice will be updated and made available to our patients prior to any significant revisions of our privacy practices and policies.

Our Privacy Practices

Use and Disclosure: We may use or disclose your PHI for treatment, payment or healthcare operations. The following are examples of potentials uses or disclosures:

· Treatment – Your PHI may be used by or disclosed to any physicians or other healthcare providers involved with the medical services provided to you;
· Payment – Your PHI may be used or disclosed in order to collect payment for the medical services provided to you;
· Healthcare Operations – Your PHI may be used or disclosed as part of our internal healthcare operations. Such healthcare operations may include, among other things, quality of care audits of our staff and affiliates, conducting training programs, accreditation, and certification, licensing, or credentialing activities.
Authorizations: We will not use or disclose your medical information for any reason except those described in the Notice, unless you provide us with a written authorization to do so. We may request such an authorization to use or disclose your PHI for any purpose, but you are not required to give us such authorization as a condition of your treatment. Any written authorization from you may be revoked by you in writing at any time, but such a revocation will not affect any prior authorized uses or disclosures.

Patient Access: We will provide you with access to your PHI as described in the “Individual Rights” section of this Notice. With your permission, or in some emergencies, we may disclose your PHI to your family members, friends or other people to aid in your treatment or in the collection of payment. A disclosure of your PHI may also be made if we determine it is reasonable and necessary or in your best interest, such as allowing a person who is acting on your behalf to receive filled prescriptions, medical supplies, X-rays, etc.

Locating Responsible Parties: Your PHI may be disclosed in order to locate, identify or notify a family member, your personal representative, or other person responsible for your care. If we determine, in our reasonable, professional  judgment, that you are capable of doing so, you will be given the opportunity to consent to or to prohibit or restrict the extent of recipients of such disclosure. If we determine that you are unable to provide such consent, we will limit the disclosure of your PHI to the minimum amount necessary.

Disasters: We may use or disclose your PHI to any public or private entity authorized by law or by its charter to assist in disaster relief efforts.

Required by Law: We may use or disclose your medical information when we are required to do so by law. For example, your PHI may be released when required by privacy laws, workers’ compensation or similar laws, public health laws, court or administrative orders, subpoenas, certain discovery requests, or other laws, regulations or legal processes. Under certain circumstances, we may make limited disclosures of PHI directly to law enforcement officials or correctional institutions regarding an inmate, lawful detainee, suspect, fugitive, material witness, missing person, or a victim or suspected victim of abuse, neglect, domestic violence or other crimes. We may disclose your PHI to the extent reasonably necessary to assist law enforcement officials to capture a third party who has admitted to a crime against you or who has escaped lawful custody.

Deceased Persons:  In the event of your death, we may disclose your PHI to a coroner, medical examiner, funeral director or organ procurement organization in limited circumstances.

Research: Your PHI may also be used or disclosed for research purposes only in those limited circumstances requiring your written authorization, such as those which have been approved by an institutional review board that has established procedures for ensuring the privacy of your PHI.

Military and National Security: We may disclose to military authorities the medical information of Armed Forces personnel under certain circumstances. When required by law, we may disclose your PHI for intelligence, counterintelligence, and other national security activities. 

Your Individual Rights

Access and copies: In most cases, you have the right to review or to purchase copies of your PHI by requesting access or copies in writing to our Privacy Officer. Please contact our Privacy Officer regarding copying fees.

Disclosure Accounting: You have the right to receive an accounting of the instances, if any, for which your PHI was disclosed for purposes other than those described the following sections: Use and Disclosure, Patient Access, Locating Responsible Parties. For each 12-month period, you have the right to receive one free copy of an accounting of details surrounding such disclosures that occurred after April 13, 2003. If you request a disclosure accounting more than once during a 12-month period, we will charge you a reasonable, cost-based fee for each individual request. Please contact our Privacy Officer regarding these fees.

Additional Restrictions: You have the right to request that we place additional restrictions on our use of disclosure of your PHI, but we are not required to honor such a request. We will be bound by such restrictions only if we are to do so in writing, signed by our Privacy Officer.

Alternate Communication: You have the right to request that we communicate with you about your PHI by alternative means or in alternative locations. We will accommodate any reasonable request if it specifies in writing the alternative means or location, and provides a satisfactory explanation of how future payments will be handled.

Amendments to PHI: You have the right to request that we amend your PHI. Any such request must be in writing and contain a detailed explanation for the requested amendment. Under certain circumstances, we may deny your disagreement to which we may prepare a rebuttal, a copy of which will be provided to you at no cost. Please contact our Privacy Officer with any further questions about amending your medical record. 

Complaints

If you believe we have violated your privacy rights, you may complain to us or to the Secretary of the U.S. Department of Health and Human Services. You may file a complaint with us by notifying our Privacy Officer.

We support your right to protect the privacy of your medical information. We will not retaliate in any way if you choose to file a complaint with us or with the Department of Health and Human Services.

Contact Us:

Shirley Moore, M.S. R. Ac.

Family Wellness Center

989-496-7472

FAMILY WELLNESS CENTER, INC.

2621 W. WACKERLY STREET

SUITE E

MIDLAND, MI  48640

(989)496-7472

ACKNOWLEDGMENT OF RECEIPT OF

NOTICE OF PRIVACY PRACTICES


The undersigned patient or legally authorized representative of the patient acknowledges that he/she personally received a copy of the Family Wellness Center Notice of Privacy Practices.

______________________________________

Date:_______________________

Signature of Patient or Patient’s Representative

______________________________________

____________________________

Print Name




                Relationship to Patient
Family Wellness Center, Inc.

