KANTHI RAJU, D.O., P.A.
2150 LAKESIDE BOULEVARD, SUITE 225E
RICHARDSON, TX 75020

Ph: 972-907-5230 Fax: 972-907-5231
REGISTRATION & CONSENTS FORM
Patient Name: ____________________________________________ Date of Birth: _______________
                   Last                                      First                           Middle
Sex:  □M □F    SSN: _____________________________   Marital Status: □ Sin □ Mar □ Div □Sep □ Wid
Parent/Guardian Name: __________________________________________________________________



            Last

First

Middle

Address: ______________________________________________________________________________


Street                                                                  Apt.                City                               State                            Zip Code

Mailing Address (if different from above): ______________________________________________________________________________________
Home Phone: ______________________________ Work Phone: _________________________________

Cell Phone: ________________________________ Preferred Contact Phone: _______________________

Email Address: _________________________________________________________________________

INSURANCE INFORMATION (please present your insurance card to receptionist)

Subscriber’s Name: ____________________________________________Date of Birth: ______________
Subscriber’s Relationship to Patient: □ self □ spouse □ child □ other_______________________________

Primary Insurance Company: ______________________________________________________________
Subscriber’s ID # _________________________Group # _______________________________________

Primary Insurance Company Phone: ________________________________________________________

Primary Insurance Company Address for Claims: ______________________________________________

Subscriber’s Employer: __________________________________________________________________

Subscriber’s Employer Address: ___________________________________________________________

Subscriber’s Employer Phone: _____________________________________________________________

Secondary Insurance Company: ____________________________________________________________

Subscriber’s Name: ___________________________________________Date of Birth: _______________
Subscriber’s ID#__________________________ Group # _______________________________________

Patient’s Signature: ______________________________________________Date: ___________________

Parent/ Guardian Signature: _______________________________________Date: ___________________

KANTHI RAJU, D.O., P.A.

2150 LAKESIDE BOULEVARD, SUITE 225E

RICHARDSON, TX 75082
Ph: 972-907-5230 Fax: 972-907-5231
CONSENT FOR TREATMENT/ SERVICES 
I understand that Dr. Raju originates and maintains health records including my history, symptoms, evaluations, test results, diagnosis, treatment, psychotherapy notes, and plans for future treatment; and, that this information is utilized to plan my treatment, bill for services, communicate with other healthcare providers, assess quality, and review competence of healthcare professionals.  I authorize and request Dr. Raju to carry out diagnostic procedures, psychological evaluations, psychotherapy, and/or psychopharmacological treatment, which may be required at this time or during the course of my treatment.  I understand the purpose and risks of these treatment recommendations will be explained to me upon request and subject to my agreement.  I understand that there are no guarantees regarding the outcome of my treatment.                                                                                                                                                                                                

_________________________________________________________________________ _______________________________ Patient/ Parent/ Guardian/ Conservator Signature                                                                         Date

CONSENT FOR TREATMENT OF CHILD OR DEPENDENT

I am the legal guardian or representative of the patient and on the patient’s behalf, legally authorize the practitioner to deliver mental health services to the patient.  I understand that all policies in these consents apply to the patient I represent.

__________________________________________________________________

Patient Name

__________________________________________________________________________   ________________________________

Parent/Guardian/Conservator Signature                                                                                        Date
AUTHORIZATION TO RELEASE INFORMATION TO HEALTH PROVIDERS
I authorize release of information to my primary care physician, other health providers, institutions, and referral sources for the purpose of my diagnosis, treatment, consultation, and professional communications:
___________________________________________           _______________________________________________

Primary Care Physician Name/ Phone                                               Therapist Name/ Phone
__________________________________________________________________________    ________________________________

Patient Signature                                                                                                                             Date

AUTHORIZATION TO RELEASE INFORMATION TO OTHER PERSONS
Health information that Dr. Raju collects and/or receives about me may be disclosed to the following persons:

___________________________________________          ________________________________________________

Name of Person/Relation/Organization & Phone               
Name of Person/Relation/Organization & Phone

