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Bienvenido a Memory and Movement Charlotte (MMC). Somos una practica médica independiente y sin fines
de lucros cuidando de pacientes con trastornos de memoria y movimiento. Nos comunicamos cerca con el doc-
tor de atencion primaria de cada paciente y otros especialistas para asegurar la coordinacion de atencion.
MMC funciona como una practica membresia, la cual permite que damos cuidado utilizando nuestro modelo
de Tiempo y Atencion. Incluye citas mas largas para las necesidades del paciente y la familia, acceso rapido al

equipo médico entre las visitas, y educacion y apoyo para el paciente y el cuidador.

Este Paquete de Bienvenido ha sido hecho para guiarse a través de la nueva experiencia para pacientes para
que se siente preparado y comodo con su equipo de MMC cada etapa del proceso. Para preguntas, por favor

contacte a Katie Benton, Coordinadora de Paciente Experiencia, por correo electronico a kbenton@mmclt.org
o por teléfono a (704) 577-3186.

NUESTRA PROMESA

o Prometemos proveer a cada paciente con atencion personalizada y experta basado en nuestros cuatro prin-
cipios guias para cuidado de pacientes—calmado, limpio, seguro, y con mucho amor.

o Prometemos tratar a cada paciente con dignidad y compasion, viendo a la persona completa mas alla de
los desafios que estan enfrentando.

e Prometemos tratar a cada familia y cuidador con respeto y empatia porque son miembros valorados del
equipo cuidado del paciente.
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Antes de Su Visita de Nuevo Paciente

PLANIFICACION

Como programar una cita

Nuestra meta es proveer acceso consciente del tiempo a citas cuando las necesite.

Al término de las citas, la enfermera o especialista de servicios de pacientes programara la proxima cita.

Las citas también pueden ser programadas por enviar una solicitud a través de su Paciente Portal en linea o
llamando al 704-577-3186.

Antes de una cita, el paciente/cuidador recibird una notificacion segun el horario siguiendo:
e 4 dias antes—correo electronico
e 3 dias antes—texto

e 2 dias antes—Ilamado por teléfono automatico

Como cancelar y/o reprogramar una cita

La meta de MMC es proveer a cada familia el tiempo y la atencion que requiere. Reservamos un tiempo ex-
tendido en nuestro horario para la cita de cada paciente. Incentivamos mucho a los pacientes mantener cada
cita porque los horarios de los proveedores son tipicamente completos y la necesidad para las citas es muy al-

ta.

Si necesita cancelar una cita, por favor hagalo tan pronto como sea posible. Si perdiera o reprogramara una cita
sin contactando nuestra oficina al menos 48 horas antes de la cita, sera cargado $50. Por favor recuerde que

una cancelacion tarde no nos permite tiempo para programar a otros pacientes que estan en una lista de espera.

Entendemos que las emergencias ocurren, pero preguntamos que usted hace cada esfuerzo mantener sus citas

programadas. Las citas perdidas son revisadas por una base individual.
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FORMAS PARA NUEVOS PACIENTES

Por favor firme todas las formas en este paquete y las traiga a su primera cita de paciente.

e Nuevo Paciente Informacion

Informacién completa y correcta sobre su historia médica personal y familiar, farmacia, doctores, lugar de
residencia, medicamentos y actividades permite a MMC darse el mejor cuidado.

o Equipo de Cuidado Lista de Contactos

Identifica familia o otras personas que son involucradas en su cuidado, por ejemplo un esposo, un hijo,
Poder de Atencion Médica, o cuidador. También proveemos comunicaciones generales sobre los pro-
gramas de educacion a familia extendida o amigos. Su permiso es necesario para que podamos hablar con
alguien para usted. Por favor complete esta forma antes de su primera cita.