Shirley Moore, M.S. R.Ac.


Informed Consent for Acupuncture

I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice of acupuncture on me (or on the patient named below, for whom I am legally responsible) by the acupuncturist named above.

I understand that methods of treatment may include, but are not limited to, acupuncture, cupping, electrical stimulation, Tiu-Na (Oriental massage), and Traditional Chinese Medicine, including herbs and nutritional counseling. I understand that the herbs may need to be prepared and the teas consumed according to the instructions provided orally or in writing. The herbs may have an unpleasant smell or taste. I will immediately notify the office of any unanticipated or unpleasant side effects associated with the consumption of herbs.

I have been informed that acupuncture is a generally safe method of treatment, but that it may have some side effects including bruising, numbness, or tingling near the needling sites that may last a few days, and dizziness or fainting. Unusual risks of acupuncture include spontaneous miscarriage, nerve damage, and organ puncture, including lung puncture (pneumothorax). Infection is another possible risk, although this office uses sterile disposable needles and maintains a clean and safe environment. Bruising is a common side effect of cupping, and burns and or scarring are potential risks of cupping. I understand that while this document describes the major risks of treatment, other side effects and risks may occur. The herbs and nutritional supplements (which are from plant, animal, and mineral sources) that have been recommended are traditionally considered safe in the practice of Oriental Medicine, although some may be toxic in large doses. I understand that some herbs may be inappropriate during pregnancy. Some possible side effects of taking herbs are nausea, gas, stomachache, vomiting, headache, diarrhea, rashes, hives, and tingling of the tongue. I will notify this office immediately if I experience any of these side effects or if I become pregnant while taking an herbal formula.

I do not expect Family Wellness Center, Inc. to be able to anticipate and explain all possible risks and complications of treatment, and I wish to rely on the acupuncturist to exercise judgment during the course of treatment, which based upon the facts known at the time, the acupuncturist thinks is in my best interest. I understand that results are not guaranteed.

I understand that my records will be kept confidential and will not be released without written consent.

I have notified my general practitioner of my intent to seek acupuncture treatment and he/she has no concerns from a medical perspective.

By voluntarily signing below, I show that I have read, or have had read to me, the above consent for treatment, have been told about risks and benefits of acupuncture and other procedures, and have had an opportunity to ask questions. I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.

______________________________________

Date:_______________________

Signature of Patient or Patient’s Representative

______________________________________

____________________________

Print Name




                Relationship to Patient
Family Wellness Center, Inc. 

Shirley Moore, M.S., RAc

Financial Policy

Thank you for choosing Family Wellness Center as your source of acupuncture services. We are committed to the success of your treatment. We consider payment of your bill as part of your treatment and ask that you read and sign this statement prior to beginning services. 

The fee for an initial consultation is $80.00; a standard 60-minute session is $65.00. In order to keep our costs as low as possible, payment for services is expected at the end of each session. We accept cash, checks and Visa, Mastercard and Discover.  We will charge a $5.00 billing fee if payment is not made at time of service and a 1.5% interest fee will be charged on balances over 60 days old.  

Currently, we do not participate in insurance plans because most insurance plans in Michigan do not cover acupuncture. Our office will be happy to provide you with documentation necessary for you to submit for possible reimbursement. If you have questions about your coverage, your most helpful source will be your insurance company. 

We ask that you cancel appointments at least 24 hours in advance. This allows us to schedule others that may be waiting for an opening. We do charge for missed appointments, a minimum of $25 up to the full fee if appointments are missed repeatedly. 

I have read, understood and agree to abide by this Financial Policy.

_______________________________________________

Name of client or responsible party (please PRINT)

_______________________________________________

________________________

Signature of client or responsible party



Date

Your services are confidential unless one of the following conditions exists:

1) written release signed by the client or responsible party,  

2) to seek help in a medical emergency, 

3) to seek help if child abuse is occurring,  

4) if a judge directs the release of information, 

5) for collection of your bill.  

We maintain confidentiality at the highest standards. 























5/1/2012

Family Wellness Center, Inc.

Shirley Moore, M.S. R.Ac.


Designation of Release of Health Information

Family Wellness Center adheres to a policy of not releasing protected health information to individuals other than the patient.  By indicating below, you can designate others to receive your health information.

I understand that the information in my health record may include information relating to sexually transmitted diseases, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV).  It may also include information about behavioral or mental services, and treatment for alcohol and drug abuse.  

Choose Option A or Option B listed below.



Option A


□ I choose to have my health information released to only me.








Option B


□ I authorize Family Wellness Center to release protected health care information about myself to the following individual(s):





____________________________________	________________


Name						Relationship








____________________________________	________________


Name						Relationship





□ Any/All information





□ Specific information: _________________________________





By indicating below, you may also elect to receive messages with more detailed information than the standard allows.





I authorize Family Wellness Center to leave detailed messages relating to my medical information on my answering machine at:





______	□	Home Phone Number (____) ______________________________________


Pt. Int.


______	□	Work Phone Number  (____) ______________________________________


Pt. Int.





I hereby grant the above elected methods of communicating my protected health information.  Furthermore, I understand that I may at any time change or rescind my elections either by completing a new form, or by written correspondence with this office; otherwise, this election is valid for 12 months. 





_________________________________________________		______________________


Patient/Parent/Legal Guardian Signature					Effective Date


_________________________________________________		______________________


Witness Signature								Date





Patient Name: ________________________________			DOB: _________________
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