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Dear Patient,

Welcome to Treat Wellness, LLC.

OUR MISSION AND PHILOSOPHY

We are a unique medical practice specializing in primary prevention of illness and disease and optimization of overall health and wellness.  Traditional medicine is undergoing a fundamental and radical shift.  Supporting wellness is just as important as combating illness.  Patients should not have to wait until they are feeling sick or ill (or until they have a diagnosis of disease) to visit their doctor.  Optimizing overall health, is no longer a choice, it is a responsibility.  You owe it to yourself and the ones you love to be well enough to lead a life full of vitality.

Medicine should not be a generic “one size fits all” approach.  We defy the traditional medical algorithms and assess patients as unique, physiologic, genetic and emotional individuals.  We form partnerships with our patients in order to help them establish and achieve goals for optimization of health.  Because good medicine requires a thorough assessment of the patient’s health history, current physical state, lifestyle, and genetic composition, it requires extensive, individualized attention from the medical practitioner and a customized treatment plan.  Our goal is to educate and inform our patients about the latest cutting edge research.  We work as a team to develop a trusting relationship with our patients to deliver preventative healthcare ethically and without harm.  

WHO WE ARE

Dr. Kathleen O’Neil-Smith is a magna cum laude graduate of Boston University Medical School.  She completed an internship in pathology at Massachusetts General Hospital followed by an internship and residency in internal medicine at the Brigham and Women’s Hospital in Boston. She has completed a two-year fellowship in functional medicine through the American Academy of Anti-Aging and Regenerative Medicine (the subspecialty of bio-identical hormone therapy and primary disease prevention).  She is trained in hormonal rebalancing and targeted amino acid therapies (TAAT) with neuroscience and has an extensive background in nutrition, applied physiology and sports medicine.  She has been on the faculty at Tufts University School of Medicine and Boston University School of Medicine.  She competed as a member, and later coach, of the United States Women’s National Rowing Team.  She is a compassionate, innovative, and conscientious physician.  She is currently collaborating on a book on optimum health and performance and nutrigenomics with Harper Collins.







OFFICE INFORMATION AND POLICIES

OFFICE HOURS

The office is generally open Monday - Thursday from 9:00 a.m. -3:30 p.m.  (During inclement weather please check the office voice message between 7:00 a.m. and 8:00 a.m.  It may be necessary to reschedule.)

TELEPHONE AND EMAIL CONSULTATIONS

It is imperative that signs, symptoms and treatment plans be evaluated and communicated in person.  Therefore, email consultations are not available.

EMERGENCIES

Please contact your primary care physician or local emergency room with all urgent matters.  

BILLING

Treat Wellness does not accept or contract with any health insurance plans.  It is your responsibility to pay in full at the time services are rendered.  We are able to accept credit cards (Visa, MasterCard and Discover), checks and cash.  A receipt will be provided to you, with treatment codes to enable you to seek reimbursement from your insurance company, when available.  

FEES

The fee for a 90-minute initial consultation is $750.00 (A $375.00 NON-REFUNDABLE DEPOSIT IS COLLECTED AT TIME OF BOOKING) and includes a complete history, focused physical exam, and an extensive nutrition and exercise consultation, as well as an individualized treatment plan for your specific medical needs.  
Fees are subject to change
Initial MD Consultation:		 	$750.00
Full Consult:					$600.00
Partial Consult:				$300.00

CANCELLATION POLICY

A great deal of time is dedicated to each patient encounter and to the evaluation of test results.  Thus, 90 minutes of professional time has been set-aside for your initial visit and 60 minutes for your follow-up visit.  You must notify the office at 617-630-2882 at least 48 BUSINESS hours prior to your visit if you need to cancel or reschedule your appointment.  Failure to notify us in a timely fashion impacts our ability to care for the patients in our practice.  Please be aware that your credit card will be billed for your scheduled visit for failure to comply with our policies.  Insurance does not cover such fees.  This is the responsibility of the patient and all cancellation fees must be paid before any other appointments can be scheduled.