¢ Renuncia de Historia Médica Autorizacion
e No Presentado y Cancelacion Acuerdo
e Acuerdo Financiero

e Asignacion de Beneficios
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Seguro

Aceptamos Medicare y muchos seguros privados, pero MMC no es en sistema para todas las opciones, que
puede resultar en algunos costos que no son cubiertos de su seguro. Antes de su primera cita, hacemos cada
esfuerzo para confirmar si su cobertura médica esta cubierta, permitiendo que pueda decidir si queria continuar

con inscripcion. El seguro serd cargado para cada visita. Si ya no ha hecho, por favor nos envie por correo

electronico una foto de la tarjeta de seguro del paciente (frente v reverso) a email@mmclt.org. L.o con-

tactaremos si no se acepta su seguro.

Cargo de Membresia Anual

MMC carga un cargo de membresia anual de $750, lo que no esta cubierto del seguro. Su cargo de membresia
permite que podamos proveer cuidado y apoyo con nuestro modelo de Tiempo y Atencidn. Incluye citas mas
largas para discutir las necesidades del paciente y la familia, acceso rapido al equipo médico entre las visitas, y
educacion y apoyo para el paciente y el cuidador. Cobramos $250 del cargo anual durante su primera cita, y el
resto es cobrado durante su segunda visita. Este segundo cargo puede ser pagado en un tiempo o cuotas cada

mes.

Las becas pueden ser provistos de nuestra organizacion padre, Charlotte Neuroscience Foundation, a las per-
sonas si es un desafio financiero. Aplicaciones de becas y opciones de planes de pago son asequibles por solic-

1tud.
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QUE TRAER A SU VISITA DE NUEVO PACIENTE:

e Complete y firme formas de nuevo paciente

(Informacion de Nuevo Paciente, Lista de Contactos del Equipo Cuidado, Renuncia de Historia Médica Au-
torizacion, No Presentado y Cancelacion Acuerdo, Acuerdo Financiero, Asignacion de Beneficios)

o Audifonos y gafas

e Tarjetas de seguro

e Medicamentos, incluyendo de venta libre y suplementos, en sus botellas
e Copia de documentos directivos avanzados

(Poder de Atencion Médica, Poder Financiero, Documento de Voluntades Anticipadas, DNR, MOST)

QUE ANTICIPAR EN SUS VISITAS DE NUEVO PACIENTE

Al menos un miembro de familia (maximo 2) y el paciente son requeridos para asistir a todas las citas, a
menos que su equipo médico dé otras instrucciones.

Nuestro cita de nueve paciente es muy a fondo y requiere dos visitas.

o La primera cita de nueve paciente es una cita de dos horas con su equipo médico. Usted y su familia
conoceran nuestro médico asociado o enfermero/a facultativo y enfermero navegante.

o Lasegunda cita es una cita de una hora aproximadamente 4 semanas después con su MMC doctor y
enfermero/a.

Durante la primera cita, su equipo médico discutird y revisara su papel de nueve paciente, historia médica,
medicamentos, y preocupaciones. Tendra un examen fisico y exdmenes cognitivos. Finalmente, discutiremos
cualquier exdmenes su MMC doctor recomiende antes de su proxima cita, y presentaremos Take Charge!,

nuestro programa de educacion de paciente y familia y apoyo.

Antes de su segunda visita de nuevo paciente, su equipo meédico revisard su informacioén y examinara resulta-
dos con su MMC doctor. Durante la segunda visita, su doctor lo conocerd, hard un examen fisico, discutira re-
sultados de los exdmenes, diagndsticos, y contestar a preguntas. Juntos, crearan un plan de tratamiento con el

paciente en el centro. Tendra tiempo solo y con su familia para hablar con su doctor.
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ANALISIS

Si un analisis de sangre es pedido por su equipo clinico o doctor, recomendamos Labcorp que esta ubicado cer-
ca de nuestra oficina en 330 Billingsley Road, primer piso. Este puede ser hecho en una base sin cita inmedi-

atamente después de su cita de MMC.

