Nutrition Coaching, LLC

Lise Gloede, RD, CDE

2517 North Glebe Road
Arlington, VA 22207

Office:  703-516-4973
Fax:  703-522-2692
CONSENT FOR RELEASE OF INFORMATION FOR TREATMENT, PAYMENT AND HEALTHCARE OPTIONS
I ______________________________________________, hereby authorize Nutrition Coaching, LLC to use and/or disclose my health information for reasonable use to carry out my treatment, payment and healthcare operations.  I understand that while this consent is voluntary, if I refuse to sign this consent, Nutrition Coaching, LLC can refuse to treat me.
I have been informed that Nutrition Coaching, LLC has prepared a notice (“Privacy Notice”) that more fully describes the uses and disclosures that can be made of my individually identifiable health information for treatment, payment and healthcare operations. I understand that I have the right to review such Notice prior to signing this consent.
I understand that I may revoke this consent at any time by notifying Nutrition Coaching, LLC in writing.  If I revoke my consent, such revocation will not affect any actions that Nutrition Coaching, LLC took before receiving my revocation.  I understand Nutrition Coaching, LLC has reserved the right to change their privacy notice and that I can obtain such changes upon request. 
I understand that I have the right to request that Nutrition Coaching, LLC restricts how my individually identifiable health information is used or disclosed to carry out treatment, payment or healthcare options.  I understand that Nutrition Coaching, LLC does not have to agree with such restrictions, but that once restrictions are agreed upon, Nutrition Coaching, LLC must adhere to such restrictions.
_______________________________________________


_____________________________________

Patient Signature
 or Guardian or Personal Representative


Today’s date




(Specify relationship)






********************************************************************************************************

AUTHORIZATION FOR NUTRITION COACHING, LLC TO RELEASE MEDICAL INFORMATION
Please list any of the following individuals that you may want to have access to your healthcare information: Family Member/ friends.

I hereby authorize that Nutrition Coaching, LLC may release medical information to the following individuals (family members/friends ): ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medical information includes your diagnosis, test results, medical records, and treatment plan.  This authorization is valid indefinitely unless otherwise specified.
_______________________________________________


_______________________________________

Patient Signature
 or Guardian or Personal Representative


Today’s date




(Specify relationship)





Nutrition Coaching, LLC

Lise Gloede, RD, CDE

2517 North Glebe Road
Arlington, VA 22207

Office:  703-516-4973
Fax:  703-522-2692
Acknowledgement of receipt of privacy notice
By signing this form, I acknowledge that Nutrition Coaching, LLC has provided me access to a copy of its Privacy Notice, which explains how my health information will be handled in various situations.
_______________________________________________


_____________________________________
Patient Signature
 or Guardian or Personal Representative


Today’s date




(Specify relationship)






************************************************************************************************************
AUTHORIZATION TO REQUEST MEDICAL INFORMATION FROM YOUR HEALTHCARE PROVIDER
I ___________________________________________________,    _____________________________ hereby authorize 


(Your Name)





(Date of Birth)
(Your doctor’s name) Dr._________________________________, to release my progress notes/labs to Lise Gloede, RD, CDE of Nutrition Coaching, LLC at the above mentioned address. The purpose of this disclosure is for referral to specialist. The authorization is valid indefinitely unless otherwise specified.
_______________________________________________


_______________________________________

Patient Signature
 or Guardian or Personal Representative


Today’s date




(Specify relationship)






************************************************************************************************************

APPOINTMENT AND PAYMENT INFORMATION

Appointments:   Individual appointments are scheduled for a specific time slot and reserved exclusively for you.    *The Fee for a missed appointment is $65 unless we are notified at least 24 hours in advance or (1 business day), or in cases of true emergency (hospitalization, natural disaster, etc.).
Patient Financial Policy: We are committed to providing you with the best possible care, and in trying to help you receive your maximum allowable insurance benefits.  We need your assistance and your understanding of our payment policy.  Your insurance contract is between you, your employer and the insurance company.  Not all services are covered by all contracts.  While filing of insurance claims is a service that we extend to our patient, all fees are the patient’s responsibility. Payment for services not covered by insurance and/or other out of network charges, (deductibles, co-payments, etc.) are your responsibility and payment is expected at the time of service.  We accept cash or check (payable to “Nutrition Coaching, LLC”.)   Credit or debit cards are not accepted at this time. Any checks returned for insufficient funds are forwarded to a check exchange program which pursues collection of the amount of the check. Additionally, a fee of $30 will be charged by Nutrition Coaching, LLC for checks returned for insufficient funds.  Balances older than 30 days may be subject to additional collection fees. 

Patient Financial Agreement: 
I understand and agree that (regardless of my insurance status), I am ultimately responsible for the balance on my account for any professional services rendered, as well as, any additional collection fees, administrative charges, or “missed appointment” fees.
_______________________________________________


_______________________________________

Patient Signature
 or Guardian or Personal Representative


Today’s date





(Specify relationship)