LABS

We are able to draw blood for you here at our office.  Our lab uses Quest Diagnostics and Boston Clinical Labs to process all blood work.  Your insurance company will be billed directly for these tests.  Any problems with billing of blood work should be directed to the lab for resolution.  There is an additional fee for phlebotomy services at our office.  Most insurance companies typically reimburse this fee.

Some specialty testing such as 24-hour urinary hormone profiles, saliva testing, and genomics testing may not be covered by your insurance company.  However, depending on your insurance, a certain percentage may be covered.  It is your responsibility to contact your insurance company to determine their policies for coverage.


PRESCRIPTIONS

Prescription refills are expedited if you request that your pharmacy fax us details for physician authorization at 617-630-0348.  This enables us to fax your prescription request back to the pharmacy in a timely fashion.

We are passionate and committed to helping you prevent disease and achieve optimal health and wellness.  Welcome to our practice.

“If you don’t have time to be sick, you must make time to be well.”


Kathleen O’Neil-Smith, M.D., FAARM
Charleen Hilton, Office Manager
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DIRECTIONS

BY CAR

From Boston
Take the Mass. Turnpike to Exit 17 (Newton/Watertown). Keep left onto Washington Street and follow for approximately 1.3 miles. Turn left onto Walnut Street, follow for approximately 1.4 miles, and then turn right onto Beacon Street. Our office will be ¼ mile down on the left. We are in a large brick office building.
OR
Take Beacon Street from Boston, West towards Newton, to 1172 Beacon Street.

From Mass. Turnpike (Points West of Newton)
Take the Mass. Turnpike to Exit 14 (Route 128/I-95). At the fork, stay left to continue to Route 128/I-95 South. Take Exit 21A (Route 16 East) and take the next right onto Beacon Street. Follow for approximately 2.1 miles, and building will be on your right. We are in a large brick office building.

 From Route 128 North & South
Take right off of Exit 21A (Route 16 East) and take the next right onto Beacon Street. Follow for approximately 2.1 miles, and building will be on your right.

PARKING
There is ample free parking in the back of the building.

PUBLIC TRANSPORTATION
Take the Commuter Rail (Purple Line - Framingham/Worcester) to the Newtonville station, and then take the #59 bus to the corner of Walnut & Beacon Streets. Turn right onto Beacon Street and walk approximately two blocks.

From Downtown Boston: Bus #553, #554, or #556 to the corner of Washington & Walnut Streets, then Bus #59 as described above.
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PATIENT INFORMATION

Name____________________________________Age_______Date of Birth_____________
Street Address________________________________________________________________
City______________________________________State_______Zip code________________
Home Phone #_________________________Cell Phone #___________________________ 
Social Security #____________________________________ Male[   ]      Female[   ]
Birth Place_____________________________Referred By___________________________
E-mail Address_______________________________________________________________
Marital Status    (  )Married    (  )Single    (  )Divorced    (  )Widower    (  )Partner

If patient is a minor, please provide parent’s work information:

Employer Name________________________________Occupation___________________
Work Address__________________________________City__________________________
State_________Zip Code_________________________Work Phone #_________________

Primary Care Physician_________________________Phone #______________________
Address______________________________________________________________________
Pharmacy Name and Telephone number _______________________________________

INSURANCE INFORMATION

Primary Insurance ___________________ID #___________________Group #_________
Address______________________________________________________________________
Subscriber Name______________________________Relationship___________________
Subscriber’s Address_________________________________________________________
Subscriber’s Social Security #__________________Date of Birth__________________
Secondary Insurance_________________ID #___________________Group #_________
Address______________________________________________________________________

PERSON TO NOFITY IN CASE OF EMERGENCY

Name__________________________________________Relationship__________________
Address________________________________________Phone #______________________

HOUSEHOLD MEMBERS (including family, non-family and pets)

	Name					Age			Occupation
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I hereby authorize the release of any information required for the processing of claims.  I also authorize payment directly to the physician for benefits, if any, otherwise payable to me for services.  Furthermore, I understand if the physician is not a provider for my insurance, I am financially responsible for all charges incurred and guarantee payment of the account.