Si tiene una cita con otro proveedor y prefiere tener andlisis en esa oficina, por favor comunicale a

su Enfermero/a durante su cita.

Resultados de analisis seran revisados durante su proxima cita. Si hay algo que necesita ser atendido antes de

su proxima cita, usted serd contactado por teléfono.

RADIOLOGIA

Depende del examen de iméagenes especifico pedido, usamos varios centros de radiologia en el area. Por favor
informe a su enfermero/a si tiene una preferencia de ubicacion o proveedor, y haremos lo mejor para admitir
sus preferencias. Debe anticipar una llamada del centro de imagenes en una semana para programar su examen.
También puede contactar al centro de imagenes directamente por teléfono para programar el examen, pero por

favor espere al menos 48 horas después de su cita de MMC para asegurar que ha recibido nuestro orden.

Resultados de radiologia seran revisados durante su proxima cita. Si hay algo que necesita ser atendido antes

de su proxima cita, usted sera contactado por teléfono.
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PLAN DE CUIDADO

Esta es una cita para solamente el cuidador, y permite tiempo para el cuidador discutir como esta haciendo, qué

apoyo necesita, y el paso cuidado. El paciente no asiste a esta cita. Una cita de Plan de Cuidado puede ser

recomendada por su equipo medico o doctor o cualquier tiempo después de su evaluacion inicial, y es repetida

una vez por aflo o mas frecuentemente si es necesario.

Esta cita de una hora es cubierta por Medicare para pacientes con cualquier discapacidad cognitiva y provee

tiempo para cuidadores y MMC clinicos discutir recursos disponibles. Planes de Cuidado anuales han sido des-

cubiertos para mejorar la calidad de vida para el paciente y el cuidador.

Temas discutidos durante una cita de Plan de Cuidado incluye:

Diagnostico y tratamiento

Evaluacion de seguridad con recomendaciones

Estrategias para comportamiento, cuidado personal, y comunicacion
Preocupaciones principales y metas

Estrés del cuidador

Directivos avanzados

Recursos de la comunidad

Ambiente de casa

Un Plan de Cuidado escrito es proveido después de su cita de Plan de Cuidado.



Cosas Que Debe Saber (} M EMORY & MOy

HORAS DE OFICINA

Lunes-Jueves: 8:30am - 5:00pm
Viernes: 8:30am - 3:00pm

Cada esfuerzo es hecho para responder a preguntas de pacientes y cuidadores en 24 horas de trabajo. Después
de horas de oficina o en fines de semana, por favor contacte a su doctor de cuidado primario para asistencia, y

alerte a MMC sobre la situacion cuando la oficina reabre.

MMC PORTAL PACIENTE

La manera mas rapida y eficiente para comunicar con la oficina es utilizando el Portal Paciente. Durante su
primera visita, lo ayudaremos a crear una cuenta de MMC Portal Paciente. Si necesita asistencia portal, por
favor refiera a las Instrucciones Portal en la carpeta Take Charge! dado a usted durante su primera visita, o vis-
ita mmclt.org/library/binder/Portal-Instructions.pdf. Si asistencia adicional es necesaria, por favor llame a la

oficina.

SU MMC HISTORIA MEDICA

No compartiremos sus historias médicas sin permiso hacerlo. Informacion médica serd
revelada s6lo bajo al menos uno de las condiciones siguiendo:
o Una autorizacion firmada por el paciente o su Poder de Atencion Médica

e La persona solicitando acceso es autorizada recibir MMC historias en el Equipo Cuidado Lista de Contac-

tos incluido en este paquete

e Una orden judicia
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Patient name: Date of Birfh/ / SS#:
Gender: [1 Male Race/Ethnicity: [1 American Indian O Hispanic or Latino
[0 Female O Asian O White
[J African American Other
Preferred language [ English [ Other: Do you need a translator? [ Yes [ No
Home phone: Mobile phone: Email:
Address: [0 House [ Assisted Living
[ Apartment/Condo [0 Memory Care
[ 55+ community [ Other:
If living at home, who else lives with the patient? Relationship:

