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NeuroSensory Center of Eastern Pennsylvania

Suite 317   ·   250 Pierce Street   ·   Kingston, PA    18704

T: 570.763.0054         F: 570.763.0056

                                         info@keystonensc.com          www.neurosensorycenters.com
Welcome to the NeuroSensory Center of Eastern Pennsylvania!

We are pleased that you chose our NeuroSensory Center for your healthcare needs and sincerely hope that your experience with us will be pleasant and gratifying.  Dr. Becker and our staff are fully qualified to address your concerns and are looking forward to meeting you on your appointed date.


Our professional staff includes a doctor who is a certified NeuroSensory clinician and has specialized training in the interpretation of the Sensory View Diagnostic Testing performed here at this center.  Our Director of Vision Services has specialized in vision rehabilitation since 1983 and has treated over 3,000 neurologically impaired patients, including those with head injury and stroke, and children and adults with sensory integration disorders.  Certified through the Autism Research Institute, he is a Defeat Autism Now clinician.
            On staff is a certified Director of Diagnostic NeuroSensory Testing who has worked extensively with children and adults with special needs.  In addition, there are other qualified professionals who have undergone the NeuroSensory Centers of America training course in order to administer the highly sophisticated Sensory View tests.   Once completing the series of auditory, vision, balance and neuro-cognitive tests, you will have an interview with the Director of Nursing where a thorough health history will be completed.  Also DAN certified, the nurse has experience with the special needs of children and adults with sensory integration issues and their family members. 


Closely working with our clinicians are trained NeuroSensory therapists, offering you personalized care and attention as indicated.  These therapists are highly trained to address you or your child’s needs.  We also offer additional testing to evaluate for heavy metals, food allergies, micronutrient deficiencies, and other laboratory analysis when necessary.


For all your appointment requirements, as well as health insurance verification and a pleasant resource for your questions and concerns, we have a full time administrative assistant.  She will be happy to answer your questions or refer you to one of the other staff members qualified to attend to your particular concerns. 


Please carefully read over all the information included in this packet and complete all required data.  This has been provided for you so that you will feel prepared for your initial visit to our office and also, with the intention of decreasing your time spent here, filling out forms.

             We look forward to meeting you!

             The NeuroSensory Staff

[image: image2.jpg]«<@»

NeuroSensory Centers

of America™
Treat the Source




In order to provide each patient with the most accurate diagnosis, the doctor has recommended that you read the following recommendations prior to your first visit:   
· The diagnostic testing battery may take up to 1 hour due to the complexity of the multiple systems to be evaluated. The consultation with the doctor may take an additional hour, depending on how much time is required to explain your diagnosis. Please allow adequate time within your schedule. 
· Women are asked to wear pants or shorts for testing.
· Please refrain from wearing any skin lotions, moisturizing creams, make-up, mascara, etc., on your face the day of testing.
· Please take your usual medications prior to the visit unless they are antihistamines, cough suppressants, strong pain medications, muscle relaxants or anti-dizziness medications. 

Frequently Asked Questions
How long will the testing take?
· Diagnostic testing for nervous system based disorders involves a complicated and time intensive process. You should expect to spend up to 1 hour of time during a Sensory-View test.
                 How often will I be expected to follow up with re-testing?

· The doctor would like to see re-testing done every 6-10 weeks. This re-testing provides the healthcare team with specific information to customize your plan of care and accurately follow your progress.
                                        Will my insurance cover the treatment?

· Insurance is a contract between you and your insurance carrier. All of our testing is approved by Medicare and almost all insurance carriers. It is possible that some testing may be denied payment by your insurance carrier based on your contract. Our office will do our very best to pre-certify these tests with your carrier and keep you informed of your obligation prior to testing.
NeuroSensory Centers of America 2008
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NeuroSensory Center of Eastern Pennsylvania

Suite 317 250 Pierce Street, Kingston, PA    18704

T: 570.763.0054         F: 570.763.0056

                                         info@keystonensc.com          www.neurosensorycenters.com
Notice of Privacy Practices
To our patients This notice describes how health information about you (as the patient of this practice) may be used and disclosed, and how you can get access to your health information. This is required by the Privacy Regulations created as a result of the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

Our commitment to your privacy
Our practice is dedicated to maintaining the privacy of your health information. We are required by law to maintain the confidentiality of your health information.