Printed Name (Patient/Guardian)		    	Signature			Date





                                                                                      Treat Wellness, LLC
Kathleen O’Neil-Smith, MD
1172 Beacon Street, Suite 401
Newton, MA 02461
PH: (617) 630-2882     Fax: (617) 630-0348


Date_________________

Patient Name____________________________________       M or F       Date of Birth________________ 

Appointment date:   Month_______________ Day______________ Year__________ @ _______AM/PM

If possible, please make sure to bring all pertinent medical records to your appointment.  Also, if you are presently taking vitamins, minerals, or other supplements, please bring in the bottles or copy the labels.

------------------------------------------------------------------------------------------------------------------------------
Please print clearly and complete all information on all pages.

Reason for this consultation:______________________________________________________________

Overall how is your general health?            [  ]Excellent   [  ]Good     [  ]Fair       [  ]Poor

Please describe any major problems and/or symptoms, including when they first appeared:
___________________________________________________________________________________

What habits, activities, or stresses do you consider to have contributed to any of the problems/symptoms you listed above:__________________________________________________________________________

Have you seen other physicians for these problems? _____   If yes, please indicate the results of the evaluation: 
________________________________________________________________________________________________________

List prescribed medications: _________________________________________________________________________________________________________
_________________________________________________________________________________________________________

List non-prescribed medications (ie., laxatives, antihistamines, aspirin, etc.): _________________________________________________________________________________________________________
_________________________________________________________________________________________________________

List any allergies to medications (drug name and type of reaction):
_________________________________________________________________________________________________________

Do you have any other known sensitivities (food, pollen, animals, chemicals)? ____  If yes, please list them: ___________________________________________________________________________________________________

Are you now or have you recently been sexually active?
 With men? [  ]Yes  [  ]No           With women? [  ]Yes   [  ]No	Both? [  ]Yes   [  ]No
  
Do you and your partner(s) use some method of birth control?  [  ]Yes   [  ]No

Do you practice safe sex?  [  ]Yes  [  ]No

Do you have any questions or concerns regarding your sex life that you would like to discuss?  ___ If yes, what are they? _______________________________________________________________________________

Do you smoke or have you ever smoked?  ____  If yes, how much and for how long? _________________________________________________________________________________________________________

Do you drink alcohol? ____  If yes, type, amount, frequency:_____________________________________________

Have you ever had concerns about controlling the amount of alcohol intake? _________________________________________________________________________________________________________

Do you take any drugs? ____ If yes, type, amount, frequency:_____________________________________________

Do you exercise? ____  If yes, what type of exercise,  how often, and length of sessions? _________________________________________________________________________________________________________

Do you consider yourself to be under low, moderate, or high levels of stress? _________________________________________________________________________________________________________

Do you do any STRESS REDUCTION or RELAXATION such as Prayer?_____  Meditation?___   Yoga?___       Self-hypnosis?___  Other?___  How often?________________________

What are your sleeping habits:   State of sleep________________ Hours/night ____________________
					Snore?___________________ Sleep Apnea Diagnosis?_________

List any hobbies or other interests: _________________________________________________________________________________________________________
_________________________________________________________________________________________________________

						
PAST/FAMILY HISTORY:

List immediate family members’ age (if deceased, age at death):

Mother   _________________________		Children  _______________________
Father	   _________________________			     _______________________
Siblings   _________________________			     _______________________
		   _________________________			     _______________________
		   _________________________


PAST/FAMILY HISTORY Cont’d:

Did your mother have any known problems during her pregnancy with you (ie., illnesses, stress, medication, smoking, alcohol, DES use)? ____   If yes, please explain: ____________________________________
_________________________________________________________________________________________________________

