
Debra Lee Gertz, L.Ac., Dipl. O.M.

510 Jamesville Avenue

Syracuse, NY 13210

(315)475-6916

Client Information

Date of visit:

Name:








DOB:

Address:







Referred By:

Phone numbers (circle contact preference):

(w)  




(h) 




(c)  

Email:

What is your main reason for seeking treatment?

Do you have any other concerns?

Please list the medications and supplements that you are currently taking.

Fee Schedule and Policy:

$75.00
Initial visit and evaluation

$60.00
Each subsequent visit

$30.00
Missed appointment without notice
Payment is expected at the time of treatment.  The courtesy of 24 hours’ notice is expected when the patient can’t make the scheduled appointment.  Payment is expected for appointments cancelled without notice.  Should this office need to seek the help of a collection agency for any unpaid  fees, the patient (or guardian) will be held responsible for the collection fees and any interest charges, in addition to treatment fees.
I understand the Fee Schedule and Policy described above.  I further understand that I am responsible for any charges incurred at this office, including fees for treatment in the absence of insurance coverage; co-payments, deductibles, co-insurance, and any charges denied or not covered by my insurance company; and charges associated with missed appointments, cancellations without adequate notice, and collections.
_____________________________________________________
____________________
Signature (or Signature of Guardian)




Date
Informed Consent for Treatment:
I hereby request and consent to acupuncture and other relevant treatments provided by Debra Lee Gertz, L.Ac., Dipl.,O.M., to me (or to the patient named above for whom I am legally responsible).  I intend that this consent form cover the entire course of treatment for the current condition and any future conditions for which treatment is sought.
_____________________________________________________
____________________
Signature (or Signature of Guardian)




Date  
Notice of Privacy Practices:
The Notice of Privacy Practices provided by Debra Lee Gertz, L.Ac., Dipl. O.M., describes how my private health information may be used in accordance with Federal and State law (HIPAA) to carry out treatment, payment for treatment, and routine health care operations.  I have reviewed this notice and understand it.  I do/do not (circle one) wish to keep a copy of the Notice of Privacy Practices.
_____________________________________________________
____________________
Signature (or Signature of Guardian)




Date