 We realize that these laws are complicated, but we must provide you with the following important information:

Use and disclosure of your health information in certain special circumstances

The following circumstances may require us to use or disclose your health information:

1. To public health authorities and health oversight agencies that are authorized by law to collect information.

2. Lawsuits and similar proceedings in response to a court or administrative order.

3. If required to do so by a law enforcement official. 

4. When necessary to reduce or prevent a serious threat to your health and safety or the person or organization able to help prevent the threat.

5. If you are a member of U.S. or foreign military forces (including veterans) and if required by the appropriate authorities. 

6. To federal officials for intelligence and national security activities authorized by law. 

7. To correctional institutions or law enforcement officials if you are an inmate or under the custody of a law enforcement official. 

8. For Workers Compensation and similar programs. 

Your rights regarding your health information

1. Communications. You can request that our practice communicate with you about your health and related issues in a particular manner or at a certain location. For instance, you may ask that we contact you at home, rather than work. We will accommodate reasonable requests.

2. You can request a restriction in our use or disclosure of your health information for treatment, payment or health care operations. Additionally, you have the right to request that we restrict our disclosure of your health information to only certain individuals involved in your care or the payment for your care, such as family members and friends. We are not required to agree to your request; however, if we do agree, we are bound by our agreement except when otherwise required by law, in emergencies or when the information is necessary to treat. 

3. You have the right to inspect and obtain a copy of the health information that may be used to make decisions about you, including patient medical records and billing records. You must submit your request in writing to NeuroSensory Center of Eastern Pennsylvania, ATTN: Sheila Becker RN, at 250 Pierce St. Suite 317 Kingston, Pa 18740.
4. You may ask us to amend your health information if you believe it is incorrect or incomplete, as long as the information is kept by or for our practice. To request an amendment, your request must be made in writing and submitted to Sheila Becker RN at the above address. You must provide us with a reason that supports your request for amendment.

5. Right to a copy of this notice. You are entitled to receive a copy of this Notice of Privacy Practices. You may ask us to give you a copy of this notice at any time. To obtain a copy of this notice, contact our front desk receptionist. 

6. Right to file a complaint. If you believe your privacy has been violated, you may file a complaint with our practice or with the Secretary of the Department of Health and Human Services. To file a complaint with our practice, contact Sheila Becker RN at the above named office. All complaints must be submitted in writing. You will not be penalized for filing a complaint. 

7. Right to provide an authorization for other uses and disclosures. Our practice will obtain your written authorization for uses and disclosures that are not identified by this notice or permitted by applicable law.

If you have any questions regarding this notice or our health information privacy policies, please contact Sheila Becker RN at 570-763-0054.

Notice of Privacy Practices

Keystone NeuroSensory Center

250 Pierce St. Suite 317   Kingston, Pa 18704

570-763-0054   www.keystonensc.com
Sheila Becker, Privacy Official
 SHAPE  \* MERGEFORMAT 



We respect our legal obligation to keep health information that might identify you private.  We are obligated by law to provide you with notice of our privacy practices.  This notice describes how we protect your health information and what rights you have regarding it.

TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS
The most common reasons we would use or disclose your health information is for treatment, payment, or business operations.  We routinely use and disclose your medical information within the office on a daily basis.  We do not need specific permission to use or disclose your medical information in the following matters, although you have the right to request that we do not.