________________________________________________
______________________________________________________

Name of Person/Relation/Organization & Phone

Name of Person/Relation/Organization & Phone

_________ I do not authorize the following information to be disclosed to any parties except to me as the patient:
____________________________________________________________________________________________________________

Information Specified Against Disclosure

MESSAGES

Dr. Raju and her staff may leave messages regarding appointments, prescriptions, and/or treatment at the following numbers:

__________________________________________            ________________________________________________

Home Phone




Work Phone

_______________________________________________
______________________________________________________

Cellular Phone




Other Phone

PRESCRIPTIONS (IF APPLICABLE)

Prescriptions are given by Dr. Raju to the patient at the time of their appointment.  If you need to request a refill before your next appointment, please have your pharmacy fax a refill request to our office, so that it may be approved by Dr. Raju within 48 hours.  Please request stimulant refills by fax or email. Stimulant prescriptions electronically sent to the pharmacy must be filled within 21 days and are billed $10 to the patient when provided outside of appointment dates. Controlled substances are monitored by Dr. Raju through the Texas Prescription Monitoring Program. 
_______________________________________________________________________________________________

Name of Person(s) Authorized to Pick Up Samples and/or Prescriptions for the Patient When Requested

KANTHI RAJU, D.O., P.A.

2150 LAKESIDE BOULEVARD, SUITE 225E

RICHARDSON, TX 75082
Ph: 972-907-5230 Fax: 972-907-5231
CONSENT FOR RELEASE OF INFORMATION UPON INSURANCE ASSIGNMENT

I authorize Dr. Raju and her contracted billing company “Glenwood Systems, L.L.C.” to assignment of my insurance benefits for charges for treatment rendered to me.  Dr. Raju has agreed to accept assignment of my insurance benefits.  I agree to sign any and all forms necessary for the submission of a claim for payment of benefits to my practitioner by my insurance company.  I hereby consent and authorize Dr. Raju to provide my insurance company with any and all information requested in connection with its review and consideration of the claim for payment of benefits.  I acknowledge and understand that I am waiving my right to confidentiality with respect to the records and information requested by my insurance company, and I hereby release all parties from any and all liability arising from release of information and records requested.  I understand that Dr. Raju files insurance claims as a courtesy and in no way releases the patient from responsibility of his/her bill.  I agree to accept responsibility for my bill in the event that insurance denies or partially pays for the claim. 
__________________________________________________            ________________________________________
Patient Signature





Date

________________________________________________________
_____________________________________________

Parent/Guardian/Conservator Signature



Date

ACKNOWLEDGEMENT OF POLICES AND PROCEDURES REGARDING TREATMENT FOR KANTHI RAJU, D.O., P.A.

Please sign below to indicate that you have received a copy of Policies and Procedures Regarding Treatment by Kanthi Raju, D.O., P.A.  and that you have understood and acknowledged all of the consents, policies, terms, and information contained throughout. 
__________________________________________________  
________________________________________

Patient Signature





Date

________________________________________________________
_____________________________________________

Parent/Guardian/Conservator Signature



Date

ACKNOWDGEMENT OF NOTICE OF PRIVACY POLICIES AND PRACTICES FOR KANTHI RAJU, D.O., P.A.
Please sign below to indicate that you have received a copy of Notice of Privacy Policies and Practices for Kanthi Raju, D.O., P.A.
__________________________________________________
________________________________________

Patient Signature





Date

________________________________________________________
_____________________________________________

Parent/Guardian/Conservator Signature



Date

THIS SECTION ONLY APPLIES TO PATIENTS FOR WHOM WE ARE NOT SUBMITTING INSURANCE CLAIMS.:

Please sign below to indicate that you have received and completed a copy of Good Faith Estimate for Health Care Items and Services Provided by Kanthi Raju, D.O. P.A. 