If receiving personal care in the home, please check:

O Housekeeper [0 Companion
O Errands O Home Health company:
[ Personal Care [ Other:

PHYSICIAN INFORMATION

Which physician are you seeing? [] Dr. Anita Wu O Dr. Aris Chaconas O Dr. Sanjay Iyer
Were you referred by a physician? [ Yes [J No If not, how did you hear about us?
Physician name: O Friend [ Internet

Practice: Phone: O Support Group

Address: O Other:

What is the main reason you are coming for evaluation?

PRIMARY CONTACT

Name: Relationship to Patient:

Address (if different from patient):

Home phone: Mobile phone: Email:

O May we leave a message? [0 May we send texts?

PLEASE CONTINUE TO NEXT PAGE - 1






MEDICAL HISTORY

> Diagnoses:

[0 Memory loss

[0 Mild cognitive impairment
O Alzheimer’s Disease

O Vascular Dementia

O Dementia with Lewy Body
O Frontotemporal Dementia

O Other type of dementia:

O Depression
O Anxiety

O Other mental/psychiatric illness:

O Head trauma/Concussion/Traumatic brain injury
O Loss of consciousness
O Stroke/Aneurysm

O Seizure

O Parkinson’s Disease

O Huntington’s disease

[ Tremors

[0 Tardive dyskinesia (drug- induced movements)
[0 Hemi-facial spasm/blepharospasm

[0 Dystonia/spasticity

O Tourette’s syndrome

O Restless leg syndrome

O Other movement/neurologic disorder:

O High cholesterol
O High blood pressure
O Low blood pressure
O Irregular heart rhythm
O Congestive heart failure
O Sleep apnea

[0 Use CPAP

O Heart Disease, explain:

O Diabetes

O Thyroid disease
O Lyme’s disease
O Kidney disease

[ Liver disease

O Cancer, type and year of diagnosis:

PLEASE CONTINUE TO NEXT PAGE -
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> Check any of the following medications you have taken for a prolonged time:

O Reglan/metoclopromide O Abilify O Haldol
O Phenergan/promethazine O Geodon [ Invegga
O Compazine/prochlorperazine [ Risperidone [ Zyprexa

> Were you in the hospital or ER in the last year?
Yes No

Hospital: City:
Date: # Reason:

> Have you had any psychiatric hospitalizations?

Yes No

Hospital: City:

Date: # Reason:

> Have you had the following tests or imaging studies? If so, please indicate most recent date and location.

OEKG [/ at [ Labwork _/ [/ at
[ Carotid 0/s st [ DaT scan [/ at
0 CThead _/_/ at [] PET scan of brain __/__/___at

OO0 MRIbrain _/__/ at

SURGICAL HISTORY

Date: Surgery:
Date: Surgery:
Date: Surgery:
Date: Surgery:
Date: Surgery:
Date: Surgery:

PLEASE CONTINUE TO NEXT PAGE - 4



CURRENT MEDICATIONS

Name: Strength:
#Tabs: Frequency:
Name: Strength:
#Tabs: Frequency:
Name: Strength:
#Tabs: Frequency:
Name: Strength:
#Tabs: Frequency:
Name: Strength:
#Tabs: Frequency:
Name: Strength:
#Tabs: Frequency:
Name: Strength:
#Tabs: Frequency:
ALLERGIES
Name: Reaction:
Name: Reaction:
Name: Reaction:
Name: Reaction:
Name: Reaction:
Covid first vaccination / second / / booster / /
Phizer Moderna J&J Phizer Moderna J&J Phizer Moderna &
Flu shot / /

PLEASE CONTINUE TO NEXT PAGE >
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SOCIAL HISTORY

> Smoking status

[0 Never [0 Former / Date quit: O Currently
How much did you smoke? packs/day How much do you smoke?
How many years did you smoke? packs/day
> Alcohol consumption
What is your alcohol consumption?
O None O Occasional O Moderate [ Heavy
How many times per week do you drink alcohol?
O never [ 1-2 times per week [ 3-4 times per week O 5-7 times per week

How many drinks do you typically have each time?