Were you bottle or 
breast-fed? ____________________

Was your home life during childhood and adolescence primarily loving and supportive or were there major stresses? ______________________________________________________________________

Did you have any of the following childhood illnesses?
___Colic    ___Eczema   ___Polio    ___Recurrent Colds    ___ Bronchitis ___Pneumonia  ___Meningitis  ___Rheumatic Fever___  Other/explain:_________________________________________________________________

Have you ever been on frequent or prolonged antibiotic therapy (ie., tetracycline, penicillin, erythromycin, sulfa, etc.)? _______________________________________________________________________________

Have you ever taken cortisone or prednisone? _______________________________________________________

List other past medical problems (give dates and specifics):_____________________________________________________________________________________________
_________________________________________________________________________________________________________

List major hospitalizations:

         Reason		    			When		  	Where	            	 For how long
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever had a blood transfusion?   [   ]Yes    [   ] No

Tests/Immunizations (specify year):

______X-ray		______G.I. Series	______Colon Series	______Flu       	           ______TB Test
______Mumps		______Measles		______Pneumoccal	______Tetanus	           ______Polio
______Rubella		______Mammogram	______Gallbladder Tests ______Electrocardiogram
______Other _____________________________________________________________________________________________


MEDICAL HISTORY:

Please indicate if you or any immediate family members (including grand-parents, parents, and siblings) have had any of the following problems. Specify who, including yourself.

alcoholism				_________________________
	allergies				_________________________		
anemia				_________________________
	arthritis				_________________________		
bleeding/bruising			_________________________
	cancer or tumors			_________________________
	colitis/Crohn’s disease		_________________________
	convulsions/epilepsy		_________________________		
diabetes/hypoglycemia		_________________________
drug problems			_________________________
	eczema/psoriasis			_________________________
	hay fever				_________________________
	heart disease				_________________________
	hepatitis				_________________________
	high blood pressure			_________________________
kidney/bladder infections	 	_________________________
	mood disorder			_________________________
	migraines/headaches		_________________________
	osteoporosis or fractures 		_________________________
	stroke					_________________________
	thyroid problems			_________________________
	tuberculosis				_________________________
	ulcers					_________________________
	weight problems			_________________________
	Eating disorders:
		anorexia			_________________________
		bulimia			_________________________
		laxative abuse		_________________________
		compulsive eating 		_________________________


DIET SURVEY:

Please check the following statements using the appropriate key:

Very Frequent = once or more/day	   Often = 3 or 4 times/week	  Occasional = once a week	
Seldom = 1-2 times/month 	Never = Total avoidance

VERY FREQ. 	OFTEN    OCC	     SELDOM	   NEVER
alcohol				__________________________________________________________
eat at restaurants			__________________________________________________________
eat fast foods				__________________________________________________________
pastries, cookies, candies, ice cream_________________________________________________________
canned/processed food 		__________________________________________________________
add sugar/sweeteners to tea/coffee_________________________________________________________
DIET SURVEY Cont’d:
VERY FREQ. 	OFTEN    OCC	     SELDOM	   NEVER 
fried foods				__________________________________________________________
margarine, any type			__________________________________________________________
caffeine (coffee, tea, cola, chocolate)__________________________________________________________
saturated fats, coconut, butter	__________________________________________________________
cold cereals				__________________________________________________________
hot cereals				__________________________________________________________
beef, pork, lamb			__________________________________________________________
chicken				__________________________________________________________
fish					__________________________________________________________
raw fruits				__________________________________________________________
fresh vegetables (raw/cooked)	__________________________________________________________
salads					__________________________________________________________
whole grains/whole grain bread	__________________________________________________________
beans/legumes(lentil, kidney, lima, etc.)_________________________________________________________
yogurt/buttermilk			__________________________________________________________
milk					__________________________________________________________
cheese					__________________________________________________________
eggs					__________________________________________________________
herbs (fresh or dried)		__________________________________________________________
eat excessively if bored/depressed __________________________________________________________
swallow food before chewing well	__________________________________________________________
stuff yourself				__________________________________________________________
read & understand food labels	__________________________________________________________
sneak or hide foods			__________________________________________________________
white bread or while floor products _________________________________________________________
colas/soft drinks			__________________________________________________________

Please answer the following questions concisely and specifically.