__________________________________________________
________________________________________

Patient Signature





Date

________________________________________________________
_____________________________________________

Parent/Guardian/Conservator Signature



Date

EXPIRATION OF AUTHORIZATION

Your consents and authorizations will be effective from the date of your signature until you revoke or terminate such consent by submitting a written notice to Kanthi Raju, D.O., P.A. or your treatment has been terminated by you or Dr. Raju.
Please detach and keep the last 2 pages of this packet which include 

Policies and Procedures Regarding Treatment for Kanthi Raju, D.O., P.A. and
 Notice of Privacy Policies and Practices for Kanthi Raju, D.O., P.A.
Let us know if you would like a complete copy of your paperwork
THIS FORM IS ONLY FOR PATIENTS FOR WHOM OUR OFFICE IS NOT SUBMITTING INSURANCE CLAIMS

GOOD FAITH ESTIMATE FOR HEALTH CARE ITEMS AND SERVICES PROVIDED BY KANTHI RAJU, D.O., P.A.
 IN COMPLIANCE WITH SECTION 2799B-6 OF THE PUBLIC HEALTH SERVICE ACT
This Good Faith Estimate shows the costs of items and services that are reasonably expected for your health care for an item or service for a period of 12 months.  The estimate is based on information known at the time it was created and valid for 12 months from the date of your signature. The Good Faith Estimate does not include any unknown or unexpected costs that may arise during treatment.  You could be charged more if complications or special circumstances occur.  If this happens, federal law allows you to dispute (appeal) the bill. If you are billed at least $400 greater than this Good Faith Estimate, you have the right to dispute the bill. You may contact our office to let us know the billed charges exceed this Good Faith Estimate by more than $400, and that you are requesting that we update the bill to match the Good Faith Estimate or negotiate the bill. You may also start a dispute resolution process with the U.S. Department of Health and Human Services (HHS).  If you choose to use the dispute resolution process, you must start within 120 calendar days of the date of the original bill.  There is a $25 fee to use the dispute process.  If the agency reviewing your dispute agrees with you, you will have to pay the price on the Good Faith Estimate.  If the agency disagrees with you and agrees with Kanthi Raju, D.O., P.A., you will have to pay the higher amount.  To learn more and get a form to start the process, go to www.cms.gov/nosurprises or call 1-800-985-3059.  

Please complete the areas below:

Patient Name: _____________________________________
Patient Date of Birth: ________________________________
Patient Address:
________________________________________________________________________________________
Patient Preferred Phone: ___________________________ Patient Preferred Email: _______________________________
Patient Signature: _________________________________________ Date of Signature: _____________________________

Provider:

Kanthi Raju, D.O., P.A.

Provider Address: 
2150 Lakeside Blvd. Ste 225E, Richardson, TX 75082

Provider Contact: 
Phone: 972-907-5230
Fax: 972-907-5231
Email: doc@drkanthiraju.com
National Provider ID: 
1124039144

Provider Tax ID: 14-1861559

The following is a list of charges and estimated costs for treatment valid for 12 months from the date of the patient’s signature of this form:
Initial Psychiatric Evaluation:

1-30 minutes
$500


Expected Number of Session:
1





31+ minutes
$475
Medication Management Sessions: 

1-30 minutes
$225 
Telehealth






1-30 minutes
$250 
In Person
Expected Number of Sessions:
12
Paperwork/ Letters


1-30 minutes
$10-50


Expected Number of Services: Unknown
Controlled Substances Prescriptions
Regular

$15





Rewrite

$20


Expected Number of Services:
15

Prior Authorization Charges

Regular

$20






Appeal

$25


Expected Number of Services: Unknown
Missed Appointments:


1-15 minutes
$50






15+ minutes
$75


Expected Number:
Unknown
Non-Sufficient Fees/ Returned Check


$35


Expected Number:
Unknown
Total Cost of Expected Charges for a period of 12 months from Signature Date: 
$3000
Please note that this Good Faith Estimate is only an estimate and that actual charges may be lower or higher based on services you require or Dr. Raju has deemed necessary. This Good Faith Estimate is not a contract. Please see our Policies and Procedures Regarding Treatment Form for a detailed list of charges for services. 
POLICIES AND PROCEDURES REGARDING TREATMENT FOR KANTHI RAJU, D.O., P.A.