Female: How many days in the past year have you consumed 4 or more drinks?
Male: How many days in the past year have you consumed 5 or more drinks?

Have you ever been counseled for unhealthy alcohol use? O Yes [No

> Illicit Or recreational drug use
[0 None [ Occasional O Moderate O Heavy

[llicit or recreational drugs used:

> Diet
O Regular Do you:
[0 Mediterranean Have any dietary restrictions? O Yes [ No
[0 Cardiac
[ Diabetic Follow a low-salt diet? O Yes [ No
[ Other: Follow a fluid restriction? 0 Yes [ No

> Exercise
[J None
O Occasional
O Moderate
[0 Heavy

How many days of moderate to strenuous exercise, like a brisk walk, did you do in the last 7 days?

How many minutes on average did you exercise each day?

What types of sporting/exercise activities do you participate in?

PLEASE CONTINUE TO NEXT PAGE -



FAMILY

O Married Spouse name:
O Single

O Divorced

O Widow/Widower

EDUCATION
> Highest grade completed:
[0 High school or GED
[0 College
[0 Master’s Degree

O Doctoral Degree Professional

O Degree (MD, JD)

Occupation:

Number of living children:

sons daughters

Names:

Number of deceased children:

sons daughters

Names:

Retired? O Yes [ No

MILITARY SERVICE

> Did you serve in the military? [ Yes

If yes:
Which branch?

Year

Did you serve in active duty? [J Yes [ No
Did your spouse serve in the military? [] Yes [J No

ADVANCED DIRECTIVES

> Check all forms you have completed. Please BRING COPIES of your completed documents:

[0 Healthcare Power of Attorney Name:

[0 Financial Power of Attorney
O Living Will

O DNR

0 MOST form

Relationship:

Relationship:

PLEASE CONTINUE TO NEXT PAGE - 8



SAFETY

> Scams:
Has the patient been the victim of a financial scam? ... Yes No
Does the patient handle money, credit cards, pay bills? ... ves | |No
Does the patient answer calls from unknown numbers? ... Yes No
Does the patient open (and respond to) mail? ... Yes No
Are you concerned about the patient's ability to manage this type of correspondence? Yes No
> Falls:
Is the patient worried about falling? ... Ves No
Has the patient fallen? ... Yes No
If so, how many times in-the past 6 months? Did any injuries occur? Yes No
Do you have concerns about the patient falling? ... Yes No
> Flight:

Does the patient make statements such as:
“I have to go home” when they are inside their home, or

“I need to go to work™ when they are no longer employed? --------weeeeeeee Yes No
Has the patient wandered or gotten lost? B ’ Yes [ |No
Can he/she use a cell phone to contact you? ... Yes No
Does he/she always carry ID or wear an ID bracelet? oo Yes No
Are you concerned about the patient getting [oSt? — «+--v-ereeerreirriiiiiniiii, Yes No
> Fire:
Does the patient use a StOve Or OVEN?  .........cciiiiiiiiiiiiiii e Yes No
Has the patient ever left the stove or oven on unintentionally? oo Yes No
DOES the PALENE SMOKE? --vvevvverveeieerieeaieiaieisieieeeiieieseeeeieee e ves [ INo
Is there a working fire extinguisher in the home? ... Yes No
> Medications:
Who manages the patients’ medication refills, contacts the pharmacy?
Who organizes and dispenses medications daily?
How many doses have been missed or errors made within the past 2 weeks?
Do you have concerns about the current routine of managing medications? «««««-+------- Yes No

PLEASE CONTINUE TO NEXT PAGE - 9



SAFETY (CONTINUED)

> Firearms:

Are there ﬁlearms in the home? ....................................................................................

