Greg Meyer MD, MD(H)
Phoenix, AZ
602-320-5181

PHYSICIAN-PATIENT SERVICES AGREEMENT

Welcome to Meyer Homeopathy (MH). This document (the Agreement) contains important information
about professional services and business policies. It also contains summary information about the Health
Insurance Portability and Accountability Act (HIPAA), a new federal law that provides new privacy
protections and new patient rights with regard to the use and disclosure of your Protected Health
Information (PHI) used for the purpose of treatment, payment, and health care operations. HIPAA
requires that I provide you with a Notice of Privacy Practices (the Notice) for use and disclosure of PHI
for treatment, payment and health care operations. The Notice, which is attached to this Agreement,
explains HIPAA and its application to your personal health information in greater detail. The law requires
that I obtain your signature acknowledging that I have provided you with this information at the end of
this session. Although these documents are long and sometimes complex, it is very important that you
read them carefully before our next session. We can discuss any questions you have about the procedures
at that time. When you sign this document, it will also represent an agreement between us. You may
revoke this Agreement in writing at any time. That revocation will be binding on me unless I have taken
action in reliance on it; if there are obligations imposed on me by your health insurer in order to process
or substantiate claims made under your policy; or if you have not satisfied any financial obligations you
have incurred.
Procedures and Policies for Meyer Homeopathy clinic:

Description:
The initial intake session and follow-up sessions are usually video-taped. This is for further
review (if needed), to determine an appropriate remedy and to document the course of healing. It may be
used in a teaching format for students of homeopathy. Strict confidentiality is maintained in all sessions.

Payment:
Dr. Meyer asks all new patients to pay at the time of visit (fee for service). We will
provide the necessary insurance forms for you to be reimbursed by your insurance company. Insurance

companies will not reimburse for visits where the physician is not present. If no arrangement or payment
is made, and account is then referred for collections, patron will pay all reasonable collection fees and
legal costs incurred.

Appointments:
Appointments are currently made by phone with Dr. Meyer and a meeting is arranged.

Follow up Appointments
After the initial appointment you will need to schedule a follow up appointment. This
appointment is approximately 6 weeks after the first visit. It is important that this appointment is kept.
This appointment will be with Dr. Meyer.

Fee Schedule:(effective 06/27/14)
New Homeopathic Comprehensive Evaluation 12 and older:

$400.00

New Homeopathic Comprehensive Evaluation 11 and younger: $250.00
Follow up Visit (Any):

$100.00

Follow up if great than 1 year since last visit

$200.00

3% fee added to credit card or medical HSA cards

Phone Consultations:
Fees are charged for phone consultations under the following conditions:
1) When specific medical prescriptions or recommendations are made and
2) The call exceeds ten minutes
Emails:
Fees are charged for email questions or follow-ups when specific medical prescriptions or
recommendations are made.
Fees are not charged for phone calls/emails made to clarify issues discussed during an office visit,
questions concerning treatment or brief progress reports on the effectiveness of treatment. The fee is $20
for every ten minutes of my time, or portion thereof, in increments of 10 minutes, (for including time not
on the phone) if further case research/evaluation is done.

Canceling Appointments:
Appointments may be canceled up to 5 days before a scheduled visit. When less notice is given
or if an appointment is missed, the following fees will be charged:

New Homeopathic

$200.00

Follow Up

$ 60.00

For no shows, a full charge will be asked. Note that these fees must be paid before your next
appointment. Insurance companies do not cover missed appointment fees. You will have to pay this
yourself.

Late Arrivals: We make every effort to remain on schedule so that patients are not inconvenienced.
Please be on time. If you are late, the visit will be shortened or may have to be rescheduled.

Concerns about After Hours and Emergencies:
After the initial consultation, questions and concerns should be addressed to Dr. Meyer.
In emergency situations please use common sense. If the condition is life threatening or it
becomes severe, please take one of the following precautions:
1) Contact your local family practice physician
2) Contact your local hospital emergency room
Please follow the medical advice you are given by these people. Homeopathic medicines do not interfere
with standard medical treatment.

LIMITS ON CONFIDENTIALITY
The law protects the privacy of all communications between a patient and a physician. In most situations,
I can only release information about your treatment to others if you sign a written Authorization form that
meets certain legal requirements imposed by HIPAA. There are other situations that require only that you
provide written, advance consent. Your signature on this Agreement provides consent for those activities,
as follows:


I may occasionally find it helpful to consult other health professionals about a case. During a
consultation, I make every effort to avoid revealing the identity of my patient. The other
professionals are also legally bound to keep the information confidential. If you don’t object, I
will not tell you about these consultations unless I feel that it is important to our work together. I
will note all consultations in your Clinical Record (which is called “PHI” in my Notice of Policies
and Practices to Protect the Privacy of Your Health Information).



You should be aware that I may practice with other health professionals and that I may employ
administrative staff. In most cases, I need to share protected information with these individuals

for both clinical and administrative purposes, such as scheduling, billing and quality assurance.
All of the health professionals are bound by the same rules of confidentiality. All staff members
have been given training about protecting your privacy and have agreed not to release any
information outside of the practice without the permission of a professional staff member.


Disclosures required by health insurers or to collect overdue fees are discussed elsewhere in this
Agreement.



If a patient threatens to harm himself/herself, I may be obligated to seek hospitalization for
him/her, or to contact family members or others who can help provide protection.