Examples of how we might use or disclose health information for treatment purposes might include:

Setting up or changing appointments including leaving messages with those at your home or office who may answer the phone or leaving messages on answering machines, voice mails, texts or emails; calling your name out in a reception room environment; prescribing glasses, contact lenses, or medications as well as relaying this information to suppliers by phone, fax or other electronic means including initial prescriptions and requests from suppliers for refills; notifying you that your ophthalmic goods are ready, including leaving messages with those at your home or office who may answer the phone, or leaving messages on answering machines, voice mails, texts or emails; referring you to another doctor for care not provided by this office; obtaining copies of health information from doctors you have seen before us; discussing your care with you directly or with family or friends you have inferred or agreed may listen to information about your health; sending you postcards or letters or leaving messages with those at your home who may answer the phone or on answering machines, voice mails, texts or emails reminding you it is time for continued care; at your request, we can provide you with a copy of your medical records via email transmission or through our secure patient portal
Examples of how we might use or disclose health information for payment purposes might include:

Asking you about your vision or medical insurance plans or other sources of payment; preparing and sending bills to your insurance provider or to you; providing any information required by third party payors in order to insure payment for services rendered to you; sending notices of payment due on your account to the person designated as responsible party or head of household on your account with fee explanations that could include procedures performed and for what diagnosis: collecting unpaid balances either ourselves or through a collection agency, attorney, or district attorney’s office.  At the patient’s request we may not disclose health care information that you have paid for out of pocket.  This only applies to those encounters related to the care you want restricted.

Examples of how we might use or disclose health information for business operations might include:

Financial or billing audits; internal quality assurance programs; participation in managed care plans; defense of legal matters; business planning; certain research functions; informing you of products or services offered by our office; compliance with local, state, or federal government agencies request for information; oversight activities such as licensing of our doctors; Medicare or Medicaid audits; providing information regarding your vision status to the Department of Public Safety, a school nurse, or agency qualifying for disability status.

USES AND DISCLOSURES FOR OTHER REASONS NOT NEEDING PERMISSION
In some other limited situations, the law allows us to use or disclose your medical information without your specific permission.  Most of these situations will never apply to you but they could.

· When a state or federal law mandates that certain health information be reported for a specific purpose

· For public health reasons, such as reporting of a contagious disease, investigations or surveillance, and notices to and from the federal Food and Drug Administration regarding drugs or medical devices

· Disclosures to government or law authorities about victims of suspected abuse, neglect, domestic violence, or when someone is or suspected to be a victim of a crime

· Disclosures for judicial and administrative proceedings, such as in response to subpoenas or orders of courts or administrative hearings

· Disclosures to a medical examiner to identify a deceased person or determine cause of death or to funeral directors to aid in burial

· Disclosures to organizations that handle organ or tissue donations

· Uses or disclosures for health related research

· Uses or disclosures to prevent a serious threat to health or safety of an individual or individuals

· Uses or disclosures to aid military purposes or lawful national intelligence activities

· Disclosures of de-identified information

· Disclosures related to a workman’s compensation claim

· Disclosures of a “limited data set” for research, public health, or health care operations

· Incidental disclosures that are an unavoidable by-product of permitted uses and disclosures

· Disclosure of information needed in completing form from a school related vision screening, information to the Department of Public Safety, information related to certification for occupational or recreational licenses such as pilots license.

· Disclosures to business associates who perform health care operations for Keystone NeuroSensory Center and who commit to respect the privacy of your information.  We also require any business associate to require any sub-contractor to comply with our privacy policies.

· Unless you object, disclosure of relevant information to family members or friends who are helping you with your care or by their allowed presence cause us to assume you approve their exposure to relevant information about your health

USES OR DISCLOSURES TO PATIENT REPRESENTATIVES

It is the policy of Keystone NeuroSensory Center for our staff to take phone calls from individuals on a patient’s behalf requesting information about making or changing an appointment; the status of eyeglasses, contact lenses, or other optical goods ordered by or for the patient.  Keystone NeuroSensory Center staff will also assist individuals on a patient’s behalf in the delivery of eyeglasses, contact lenses, or other optical goods.  During a telephone or in person contact, every effort will be made to limit the encounter to only the specifics needed to complete the transaction required.  No information about the patient’s vision or health status may be disclosed without proper patient consent.  Keystone NeuroSensory Center staff and doctors will also infer that if you allow another person in an examination room, treatment room, dispensary, or any business area within the office with you while testing is performed or discussions held about your vision or health care or your account that you consent to the presence of that individual.