Are you on any special diet at the present time?  ___  If yes, describe:
_________________________________________________________________________________________________________

If hungry or thirsty between meals what do you normally eat or drink?
_________________________________________________________________________________________________________
						
Do you binge or use foods for reward or escape? ___ If yes, what kinds of foods or beverages and how often? ___________________________________________________________________________________________________

When envisioning a healthy way of eating, which foods would be most difficult to give up? _________________________________________________________________________________________________________

Do you have food cravings? ___What are they? ____________________________________________________________

What factors in your daily routine might create difficulties in your diet plan? _________________________________________________________________________________________________________

Please specify below what foods you normally eat during a day.

					Weekday				Weekend

Breakfast:			

Snack:

Lunch:

Dinner:

Snack:



ENVIRONMENT:

Please check the appropriate response.

Has your home or apartment been radon tested?  ___Yes   ___No

What type of cooking stove do you have?  ___Gas   ___Electric

Has your home or apartment been recently remodeled?  ___Yes  ___No

What is your living location?  ____Urban     ____Suburb     ____Country     ____Seaside     ____Lakeside

What type of heating system do you have in your home?___________________________________________

Is your living space: ___Old   ____New        Garage ___Attached   ___Detached         Cellar ___Dry  ___Damp

Has your house been treated for pests? ___Yes   ___No


ALLERGIES:

Do you use feather/down covers or jackets?  ___Yes  ___No

Have you ever been tested or treated for airborne or food allergies? ___Yes  ___No    When? _______________   How tested? _____________________________  How treated? __________________________________

Are your symptoms year round? ___Yes  ___No   	Seasonal? ___Yes  ___No

When is your worst season? _______________________________________________________________

How are your symptoms:			        		Better      	Worse
			in air conditioning			______		______
on damp rainy days?			______		______
			in basements?			______		______
			at work				______		______
			in a closed building?			______		______	


Are you bothered by any of the following (check all that apply):
___cigarette smoke		___perfumes			___car exhaust	___new rugs	
___new fabrics		___newsprint			___bleaches		___ammonia
___chlorinated water		___fabric softener		___disinfectants	___varnishes	
___paint			___malls or shopping centers

Does anyone smoke in your house? ___Yes ___No

What type of drinking water do you have?  ___Well ___City ___Other______________________________

List any known food sensitivities:___________________________________________________________________




For Women Only:

GYNECOLOGICAL HERSTORY:

Please describe any current gynecological problems:
__________________________________________________________________________________________________________________________________________________________________________________________________________________

What was the date of the last pelvic exam?________________________________________________________
Who performed the exam? __________________________________________________________________________
What were the findings? ____________________________________________________________________________
What was the date of your last pap smear? _______________________________________________________
Do you have a history of herpes? ___Yes ___No
Do you have a history of venereal warts? ___Yes ___No
What was your age when you had your first menstrual period? ________________________________
What was the date of your last 2 menstrual periods? ____________________________________________
Usual number of days between periods?  __________________________________________________________
What is the number of days of bleeding? __________________________________________________________
Type of flow (number of pads or tampons per day). _____________________________________________
Do you experience any spotting between periods? ___Yes ___No
Do you use feminine hygiene sprays, deodorant pads/tampons? ___Yes ___No
Do you douche? ___Yes ___No
Describe any irregularities in length of cycle. _____________________________________________________


MENSTRUAL DISCOMFORT:

Indicate the codes for those that apply to you:
PRE = Premenstrual		M = During Menstrual Period  		P = After menses
___Intermittent abdominal cramps____constant aching___abdominal cramps___low back pain
____pressure sensations	          ____headaches	       ____sugar cravings      ____irritability
____breast tenderness	          ____skin changes      ____depression      ____other:_____________

Please comment on the degree of discomfort._____________________________________________________
Describe any previous treatment for menstrual discomfort._____________________________________
_________________________________________________________________________________________________________
Do you have a history of vaginal yeast infections? ___Yes ___No
Do you have a history of any other infections(VD, pelvic inflammatory disease)?___Yes___No

Please check any of the following birth control methods used previously:
____Temperature	___diaphragm	       ___cervical cap	___foam	____condoms  ____IUD 
____pills		___mucus method

Date when discontinued		Reason
________________________			_____________________________________
________________________			_____________________________________

Dates of pregnancies			Outcome of pregnancies
_________________________		_____________________________________
_________________________		_____________________________________
_________________________		_____________________________________
						
Are you now or have you ever breastfed? ____ If yes, for how long? _____________________________

Do you do self-breast exams? ___Yes ___No	  How often? _________________________________________

Do you have any breast lumps? ___Yes    If yes please describe: _________________________________
_________________________________________________________________________________________________________

Do you have any of the following?
______ Nipple discharge		______ Hot flashes		_____ Vaginal dryness

Menopause: Date when your period stopped _______________

If you are postmenopausal, have you had any bleeding since your periods stopped?
 ____ Yes   ____ No

Have you used estrogen replacement? _____ Yes   ____ No

Please list any other problems such as endometriosis, fibroids, ovarian cysts, etc.:
_________________________________________________________________________________________________________

Do you experience pain with orgasms, intercourse, or vaginal penetration?_____ If yes please explain: _______________________________________________________________________________________________
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NOTICE OF PRIVACY PRACTICES
(MEDICAL)

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY

The Health Insurance Portability & Accountability Act of 1996 (“HIPAA”) is a federal program that requires that all medical records and other individually identifiable health information used or disclosed by us in any form, whether electronically, on paper, or orally, are kept properly confidential. This Act gives you, the patient, significant new rights to understand and control how your health information is used. “HIPAA” provides penalties for covered entities that misuse personal health information.
As required by “HIPAA”, we have prepared this explanation of how we are required to maintain the privacy of your health information and how we may use and disclose your health information.
We may use and disclose your medical records only for each of the following purposes: treatment, payment, and health care operations.
· Treatment means providing, coordinating, or managing health care and related services by one or more health care providers. An example of this would be a physical examination.
· Payment means such activities as obtaining reimbursement for services, confirming coverage, billing and collection activities, and utilization review. An example of this would be sending a bill for your visit to your insurance company for payment.
· Health care operations include the business aspects of running our practice, such as conducting quality assessment and improvement activities, auditing functions, cost-management analysis, and customer service. An example of this would be an internal quality assessment review.
We may also create and distribute de-identified health information by removing all references to individually identifiable information.
We may contact you to provide appointment reminders or information about treatment alternatives or other health related benefits and services that may be of interest to you.
Any other uses and disclosures will be made only with written authorization. You may revoke such authorization in writing and we are required by law to honor and abide by that written request, except to the extent that we have already taken actions relying on your authorization.
You have the following rights with respect to your protected health information, which you can exercise by presenting a written request to the Privacy Officer:
· The right to request restrictions on certain uses and disclosures of protected health information, including those related to disclosures of family members, other relatives, close personal friends, or any other person identified by you. We are, however, not required to agree to a requested restriction. If we do agree to a restriction, we must abide by it unless you agree in writing to remove it.
· The right to reasonable requests to receive confidential communications of protected health information from us by alternative means or alternative locations.
· The right to inspect and copy your protected health information.
· The right to amend your protected health information
· The right to receive an accounting of disclosures of protected health information.
· The right to obtain a copy of this notice from us on request.