There are some situations where I am permitted or required to disclose information without either your
consent or Authorization:


If you are involved in a court proceeding and a request is made for information concerning the
professional services I provided you, such information is protected by the physician-patient
privilege law. I cannot provide any information without your or your legal representative’s
written authorization, or a court order. If you are involved in or contemplating litigation, you
should consult with your attorney to determine whether a court would be likely to order me to
disclose information.



If a government agency is requesting the information for health oversight activities, I may be
required to provide it for them.



If a patient files a complaint or lawsuit against me, I may disclose relevant information regarding
that patient in order to defend myself.



If a patient files a worker’s compensation claim, and I am providing services related to that claim,
I must, upon appropriate request, provide appropriate reports to the Workers Compensation
Commission or the insurer.

There are some situations in which I am legally obligated to take actions, which I believe are necessary to
attempt to protect others from harm and I may have to reveal some information about a patient’s
treatment. These situations are unusual in my practice.



If I have reason to believe that a child under 18 who I have examined is or has been the victim of
injury, sexual abuse, neglect or deprivation of necessary medical treatment, the law requires that I
file a report with the appropriate government agency, usually the Office of Child Protective
Services. Once such a report is filed, I may be required to provide additional information.



If I have reason to believe that any adult patient who is either vulnerable and/or incapacitated and
who has been the victim of abuse, neglect or financial exploitation, the law requires that I file a
report with the appropriate state official, usually a protective services worker.

Once such a

report is filed, I may be required to provide additional information.


If a patient communicates an explicit threat of imminent serious physical harm to a clearly
identified or identifiable victim, and I believe that the patient has the intent and ability to carry
out such threat, I must take protective actions that may include notifying the potential victim,
contacting the police, or seeking hospitalization for the patient.

If such a situation arises, I will make every effort to fully discuss it with you before taking any action and
I will limit my disclosure to what is necessary.

While this written summary of exceptions to confidentiality should prove helpful in informing you about
potential problems, it is important that we discuss any questions or concerns that you may have now or in
the future. The laws governing confidentiality can be quite complex, and I am not an attorney. In
situations where specific advice is required, formal legal advice may be needed.

PROFESSIONAL RECORDS

The laws and standards of my profession require that I keep Protected Health Information about you in
your Clinical Record. Except in unusual circumstances that involve danger to yourself and/or others or
where information has been supplied to me confidentially by others, you may examine and/or receive a
copy of your Clinical Record if you request it in writing. Because these are professional records, they can
be misinterpreted and/or upsetting to untrained readers. For this reason, I recommend that you initially
review them in my presence. If I refuse your request for access to your records, you have a right of
review, which I will discuss with you upon request.

PATIENT RIGHTS

HIPAA provides you with several new or expanded rights with regard to your Clinical Record and
disclosures of protected health information. These rights include requesting that I amend your record;
requesting restrictions on what information from your Clinical Record is disclosed to others; requesting
an accounting of most disclosures of protected health information that you have neither consented to nor
authorized; determining the location to which protected information disclosures are sent; having any
complaints you make about my policies and procedures recorded in your records; and the right to a paper
copy of this Agreement, the attached Notice form, and my privacy policies and procedures. I am happy to
discuss any of these rights with you.

MINORS & PARENTS
Patients under 18 years of age who are not emancipated and their parents should be aware that the law
may allow parents to examine their child’s treatment records.

BILLING AND PAYMENTS
You will be expected to pay for each session at the time it is held, unless we agree otherwise. Payment
schedules for other professional services will be agreed to when they are requested. [In circumstances of
unusual financial hardship, I may be willing to negotiate a fee adjustment or payment installment plan.]

If your account has not been paid for more than 60 days and arrangements for payment have not been
agreed upon, I have the option of using legal means to secure the payment. This may involve hiring a
collection agency or going through small claims court which will require me to disclose otherwise
confidential information. In most collection situations, the only information I release regarding a patient’s
treatment is his/her name, the nature of services provided, and the amount due. [If such legal action is
necessary, its costs will be included in the claim.]

INSURANCE REIMBURSEMENT
If you have a health insurance policy, I will fill out forms and provide you with whatever assistance I can
in helping you receive the benefits to which you are entitled; however, you (not your insurance company)
are responsible for full payment of my fees. It is very important that you find out exactly what health
services your insurance policy covers.

You should also be aware that your contract with your health insurance company requires that I provide it
with information relevant to the services that I provide to you. I am required to provide a clinical
diagnosis. Sometimes I am required to provide additional clinical information such as treatment plans or

summaries, or copies of your entire Clinical Record. In such situations, I will make every effort to release
only the minimum information about you that is necessary for the purpose requested. This information
will become part of the insurance company files and will probably be stored in a computer. Though all
insurance companies claim to keep such information confidential, I have no control over what they do
with it once it is in their hands. In some cases, they may share the information with a national medical
information databank. I will provide you with a copy of any report I submit, if you request it. By signing
this Agreement, you agree that I can provide requested information to your carrier.

Your signature below indicates that you have read the information in this document and agree to abide by
its terms during our professional relationship.

Acknowledgement of Receipt of Privacy Notice ( HIPAA)
I acknowledge that I have received a copy of the office’s Notice of Privacy Practices for Protected Health
Information (HIPAA).

Signed:_____________________________________________Date_______________________
Patient or Legally Authorized Individual

Printed Name:____________________________________________

Relationship to Patient:
 Self

Parent

Legal Guardian

Other:_________________________
Rev. 6/27/14