OTHER USES AND DISCLOSURES
We will not make any other uses or disclosures of your health information unless you sign a written Authorization for Release of Identifying Health Information.  The content of this authorization is determined by federal law.  The request for signing an authorization may be initiated by Keystone NeuroSensory Center or by you as the patient.  We will comply with your request if it is applicable to the federal policies regarding authorizations.  If we ask you to sign an authorization, you may decline to do so.  If you do not sign the authorization, we may not use or disclose the information we intended to use.  If you do elect to sign the authorization, you may revoke it at any time.  Revocation requests must be made in writing to the Privacy Officer named at the beginning of this Notice.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION
The law gives you many rights regarding your personal health information.

You may ask us to restrict our uses and disclosures for purposes of treatment (except in emergency care), payment, or business operations.  This request must be made in writing to Privacy Officer named at the beginning of this Notice.  We do not have to agree to your request, but if we agree, must honor the restrictions you ask for.

You may ask us to communicate with you in a confidential manner.  Examples might be only contacting you by telephone at your home or using some special email address.  We may  accommodate these requests if they are reasonable and if you agree to pay any additional cost, if any, incurred in accommodating your request.  Requests for special communication requests must be made to the Privacy Officer named at the beginning of this Notice.

You may ask to review or get copies of your health information.  There are a very few limited situations in which we may refuse your access to your health information.  For the most part we are happy to provide you with the opportunity to either review or obtain a copy of your medical information.  All requests for review or copy of medical information must be made in writing to the Privacy Officer named at the beginning of this Notice. While we usually respond to these requests in just a day or so, by law we have fifteen (15) days to respond to your request.  We may request an additional thirty (30) day extension in certain situations.

You may ask us to amend or change your health care information if you think it is incorrect or incomplete.  If we agree, we will make the amendment to your medical record within thirty (30) days of your written request for change sent to the Privacy Officer named at the beginning of this Notice.  We will then send the corrected information to you or any other individual you feel needs a copy of the corrected information.  If we do not agree, you will be notified in writing of our decision.  You may then write a statement of your position and we will include it in your medical record along with any rebuttal statement we may wish to include.

You may request a list of any non-routine disclosures of your health information that we might have made within the past six (6) years (or a shorter period if you wish).  Routine disclosures would include those used your treatment, payment, and business operations of Keystone NeuroSensory Center.  These routine disclosures will not be included in your list of disclosures.  You are entitled to one such list per year without charge.  If you want more frequent lists, you must pay for them in advance at a varied fee per list.  We will usually respond to your written request (made to the Privacy Officer named at the beginning of this Notice) within thirty (30) days but we are allowed one thirty (30) day extension if we need the time to complete your request.

Health care information you request copies of may be delivered to you in electronic format.  The e-formats Keystone NeuroSensory Center has approved as secure and protects the integrity of your health care information include secure email, an authorized Electronic Health Information system and media supplied by Keystone NeuroSensory Center.

You may obtain additional copies of this Notice of Privacy Practices from our business office or online at our website address shown at the beginning of this Notice.

BREACH NOTIFICATION POLICY

In the event of a reportable breach of patient information, Keystone NeuroSensory Center agrees to abide by the breach notification requirements as established by the HIPAA breach notification rule. If a breach occurs, Keystone NeuroSensory Center will consult with a HIPAA attorney and take all necessary steps to remain in compliance with this rule including notification of individuals, business associates, the secretary of Health and Human Services and prominent media outlets. 

WHISTLEBLOWER PROTECTION RULE

Keystone NeuroSensory Center will take no action against any individual who provides information to the office of civil rights, office of the Inspector General or individual state Attorney General’s office regarding concerns related to the privacy and security procedures or actions at Keystone NeuroSensory Center.