Welcome to our practice.  All services are provided at 2150 Lakeside Boulevard, Suite 225E, Richardson, Texas 75082.
APPOINTMENTS
Appointments are made by calling 972-907-5230.  Reminder calls and appointment cards are courtesy only, as the patient is solely responsible for scheduling and maintaining appointments.  We provide appropriate attention to each patient’s needs; therefore, delays may occur on occasion.  The receptionist will make attempts to keep you informed of a delay and will assist you in rescheduling if you require.  Account balances must be paid in full at the time of service and when prescriptions are picked up.  Appointments and refills may not be authorized if the patient’s account has an outstanding balance.  Tele-sessions will be provided through Doxy.me or similar platform and will require a smart phone, personal computer, laptop, or I-pad and your phone number or email address.

CANCELLATIONS AND MISSED APPOINTMENTS
Please call to cancel or reschedule your appointment at least 24 hours in advance to avoid being charged.  The charges for missed or late cancelled appointments, regardless of the reason, are $50-75 depending on time reserved. Third party payors will not reimburse cancelled or missed appointments charges; therefore, the patient is responsible for payment.  Repetitive cancellations, missed appointments, or rescheduling may result in termination of the relationship by the practitioner.  You are expected to maintain follow up appointments as recommended by Dr. Raju.

CLINICAL RELATIONSHIP
Your relationship with Dr. Raju is a professional and therapeutic relationship.  Personal, social, and/or business relationships undermine the effectiveness of the therapeutic relationship.  Gifts, bartering, and trading services are inappropriate.  Your treatment is voluntary.  You are encouraged to participate in the planning of your treatment, and to discuss concerns about your treatment directly with your practitioner.  If you present for a session intoxicated: we will reschedule that session; call a family member or a cab to transport you home at your expense; or call 911 to prevent you from driving yourself.  You agree and contract not to attempt suicide, attempt homicide, or to engage in any life-threatening behavior while in treatment with Dr. Raju.  If you cannot contract for safety, you will be instructed and/or expected to call 911 or go to the nearest emergency room. In the event that your Dr. Raju believes that you are a danger to yourself or another person, she will recommend hospitalization, warn the person in danger, and contact emergency medical services and/or law enforcement.  Inappropriate behavior or comments suggestive of harm to staff and/or practitioners will result in immediate termination of treatment and request for exit from the office.

FEES FOR SERVICES

Initial evaluation = $500; Medication management = $250-$400; Telehealth session = $225-400 (this may not be covered by insurance). Class II Drug prescriptions are billed $15 each and $20 for re-write. Dr. Raju accepts assignment of insurance benefits with some plans.  Different deductibles and co-payments are required by various group coverage plans.  Your co-payment is based on your insurance, and may be different for the first visit and subsequent visits.  You are responsible for your deductible and co-pay portion of the charges for services rendered.  We recommend that you determine your deductible and co-payment before your visit by calling your insurance company.  Payments for services may be in the form of cash, credit card, or check made payable Dr. Raju.  In the event that a check is returned for “non-sufficient funds,” the patient is responsible for payment of the original check, payment of bank fees, and services in the form of cash or credit card only, as checks will no longer be accepted. Your account must be paid in full to be scheduled for follow up appointments and refills.

