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11604 Bunnell Ct S, Potomac, MD 20854
(301) 299-6714
                                                                                             


Patient Name: ___________________________________________   Date of Birth:  ________________

Acknowledgement of Receipt of Notice of Privacy Practices
I acknowledge that I have received a copy of The Mendelson Group, LLC’s Notice of Privacy Practices. I further acknowledge that a copy of the current notice will be posted in the reception area and on the website, and that I will be offered a copy of any amended Notice of Privacy Practices at each appointment. 

· This Notice informs me how The Mendelson Group, LLC will use my health information for the purposes of my treatment and/or payment for my treatment. 

· This Notice explains in more detail how The Mendelson Group, LLC may use and share my health information for other than treatment, payment, and health care operations. 

· The Mendelson Group, LLC will also use and share my health information as required/permitted by law. 
Authorization to Use and Disclosure of Health Information
I authorize The Mendelson Group, LLC to disclose my protected health information as described below. I understand that if the person/organization authorized to receive and use the information is not a health plan or health care provider, the disclosed information may no longer be protected by federal privacy regulations. 

[bookmark: _Hlk42602278]□  I prohibit The Mendelson Group, LLC from using and disclosing my protected health information to  
     any  person or entity other than required by HIPAA regulations. 

□  I consent to The Mendelson Group, LLC releasing my protected health information to my insurance  
     company, attorney, employer, school, related healthcare provider, assignees and/or 
     beneficiaries and all other related persons as it relates to my treatment. 

I understand that I have the right to request restrictions as to how my protected health information may be used or disclosed by The Mendelson Group, LLC.  Please note any restrictions here:
_____________________________________________________________________________________
_____________________________________________________________________________________
I understand that I may revoke this authorization at any time by giving written notice to The Mendelson Group, LLC.

_________________________________________________________ 
Printed name of patient or responsible party 
_________________________________________________________                 __________________ Signature of patient or responsible party                                                                      Date

(Please sign both sides)

Informed Consent for Tele-Audiology Services
Tele-Audiology involves the use of electronic communications to enable health care providers to share individual patient health information for the purpose of improving your care and it may involve the use of electronic communications with you in place of an in-person in-office visit. Network and software security protocols will be incorporated into any electronic system from which data is shared. This will offer you improved access to health care through remote tele-consult.

MEDICAL INFORMATION & RECORDS: All existing laws regarding your access to medical information and copies of your medical records apply to this tele-audiology consultation. No patient information for this interaction shall be shared without your further consent. 

CONFIDENTIALITY: Confidentiality protections under State and Federal law will be adhered to and will apply through all reasonable and appropriate efforts throughout this tele-audiology consultation. 

RIGHT: You may withdraw/withhold your consent to tele-audiology consult any time without impacting your right to future care.
 
· I agree to participate in tele-audiology consultation. 
· I refuse to participate in tele-audiology consultation. 

_______________________________________________________________    ____________________  
Signature of patient or responsible party				             Date

Payment Responsibility and Assignment of Insurance Benefits
I understand that I have a personal and primary obligation to pay for all audiological/health care services when rendered and I agree to pay all bills promptly.  I further understand that although The Mendelson Group, LLC may submit a bill to my insurance company as a service to me, that service does not relieve me of my personal responsibility to ensure that the insurance company makes payment according to the terms of my policy. I am aware that insurance payments/reimbursements may not cover the total balance due for the services received. (Please be advised that Medicare does not cover hearing aids or hearing aid services.)

I agree to pay any outstanding balance on my account, if such action is deemed necessary. I agree to pay any additional fees and/or costs incurred in order to collect payments on my account. I understand that there will be a $25 fee for any checks returned for nonpayment.  I waive my rights under Maryland’s statute of limitation should reconciliation of my account extend beyond three (3) years from the date of service.

I request that The Mendelson Group, LLC submit a claim to my insurance company for any services furnished to me by its practitioners, and I authorize the direct payment of any benefits from my insurance company for these services to be made to The Mendelson Group, LLC.

_______________________________________________________________     ____________________
Signature of patient or responsible party                                                                        Date
(Please sign both sides)
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