CHANGING OUR NOTICE OF PRIVACY PRACTICES
By law, we must abide by the terms of this Notice of Privacy Practices until we choose to substantially change the Notice.  We reserve the right to change this Notice at any time.  If we change this Notice, the new privacy practices will apply to your existing health information as well as any additional information generated in the future.  If we change this Notice, we will post a new Notice in our office and on our website.

COMPLAINTS
If you think that anyone at Keystone NeuroSensory Center has not respected the privacy of your health information, you are free to complain to the Privacy Officer named at the beginning of this Notice.  We are more than happy to try to resolve any concern you may have in writing.  If we cannot resolve your concern at that level, you may also file a complaint with the U.S. Department of Health and Human Services, Office of Civil Rights or the state Attorney General’s Office.  We will not retaliate against you if you make such a complaint. 
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NeuroSensory Center of Eastern Pennsylvania

Suite 317   ·   250 Pierce Street   ·   Kingston, PA    18704

T: 570.763.0054         F: 570.763.0056

                                         info@keystonensc.com          www.neurosensorycenters.com
Important Information About Medication 
Many of our patients come to the NeuroSensory Center already taking prescription medication prescribed by their Primary Care Physician, Psychiatrist, or other Specialist.  It is important that you continue to take any prescribed medication as ordered by your prescribing physician, while you are in treatment at the NeuroSensory Center!

The physician here at the NeuroSensory Center may discuss with you the possibility that you may be able to “wean” from one or more of your current medications at some point in the future, as your treatment at the Center progresses and your symptoms subside.  You should not, however, begin to do that on your own, or without your prescribing physician’s knowledge and agreement.  If recommended by the NeuroSensory Center doctor, you may discuss the possibility of reducing your dosage of a medication with your prescribing physician, but do not alter your medication schedule in any way without your prescribing physician’s knowledge and supervision!

If you have any questions about this policy, it is important that you ask the NeuroSensory Center doctor who is treating you.

I acknowledge that I have seen this statement, and have been give a copy to keep.
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Directions to the NeuroSensory Center of Eastern Pennsylvania

From the North (Scranton, Binghamton, Poconos)

I- 81 South to Exit 170B (Wilkes-Barre/Bear Creek)

Go North on PA-309 toward Wilkes-Barre

Take exit 4 (Kingston/Forty Fort)

Turn left onto Rutter Ave.

Go 1 mile, at light turn left onto Pierce Street

250 Pierce Street is on left, parking on either side of building

From the South (Hazleton, Harrisburg)

I-81 North to Exit 170B (Wilkes-Barre/Bear Creek)

Go North on PA-309 toward Wilkes-Barre

Take exit 4 (Kingston/Forty Fort)

Turn left onto Rutter Ave 

Go 1 mile, at light turn left onto Pierce Street

250 Pierce Street is on left, parking on either side of building

From East/Southeast (Pocono, Lehigh Valley)

PA turnpike 476 to Exit 105 (Wilkes-Barre/Bear Creek)

Turn left onto 115 North

115 North becomes PA-309 North

Take exit 4 (Kingston/Forty Fort)

Turn left onto Rutter Ave.

Go 1 mile, at light turn left onto Pierce Street 250 Pierce Street is on left, parking on either side of building

From the West (Williamsport)

Route 118 to Route 415

Turn right onto Rte 415 to Rte 309 South Take exit 5 (Kingston/Forty Fort)

Turn right onto Wyoming Ave.

Go 0.8 mile at light turn left onto Pierce Street

250 Pierce Street is on left, parking on either side of building

From the Southwest (Bloomsburg, Berwick)

I-80 East to I-81 North
I-81 North to Exit 170B (Wilkes-Barre/Bear Creek)

Go North on PA-309 toward Wilkes-Barre

Take exit 4 (Kingston/Forty Fort)

Turn left onto Rutter Ave 

Go 1 mile, at light turn left onto Pierce Street

250 Pierce Street is on left, parking on either side of building

From the Northwest (Tunkhannock, Towanda, Sayre)

Rte 6 South to Rte 29 South to Rte 309 South

Rte 309 South Take exit 5 (Kingston/Forty Fort)

Turn right onto Wyoming Ave.