If yes, are they stored and locked securely? oo

> Driving:
Does the patient CUrrently drive? -,
If yes:
Have there been any close calls, accidents, scrapes, tickets within the past year? -
Do you have concerns about their dr1V1ng'7 .............................................................

HEALTH HABITS

> Sleep:
On average, how many hours of sleep does the patient get each night?
Does the patient have difficulty falling or staying sleep? e,
Does the patient snore loudly or stop breathing during sleep? =~ oo
Does the patient act out dreams or exhibit violent behavior at night? =
> Vision:
Do you have concerns about the patient’s VISION? -,

Does the patient wear glasses? .......................................................................................

When was the patient’s last eye exam?
> Hearing:

DO you have concerns about the patient’s hearing? .....................................................

When was the patient’s last hearing exam?

Does the patlent wear hearlng aldsq ............................................................................

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No

No

No
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PATIENT NAME DATE OF BIRTH

PATIENT SIGNATURE MMC PHYSICIAN

PERSON COMPLETING FORM (print name) RELATIONSHIP TO PATIENT
SIGNATURE OF PERSON COMPLETING FORM DATE

PRIMARY CONTACT
Health Care POA

Financial POA
NAME RELATIONSHIP TO PATIENT / OR “SELF” IF PATIENT
MAILING ADDRESS EMAIL PHONE  CIMOBILE CIHOME
PATIENT ONLINE PORTAL PERMISSIONS: [ ALLOW ACCESS TO STAFF USE ONLY.
[ MEDICAL AND BILLING PATIENTS MEDICAL CIREVIEWED CIATH
[T BILLING ONLY RECORDS UPON REQUEST.
1 NO PORTAL ClsLo

Health Care POA t

Financial POA
NAME RELATIONSHIP TO PATIENT
MAILING ADDRESS EMAIL PHONE  [IMOBILE CTHOME
PATIENT ONLINE PORTAL PERMISSIONS: ] ALLOW ACCESS TO STAFF USE ONLY.
1 MEDICAL AND BILLING PATIENT'S MEDICAL CIREVIEWED CIatH
I BILLING ONLY RECORDS UPON REQUEST.
] NO PORTAL Lo

Health Care POA E

Financial POA

NAME RELATIONSHIP TO PATIENT
MAILING ADDRESS EMAIL PHONE  CIMOBILE CTHOME
PATIENT ONLINE PORTAL PERMISSIONS: ] ALLOW ACCESS TO STAFF USE ONLY.

PATIENT'S MEDICAL
L MEDICAL AND BILLING RECORDS UPON REQUEST. CIREVIEWED LA
[ BILLING ONLY
[ NO PORTAL Osto
Patient or Responsible person signature Date
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RELEASE OF MEDICAL RECORDS AUTHORIZATION

Patient Name Date of Birth

Address Telephone Number

City, State, Zip Code

I may revoke this authorization by notifying Memory & Movement Charlotte in writing of my desire to
revoke it. However, | understand that any action already taken in reliance on this authorization cannot
be reversed, and my revocation will not affect those actions.

Signature of Patient or Authorized Individual Date Relationship to Patient

for staff use only:

I request the office of Dr. of
Practice Name Practice Address
Phone Fax

To release most recent office visit notes, labs, EKG and head imaging results to:

Memory & Movement Charlotte Phone: 704-577-3186
411 Billingsley Road, Suite 103 Fax: 704-626-2701
Charlotte, NC 28211
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No Show & Cancellation Agreement

Memory & Movement Charlotte’s goal is to provide excellent care in a timely manner.