We are required by law to maintain the privacy of your protected health information and to provide you with notice of our legal duties and privacy practices with respect to protected health information.
This notice is effective as of November 1, 2008 and we are required to abide by the terms of this Notice of Privacy Practices currently in effect. We reserve the right to change the terms of our Notice of Privacy Practices and to make the new notice provisions effective for all protected health information that we maintain. We will post and you may request a written copy of a revised Notice of Privacy Practices from this office.
You have recourse if you feel that your privacy protections have been violated. You have the right to file a written complaint with our office, or with the Department of Health & Human Services, Office of Civil Rights, about violations of the provisions of this notice or the policies and procedures of our office. We will not retaliate against you for filing a complaint.

Please contact us for more information.                   For more information about “HIPAA” or to file a complaint:
The U.S. Department of Health & Human Service 
Office of Civil Rights 
200 Independence Avenues, S.W.
Washington, D.C. 20201
(202) 619-0257 
Toll Free: (877) 696-6775
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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT
I understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPAA”), I have certain rights to rights to privacy regarding my protected health information (PHI). I understand that this information can and will be used to:

· Conduct, plan, and direct my treatment and follow-up among the multiple healthcare providers who ,ay be involved in that treatment directly and indirectly.
· Obtain payment from third-party payers.
· Conduct normal healthcare operations such as quality assessments and physician certifications.

I acknowledge that I have received your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my PHI. I understand that this organization has the right to change its Notice of Privacy Practices from time to time and that I may contact this organization at any time at the address above to obtain a current copy of the Notices of Privacy Practices. 
I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment, or health care operations. I also understand you are not required to agree to my requested restrictions, but if you do agree then you are bound to abide by such restrictions. 

______________________________________________________________________________ Print Patient Name						Date of Birth


______________________________________________________________________________
Signature of Patient (if over 18) or parent/guardian		Date
P
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Disclaimer of Medicare & Medicaid Benefit

Patient acknowledges that the physician has made no representation or warranty that the treatment or any portion thereof qualifies or will qualify for reimbursement or assignment under Medicare or any other government program. Patient hereby covenants to the physician that he or she shall not submit any claim(s) to Medicare or any other government program for any portion of the treatment at any time and agrees to indemnify the physician and its members and managers against any claim, action, loss, or suit and associated costs (including attorney fees) which result either directly or indirectly from submission by patient (or his or her authorized agent or representative) of a claim for any portion of the treatment of Medicare or any other government program.
	Patient acknowledges that this agreement was executed before services were rendered, and that the patient is not facing an urgent or emergency health situation.
	Patient acknowledges that “Medigap” plans will not pay for the treatment as Medicare or any other government program will not pay therefore.


Dated: _________________________________

________________________________________________________________
Patient’s Signature

________________________________________________________________
Patient’s Full Name (Printed)














Treat Wellness, LLC
Kathleen O’Neil-Smith, MD
1172 Beacon Street, Suite 401
Newton, MA 02461
PH: (617) 630-2882     Fax: (617) 630-0348

PERMISSION TO CHARGE CREDIT CARD


Please sign and complete this form authorizing Kathleen O’Neil-Smith, MD to keep a copy of your credit card on file in order to charge your credit card for services provided.

Charges may include office visits, telephone consults, supplement orders, antigen orders, shipping and handling charges, copying of medical records and outstanding account balances.



Name of Patient:				__________________________________

Date of Birth:					__________________________________

Name of Cardholder:
(as it appears on card)			___________________________________

Credit Card Number:				___________________________________

Expiration Date:				___________________________________

Billing address:				___________________________________

						___________________________________	

Signature of Cardholder:			___________________________________

Date:						___________________________________



_____ I understand that I will only be charged for services requested by me and $ amounts which I have 
(Initial)     been notified of and authorized.

Privacy:    All information contained herein is used solely by Kathleen O’Neil-Smith, MD for purposes of 
	   charging your credit card and will not be released under any circumstances and is password 
	   secured.
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