NUMBER/ LENGTH OF SESSIONS

The number of sessions required depends on many factors and will be discussed with you at your visit. Initial evaluations are 45-90 minutes.  Medication management appointments are 15-30 minutes. Sessions may require more time if clinical assessment deems it necessary.  You will be charged accordingly for the additional time per the fee schedule above. 
CONFIDENTIALITY

Discussions between Dr. Raju and patient are confidential.  No information will be released without your written consent, unless mandated by law.  Possible exceptions include, but are not limited to the following situations: your written consent, to office staff to perform administrative, billing, and/or transcription services; to third party payors to process claims; to certify treatment with the third party payor and/or obtain payment from the third party; child abuse or neglect; abuse or neglect of the elderly or disabled; sexual exploitation; criminal prosecutions; between members of a couple or family in such therapy; civil legal actions; court commitments to a mental health facility; child custody cases; suits in which the mental health of any party in the case is an issue; situations where we have a duty to warn or disclose; fee disputes; a negligence or malpractice suit brought by you against a practitioner; filing of a complaint with licensure/certification/professional boards/associations; threat, intent and/or plans of suicide, homicide, or violent behavior towards yourself or others; presenting to the office intoxicated on drugs/alcohol as judged by your practitioner; subpoena of records; court order to verbally disclose; and, medical emergencies.
CONFIDENTIALITY OF RECORDS

Although it is our goal to protect the confidentiality of your records, there are times when disclosure of your records or testimony will be compelled by law.  In the event disclosure of records or testimony is required by law, the patient will be responsible for and shall pay the costs involved in producing the records, and pay an hourly rate up to $400/hour for the time incurred in preparing for and giving testimony.  A portion or this entire fee may be required by Dr. Raju in advance of service, and additional payments are to be made at the time or prior to the time services are rendered, requested by you, an officer of the court, or the court itself.  Please be advised that insurance companies may not cover these services and you will be responsible for the payment.  The patient or authorized representative may have access to inspect his/her medical and/or billing records at a reserved time. Records requested from an authorized health care provider or government entity for disability claims will be provided complementary and directly to the provider or entity.  Records requested by other authorized entities or the patient will be provided and billed $25 for the 1st 20 pages and $0.50 per page thereafter, plus the cost of Dr. Raju’s chart review, unless the records are deemed harmful to the patient.  A treatment summary may be provided in lieu of records and billed to the patient based on minute increments of practitioner time and fee for services.  If an affidavit is requested certifying that the information is a true and correct copy of the records, $15 will be charged to the patient.

MESSAGES/ AFTER HOURS EMERGENCIES

General messages will be retrieved by an assistant and presented to Dr. Raju.  Messages requiring extensive phone consultation with Dr. Raju will be billed to the patient per minute increments.  Requests for medication refills require up to 48 hours for processing.  Three-month prescriptions will be provided solely at the discretion of Dr. Raju, in light of safety and follow up appointments.  If you experience a life-threatening emergency, you must call 911 or go to the nearest emergency room.  Dr. Raju has voice mail with emergency paging available 24 hours/day.    Please leave a detailed message with your name, contact phone number, and problem so that she or her assistant may return your call within 24 hours.  A page that is deemed non-emergent will be billed $25.  Please disengage your caller ID when paging Dr. Raju.

 LETTERS/ FAMILY MEDICAL LEAVE FORMS/ DISABILITY FORMS/MEDICATION PRIOR AUTHORIZATION REQUESTS & FORMS
These will be completed at the discretion of Dr. Raju (billed in minute increments of chart review time, based on fee for service).  All letters & forms require at least 5 business days to complete with the exception of medication prior authorization forms which are completed within 24 hours. Prior authorizations for medications are billed $20-25.
TREATMENT TERMINATION

The mental health treatment provided by Dr. Raju is voluntary. You or Dr. Raju may elect to terminate treatment when appropriate.  If Dr. Raju recommends one final termination session, please consider this as part of the therapeutic process of your treatment. Your treatment will be considered terminated if you have not been seen in over 12 months.
RISKS OF CLINICAL SERVICES

You may learn things about yourself, your relationships, marriage, and/or other family members that you do not like.  You may receive a diagnosis consistent with criteria established in the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision (DSM-IV-TR) that may cause you to feel sadness, anger, sorrow, anxiety, pain, and/or strong emotions.  Possible risks of services may include, but are not limited to, the following: marital failure; increased family dysfunction; adolescents becoming angry at family members; individuals becoming angry with their partners; anxiety; anger; depression; fear; distress; suicidal ideation; homicidal ideation; treatment failure; and therapeutic impasse.  Therapy is not for everyone. Often, growth cannot occur until you experience and confront issues that induce you to feel those emotions.  The success of your treatment depends on the quality of the efforts of both the practitioner and patient.  We encourage you to ask questions and seek clarification for any of your concerns. 