Go 0.8 mile at light turn left onto Pierce Street

250 Pierce Street is on left, parking on either side of building
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NeuroSensory Center of Eastern Pennsylvania

Checklist of items required at time of your appointment:

Insurance card

Photo ID

Completed health history form

Completed insurance and waiver forms 

Complete list of medications

Glasses (if applicable)

Payment for applicable fees

As a reminder, please refrain from wearing moisturizers and makeup on days that you are scheduled to have NeuroSensory Testing.  Also, please avoid strong fragrance perfumes/colognes/aftershave as others in the office may be sensitive to these powerful scents.

[image: image8.jpg]«<@»

NeuroSensory Centers

of America™
Treat the Source




INSURANCE  INFORMATION
APPT DATE             




 TIME 

PATIENT NAME
                                                                        DATE OF BIRTH

ADDRESS

HOME PHONE                                    WORK PHONE                                     CELL PHONE

EMAIL ____________________________________________________________________________

PATIENT’S  SYMPTOMS:

PRIMARY INSURANCE 

ADDRESS                                                                                   PHONE 

INSURED NAME                                                                DATE OF BIRTH

POLICY NUMBER                                                                   GROUP NUMBER

SECONDARY INSURANCE

PHONE

INSURED NAME

DATE OF BIRTH                                                          
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  IRREVOCABLE ASSIGNMENTS AND FINANCIAL RESPONSIBILITY
I hereby authorize all Responsible Parties, to pay directly to NeuroSensory Center of Eastern Pennsylvania, Dr. Jeffrey Becker, all benefits and amounts due for services rendered by the above doctors and staff.

I understand that if the above parties are not paid in full by proceeds of insurance benefits, then this assignment does not release my obligation and liability to the NeuroSensory Center of Eastern Pennsylvania  for payment of all services and items provided to me for the below referenced patient. Keystone NeuroSensory Center does not participate in any Medical Assistance Programs.  In the event that no benefits are paid, then I agree to pay NeuroSensory Center of Eastern Pennsylvania and any and all of the above named practitioners for all charges in excess of the benefits paid. All payments will be made to NeuroSensory Center of Eastern Pennsylvania, at 250 Pierce Street Suite 317 Kingston, PA 18704.  
Any check returned from the bank due to insufficient funds will result in an additional $35 charge.
The terms and consequences of these irrevocable assignments and financial responsibilities have been fully explained to me to my understanding, and I have signed this document freely and without inducement other than the rendition of services by the NeuroSensory Center of Eastern Pennsylvania.

Some patients may be prescribed Home Therapy Programs, Yoked Prism Lenses, or other therapeutic lenses.  All of these items are special order products and are not returnable for refund or office credit.  Additionally, any opened or out of date supplements are also not returnable for refund or office credit.
 






Signature of Insured







            Date





                                                                     

Signature of patient’s Authorized Guardian




Witness
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NeuroSensory Center of Eastern Pennsylvania

Suite 317   ·   250 Pierce Street   ·   Kingston, PA  ·   18704

T: 570.763.0054      F: 570.763.0056

                                                 info@keystonensc.com       www.keystonensc.com
PATIENT CANCELLATION / “NO SHOW” POLICY
 

We recognize the value of your time, and want your visit here to be a positive experience. We are continuing our efforts to eliminate any waiting times, whatsoever, for our patients. We schedule patients so that our entire professional team has sufficient time set aside to meet your individual medical needs. Please assist us in this effort by keeping your appointment and arriving on time, or by providing at least 24 hours advance notice if you must cancel your appointment. In order to encourage participation in this policy, a $50 MISSED APPOINTMENT FEE will be billed to you if you do not keep your appointment, or if you fail to give 24- hour cancellation notice by calling the office.  THIS FEE MUST BE PAID PRIOR TO SCHEDULING YOUR NEXT APPOINTMENT. We hope that this policy will ultimately benefit all patients by improving the quality of your diagnostic and treatment experience.

