
As a courtesy, it is Dr. MacDonald’s policy
to have our automated system attempt to
contact you two days prior to your
scheduled appointment to remind you of
the appointment time and date. This will be
done via your preferred method of
communication (text, email, or phone call).
No personal health information will be
disclosed. I agree with Dr. MacDonald’s
standard method of communication. *

 Yes  No

Please change as follows:

BMR HIPAA + $$ policies 2021
HIPAA Notice of Privacy Practices and Consent: I hereby consent to the use and disclosure of my protected health information by

Dr. Barbara MacDonald-Rodgers, N.D., L.Ac. for the purposes of treatment, payment and healthcare operations or as otherwise

required by law.

Dr. MacDonald has posted her Notice of Privacy Practices which provide more detailed information about the usage and

disclosure of my protected health information. I have a right to review the Notice prior to signing this consent and to receive a

printed copy of the Notice.

I have the right to request restrictions to the usage and disclosure of my protected health information.

I have the right to request an alternative to the standard methods of communication of my protected health information.

I have the right to revoke this consent, in writing, at any time. Revocations will be honored as of the date they are received by Dr.

MacDonald. I understand that while Dr. MacDonald may honor these requests, she is not required by law to do so.

I am aware that Dr. MacDonald reserves the right to change the terms of her Notice of Privacy Practices and to make new Notice

provisions effective for all protected health information that she maintains. In the event of amendments, Dr. MacDonald will make

available a revised Notice for my review.

 

Statement of Financial Responsibility: I understand and agree to the following:

Services rendered “visit fees” are my responsibility as the patient or patient’s responsible party unless I have Maine Community

Health Options (MCHO) insurance in which case, I am responsible for my co-pay at the time of service.
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I agree to keep a credit card on file for
charging for the following fees: a)
appropriate co-pay and/or co-insurance b)
visit fees that do not require insurance
billing c) laboratory fees that Dr.
MacDonald pays to Quest or other labs on
my behalf d) appropriate No-Show fees e)
Supplements, herbs and other products
purchased at Dr. MacDonald’s clinic. I
understand that I will be provided with a
receipt by email or US Post mail when fees
are charged to my credit card. If I have
questions or concerns about said charges,
I agree to email Dr. MacDonald’s staff at
drbarb.office@gmail.com or call the office
to begin an inquiry. *

 Yes  No

I understand that if Dr. MacDonald or her
staff bill my insurance as an out-of-network
provider or the insurance of another in the
case of a motor vehicle accident claim that
I am still responsible for all fees that incur
that are not paid for by my insurance
company within three months from the bill
date. I understand that it is MY
responsibility to contact the insurer to
understand what is covered or not. I
understand that is it my responsibility to
contact the insurer if my courtesy billed
claim is denied and facilitate rebilling
myself if necessary. I understand that
billing out-of-network insurers is a courtesy
and not an expectation. I understand that I
if my insurance does not cover Dr.
MacDonald’s care or I do not know if it is, I
will pay at the time of service and will be
provided with a receipt including
appropriate billing codes so that I may try
to get reimbursed from my insurer. *
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I understand that if Dr. MacDonald chooses
to leave Maine Community Health Options
as an in-network provider and then I will be
100% responsible for visit fees as stated
here. *

 

100% of the cost of laboratory tests
ordered by Dr. MacDonald on your behalf, if
you choose to pay the lowest rates at the
time of the draw instead of billing
insurance, require a credit card on file that
will be billed within 24-hours of the draw
regardless of where they are drawn. I
authorize Dr. MacDonald to mark “bill
insurance” instead of paying upfront upon
my request and am responsible for any and
all lab fees that are not paid to the lab on
my behalf and understand that I will receive
a bill from the lab in that case and do not
hold Dr. MacDonald responsible for any
fees I incur. I understand that I can call the
lab and inquire to the rates prior to having
the service performed. I understand that if I
am billed for lab fees from Quest that I
have paid Dr. MacDonald for, that I will
contact Dr. MacDonald ASAP and facilitate
an inquiry. I understand that in some
cases, if a “reflex” test is ordered that I
may owe more than originally paid and
authorize that “reflex” tests be charged to
my credit card on file. *

 

100% of the cost of Naturopathic and Chinese medicines dispensed by Dr. MacDonald's clinic are due at the time of purchase.

I acknowledge that I am financially responsible for all charges. If it becomes necessary to effect collections of any amount owed

on this or subsequent visits, I agree to pay all the costs and expenses, including attorney fees. I hereby authorize Dr. MacDonald

to release information necessary to secure payment.

I agree to allow a $100 fee or 50% of the visit fee (whichever is lowest) be charged to my credit card on file if I fail to be present

within fifteen minutes of my scheduled office visit time without leaving a voicemail message at 207-230-8806 within 24 hours prior

to scheduled visit. (Charges apply to all patients at the time of a second missed appointment.) If I do not have a credit card on file,
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I have fully read and understood the above
agreements and authorizations. I hereby
certify that I have completed this Patient
Health History truthfully and to the best of
my knowledge. *

 Yes  No

PATIENT SIGNATURE *

I agree to pay the invoice for said fees sent to me within 30 business days.

I agree to begin paying finance charges on bills that are not paid within 90 days of bill date.

I agree to request all modifications to this financial agreement, in writing, prior to the visit with Dr. MacDonald.

Consent to Treat

I understand that my care as a patient of Dr. Barbara MacDonald-Rodgers, licensed naturopathic doctor, acupuncturist and

herbalist is directed by Dr. MacDonald. I agree to provide written permission for her to consult with other practitioners with a

signed consent form or when my name is not used in the discussion if necessary unless I am referred by Dr. MacDonald to them

in which case the permission to share information is presumed unless I provide written notice regarding limitations.

Dr. Barbara MacDonald-Rodgers, ND, LAc

Dr. Barb MacDonald DBA

20 Granite Way, Suite A

PO Box 1320

Rockport, Maine 04856

Phone: (207) 230-8806
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