NOTICE OF PRIVACY POLICIES AND PRACTICES

FOR

KANTHI RAJU, D.O., P.A.
Dr. Raju is committed to treating and using protected health information about you responsibly.  Each time you visit Dr. Raju, a record of your visit is made.  Typically, this record contains information about your visit including your examination, diagnosis, test results, treatment, and other pertinent healthcare data.  This information, referred to as your health or medical record serves as a basis for:  planning your care and treatment; means of communication with other health care professionals involved in your care; legal document outlining and describing the care you received; a tool that you or another payor will use to verify that services billed were actually provided; an educational tool for medical health providers; a source of medical research; a source for public health officials who might use this information to assess and/or improve state and/or national healthcare standards; a source of data for planning and/or marketing; and, a tool that we can reference to ensure the highest quality of care and patient satisfaction. 

You have certain rights under federal privacy standards:  right to request restriction on use and disclosure of your protected health information; right to receive confidential communications concerning your medical condition and treatment; right to inspect and copy your protected health information; right to amend or submit corrections to your health information; right to receive an accounting of how and to whom your protected health information has been disclosed; and the right to receive a printed copy of this notice.  Our responsibilities are to: maintain the privacy of your health information; provide you with this notice as our legal duties and privacy practices with respect to information we collect and maintain about you; notify you if we are unable to agree to a requested restriction; accommodate reasonable requests you have regarding communication of health information via alternative means and/or locations.  As permitted by law, we reserve the right to amend or modify our privacy policies and practices.  These changes may be required by changes in federal and state laws and regulations.  The revised policies and practices will be applied to all protected health information that we maintain.  We will not use or disclose your health information without your authorization, except as described in this notice.  We will also discontinue using or disclosing your health information after we have received a written revocation of the authorization according procedures included in the authorization.

Your health information may be used by staff members or disclosed to other health care professionals for the purpose of evaluating your health, diagnosing medical conditions, and providing treatment.  Your health plan may request and receive information on dates of service, the services provided, and the medical condition being treated in order to pay for the service rendered to you.  Your health information may be used as necessary to support the day-to-day activities and management of Kanthi Raju, D.O., P.A.  In some instances, we have contracted separate entities such as billing services, collections agencies, answering services, and/or computer software/hardware providers, to provide services for us.  These associates require your health information in order to accomplish the tasks that we ask them to provide.  Due to the nature of our field, we will use the best judgment when disclosing health information to a relative or any other person that is involved in your care or that you have authorized to receive this information.   We may use your information for the purpose of research, teaching, and/or training.  Federal law requires us to release your information to an appropriate health oversight agency, public health authority or attorney, or other federal/state appointee if there are circumstances that require us to do so.  Your health information maybe disclosed to public health agencies as required by law.  Your health information may be disclosed to law enforcement agencies, without your permission, to support government audits and inspections, to facilitate law enforcement investigation, and to comply with government mandated reporting.  Kanthi Raju, D.O., P.A. may use your information to remind you about appointments.  Disclosure of your health information or its use for any purpose other than those listed above requires your specific written authorization.  Your decision to revoke an authorization will not affect or undo any use or disclosure of information that occurred prior to the notice we receive.

If you have complaints, questions, or would like additional information regarding this notice or the privacy practices of Kanthi Raju, D.O., P.A., please let us know.  If you believe that your privacy rights have been violated, please contact Dr. Raju or file a complaint with the Office for Civil Rights, U.S. Department of Health and Human Services, 200 Independence Avenue, S.W., Room 509f, HHH Building, Washington, D.C. 20201.  There will be no retaliation for filing a complaint.  This notice is effective February 11, 2008, and applies to all protected health information as defined by federal regulations. 