 

When you arrive for your appointment, please notify the receptionist. If you arrived on time for your appointment, notified the receptionist of your arrival, and then waited for more than 20 minutes past your scheduled appointment time, please let the receptionist know.

Sometimes the testing or treatment of certain patients takes longer than expected. Please know that your needs will receive the very same attention and care when you are seen by our staff.

 
 

_______________________________________[image: image11]
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            Signature of Responsible Party




      Date
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NeuroSensory Center of Eastern Pennsylvania

Suite 317   ·   250 Pierce Street   ·   Kingston, PA    18704

T: 570.763.0054         F: 570.763.0056

                                         info@keystonensc.com          www.neurosensorycenters.com
NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT
I authorize payment of my medical benefits to the undersigned Doctor for services rendered.  I understand that NeuroSensory Center of Eastern Pennsylvania and its Doctors will make every effort to bill my insurance and obtain the necessary information needed to bill my insurance.  I also understand that, if my insurance company fails to cover the services, I will be personally responsible for the benefits rendered.  I understand that, under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I have certain rights to my privacy regarding my protected health information.  I understand that this information can and will be used to:

· Conduct, plan and direct my treatment and follow up among healthcare providers who may be involved in that treatment directly or indirectly.

· Obtain payment from third-party payers.

· Conduct medical care services such as examinations, treatment, testing and other items pertinent to my medical care.

· I give my permission for my medical information to be discussed with the person(s) named here:
__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

Patient Name:  

Signed:                                                                            Date: 

ACKNOWLEDGEMENT

OF

NOTICE OF PRIVACY PRACTICES

The law requires that Keystone NeuroSensory Center make every effort to inform you of your rights related to your personal health information.  By my signing below, I acknowledge that (CHOOSE ONE):

· I have read or had explained to me Keystone NeuroSensory Center’s Notice of Privacy Practice and agree to continue my care with Keystone NeuroSensory Center under said terms.

· I was given to opportunity to read Keystone NeuroSensory Center’s Notice of Privacy Practices and declined but wish to continue my care with Keystone NeuroSensory Center under the terms of Keystone NeuroSensory Center’s privacy policies.

· I have read or had explained to me Keystone NeuroSensory Center’s Notice of Privacy Practice and do not wish to continue my care with Keystone NeuroSensory Center under said terms.

· The Notice of Privacy Practice could not be read due to the emergent nature of the care of other reason described as.
______________________________________________

______________________________________________

Please choose how you would like us to communicate with you in regards to your treatment at the Keystone NeuroSensory Center:
· I authorize Keystone NeuroSensory Center to leave a detailed message on my:

home phone ___

cellular phone ___
· I authorize Keystone NeuroSensory Center to share information pertaining to my care via electronic mail.

I HAVE READ AND UNDERSTAND THIS FORM.  I AM SIGNING IT VOLUNTARILY.

_________________________________
________________

Patient 





Date

If you are signing as a personal representative of the patient, please indicate your relationship 

___________________________
_____________________

Representative



Relationship to Patient
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NeuroSensory Center of Eastern Pennsylvania

Suite 317   ·   250 Pierce Street   ·   Kingston, PA    18704

T: 570.763.0054         F: 570.763.0056

                                         info@keystonensc.com          www.neurosensorycenters.com
WAIVER

Dear Patient:

A diagnostic procedure called the Sensory Integration Test is very beneficial in both diagnostic and therapeutic decisions made by the doctor.  This test will give the doctor extremely valuable information about which of your sensory systems may be responsible for your neurosensory disorder, thus allowing you to receive more effective and precise treatment.