Providing the best care requires attending all appointments, but in the event an appointment must
be changed, it is important to do so as early as possible so we may schedule other patients in
open slots.

e  Whenever possible, I shall provide at least 72 hours' notice if I need to change or cancel an
appointment. I understand that not doing so may impact patients on the waiting list who are

unable to use my time slot.

e [ understand that multiple reminders by phone and email serve as opportunities for patients

or caregivers to confirm, cancel or reschedule an upcoming appointment.

e [ understand that missing or rescheduling an appointment without notifying our office at

least 48 hours prior to the appointment time will result in a $50 fee.

e [ understand that rescheduling an appointment may result in a delay in scheduling my next
appointment.

e [ understand that repeated no shows may result in dismissal from the practice.

Emergencies occur, such as hospitalization of patient or caregiver, car accident or other
unavoidable situations, yet I will make every effort to keep my appointment slot. Missed
appointments are reviewed on an individual basis.

I understand and agree to the above No Show & Cancellation Agreement.

Patient name (printed): Patient DOB:

Responsible person name, if not patient (printed):

Relationship to patient:

Patient or Responsible person signature Date

Effective June 2023
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Financial Agreement

Memory & Movement Charlotte is a nonprofit charitable organization.

We accept Medicare and many private insurance options. It is the responsibility of the patient and
family to confirm whether we are in-network or out-of-network with your insurance. If we are out
of network, out-of-pocket costs may be higher. Memory & Movement Charlotte will file Medicare
and/or other insurance for medically necessary care. The patient is responsible for any insurance
deductible amount that has not been met and/or any co-payment or co-insurance that results from
the clinical portion of the visit.

An annual membership fee of $750 will be charged for each patient. This fee is not covered by
insurance. This fee covers services for the supportive care and education provided to families and
caregivers for a one-year period and will be charged annually on the anniversary of the patient’s
first visit to Memory & Movement Charlotte.

A $250 deposit is due when the initial patient appointment is scheduled. The remaining $500
is due at check-in at the second visit.

Ifthe annual membership fee is a financial burden, please contact Dede Heath at
dheath@mmclt.org to discuss payment options and scholarship opportunities.

I understand and agree to the above Financial Agreement.

Patient name (printed): Date of birth:

Person responsible for paying annual fee (printed):

Relationship to patient (if self, indicate):

Responsible person signature: Date:

CANCELLATION AND REFUND OF ANNUAL FEE POLICY

In order to be eligible for full reimbursement of $250 Annual Fee deposit, cancellation of new patient appointment must

occur at least two weeks prior to the appointment date.

Effective Oct 2022
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ASSIGNMENT OF BENEFITS
and
RELEASE OF INFORMATION FOR INSURANCE BILLING

Patient Name Date of Birth

FINANCIAL RESPONSIBILITY

All professional services rendered are charged to the patient and are due at the time of service unless
other arrangements have been made in advance with our business office. The necessary forms will be
completed to file for insurance carrier payments.

ASSIGNMENT OF BENEFITS

I hereby assign all medical and surgical benefits, to include major medical benefits to which I am entitled.
I hereby authorize and direct my insurance carrier(s), including Medicare, private insurance and any other
health/medical plan, to issue payment directly to Memory & Movement Charlotte for medical services
rendered to myself and/or my dependents regardless of my insurance benefits, if any. I understand that I
am responsible for any amount not covered by insurance.

AUTHORIZATION TO RELEASE INFORMATION

I hereby authorize Memory & Movement Charlotte to: (1) release any information necessary to insurance
carriers regarding my illness and treatments; (2) process insurance claims generated in the course of
examination or treatment; and (3) allow a photocopy of my signature to be used to process insurance
claims for the period of lifetime. This order will remain in effect until revoked by me in writing.

I have requested medical services from Memory & Movement Charlotte on behalf of myself and/or my
dependents, and understand that by making this request, I become fully financially responsible for all
charges incurred in the course of the treatment authorized.

I further understand that fees are due and payable on the date that services are rendered and agree to pay
all such charges incurred in full immediately upon presentation of the appropriate statement. A
photocopy of this assignment is to be considered as valid as the original.

Patient’s Signature/Signature of Authorized Individual Date

Relationship to Patient
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