THERAPEUTIC HANDS, PLLC
Chronic Care Management (CCM) Consent
Patient Name: _________________________

DOB: _________________________

I consent to receive Chronic Care Management (CCM) services from Therapeutic Hands, PLLC.
I understand that:
· CCM services are for patients with two or more chronic conditions expected to last at least 12 months or until death.
· Services include care coordination, medication management, and communication with my healthcare team.
· These services may be provided outside of face-to-face visits, including phone or electronic communication.
· Only one provider can bill CCM services per calendar month.
· I may be responsible for copayments, coinsurance, or deductibles depending on my insurance coverage.
I authorize Therapeutic Hands, PLLC to:
· Share my health information with other providers involved in my care
· Coordinate care on my behalf
I understand I may withdraw consent at any time by notifying the practice.

Patient Signature: _________________________ Date: __________

Provider Signature: ________________________ Date: __________