Most insurance carriers consider this procedure to be experimental.  In our efforts to contain costs, we will avoid billing this particular test to those insurance companies. Thus, the patient pays a fee of $225 at the time of service as the total patient responsibility for this procedure.  On repeat testing, the fee for the test will be reduced to $200, as it will require less time to perform since the patient will be familiar with the test instructions.

I have read the above information and I am aware that the fee must be paid at the time the service is provided.


 Patient Signature







Date


Signature of patient’s Authorized Guardian




Witness
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NeuroSensory Center of Eastern Pennsylvania

Suite 317   ·   250 Pierce Street   ·   Kingston, PA    18704

T: 570.763.0054         F: 570.763.0056

                                         info@keystonensc.com          www.neurosensorycenters.com
Important Information About Medication 
Many of our patients come to the NeuroSensory Center already taking prescription medication prescribed by their Primary Care Physician, Psychiatrist, or other Specialist.  It is important that you continue to take any prescribed medication as ordered by your prescribing physician, while you are in treatment at the NeuroSensory Center!

The physician here at the NeuroSensory Center may discuss with you the possibility that you may be able to “wean” from one or more of your current medications at some point in the future, as your treatment at the Center progresses and your symptoms subside.  You should not, however, begin to do that on your own, or without your prescribing physician’s knowledge and agreement.  If recommended by the NeuroSensory Center doctor, you may discuss the possibility of reducing your dosage of a medication with your prescribing physician, but do not alter your medication schedule in any way without your prescribing physician’s knowledge and supervision!

If you have any questions about this policy, it is important that you ask the NeuroSensory Center doctor who is treating you.

I acknowledge that I have seen this statement, and have been give a copy to keep.

_______________________________________________

______________

Patient Signature (Parent Signature if Patient is a Minor)

Date
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CREDIT CARD FORM

As a convenience to you, this form serves as ease for billing purposes and other office purchases. After your insurance company has completed its benefit obligation to you, The NeuroSensory Center will begin billing your credit card for the remaining balance. In addition, office policy states we require a 24 hour notice of cancellation. Failure to adhere to this policy will result in a $50 No Show charge. Please take a moment to complete this form.

NEUROSENSORY CENTER PATIENT NAME(S):_________________________________
EXACT NAME ON FRONT OF CREDIT CARD:  _________________________________________

TYPE OF CARD (VISA, MASTER CARD, DISCOVER): ____________________________
CREDIT CARD NUMBER:    ___________--___________--____________--_____________

EXPIRATION DATE (MONTH and YEAR):  ______________________________________
THREE/FOUR DIGIT CODE ON BACK OF CARD:  _______________________________
* Any unpaid balances not paid within 90 days will be charged to the card number listed.
MAXIMUM AMOUNT I WANT TO BE BILLED: (Cardholder please initial a single amount)

· ____10%  OF MY BALANCE (MIN. $50) PER MONTH TO REDUCE MY ACCOUNT TO ZERO

· ____25%  OF MY BALANCE (MIN. $50) PER MONTH TO REDUCE MY ACCOUNT TO ZERO

· ____50%  OF MY BALANCE (MIN. $50) PER MONTH TO REDUCE MY ACCOUNT TO ZERO

· ____FULL AMOUNT REQUIRED TO REDUCE MY ACCOUNT TO $ 0.  THE $10 BILLING FEE 

IS WAIVED IF YOU CHOOSE THE “FULL AMOUNT” OPTION

CARDHOLDER SIGNATURE:_______________________________  DATE____________

With my signature, I acknowledge that I am responsible for the credit card listed above, and authorize NeuroSensory Center of Eastern Pennsylvania to apply this credit card information to any unpaid balances for the patient(s) listed above.
THIS AUTHORIZATION EXPIRES UPON YOUR REQUEST

IN COMPLIANCE WITH THE FEDERAL REGULATIONS OF HIPAA’S PRIVACY RULE, THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN OBTAIN ACCESS TO IT INFORMATION.  PLEASE REVIEW IT CAREFULLY




















