
PATIENT INFORMATION ❑ New Patient ❑ Established PT

Patient’s FIRST Name:                          MIDDLE:                           LAST: Social Security #:

Birth date: Sex: Marital status: Employment Status: Employer Name:

/      / ❑ M
❑ F

Single  /  Mar  /  Div  /  Sep  /
Wid

Employed / Retired / Student /
Not-Employed

Your Address: City State: Zip Code:

Primary Phone#: ❑ Cell ❑ Work
❑Home

Alternate Phone#: ❑ Cell ❑ Work
❑Home Email Address:

(          ) (          ) Appointment reminder by email?
❑ Yes ❑ No

Referring Physician Name: How did you hear about our office?

Primary Physician Name: Reason for visit:                                   Date of Injury/Onset:

RESPONSIBLE PARTY:

Person Financially Responsible [Guarantor] Guarantor’s Full Name: Patient’s Relationship to Guarantor:

❑ Self Only Skip to insurance section
❑ Other Guarantor Complete this section

❑ Child  ❑ Spouse
❑ Other:

Address (if different): Birth date: Social Security #:

/         /

INSURANCE INFORMATION:

Primary Insurance Company Name: Plan Name: Type of Plan: ❑ PPO ❑ POS ❑ HMO ❑
Medicaid
❑ Medicare ❑Tricare ❑ Medicare HMO ❑ WC
❑ Lien

Policy #: Group #: Copay:

Is plan thru employer? Employer address: Occupation:

❑ No  ❑ Yes

Secondary Insurance Company Name: Plan Name: Type of Plan: ❑ Medicare Supplemental

Policy#: Group #: Group Name:

Is plan thru employer? Employer Name & Address:

❑ No  ❑ Yes

ACKNOWLEDGEMENT:

The above information is true to the best of my knowledge.  I consent to the use and disclosure of my protected health
information for treatment, payment and health care operations as described in this clinic’s Notice of Privacy Practices. I
authorize my insurance benefits be paid directly to MDI Wellness as indicated on the claim.  I understand that I am
financially responsible for all fees and balances, regardless of insurance coverage.

Patient/Guardian signature: Date

Mt Diablo Integrated Wellness
3496 Buskirk Ave Suite 103, Pleasant Hill, CA 94523

Phone: (925) 935-5425, Fax: (925) 947-2671



HIPAA Notice of Privacy Practices

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

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out
treatment, payment or health care operations (TPO) and for purposes required by law.  It also describes your rights to access and
control your protected health information.  “Protected Health Information” is information about you, including demographic
information, that may identify you and that relates to your past, present, or future physical or mental health or condition and related
health care services.

Uses and Disclosures of Protected Health Information (PHI)

Your protected health information may be used and disclosed by your physician, our office staff, and others outside of our office that
are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to
support the operation of the physician’s practice, and any other use required by law.

Treatment. We will use and disclose your protected health information to provide, coordinate, or manage your health care and
any related services. This includes the coordination or management of your health care with a third party. For example, we would
disclose your protected health information, as necessary, to a home health agency that provides care to you; OR your protected
health information may be provided to a physician to whom you have been referred to ensure that the physician has necessary
information to diagnose or treat you.

Payment. Your protected health information will be used, as needed, to obtain payment for your health care services. For
example, obtaining approval for a medical procedure may require that your relevant protected health information be disclosed to the
health plan to establish medical necessity.

Healthcare Operations. We may use or disclose, as needed, your protected health information in order to conduct normal
operations of the physician’s practice.  These activities include, but are not limited to:

- Quality control
- Licensing
- Employee reviews
- Training of medical students

For example, we may disclose your protected health information to medical students that see patients in our office. In addition, we
may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may
also call you by name in the waiting room when your physician is ready to see you. We may use or disclose your protected health
information, as necessary to contact you for test results or to remind you of your appointment.

We may use or disclose your protected health information in the following situation without your authorization. These situations
include: as Required By Law, Public Health Issues, Communicable Disease, Health Oversight, Abuse or Neglect, Food and Drug
Administration requirements, Legal Proceedings, law Enforcement; Coroners, Funeral Directors, and Organ Donation, Research,
Criminal Activity, Military Activity and National Security, Workers’ Compensation, Inmates, Required Uses and Disclosures, Under Lay,
we must make a disclosure to you and when required by the Secretary of the Department of Health and Human Services to
investigate or determine our compliance with the requirement of section 164.500.

Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization, or opportunity to
object unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s practice
has taken an action in relation to the use or disclosure indicated in the authorization.

YOUR RIGHTS

Following is a statement of your rights with respect to your Protected Health Information.

You have the right to inspect and copy your Protected Health Information. Under federal law, however, you may not
inspect or copy the following records – psychotherapy notes, information compiled in reasonable anticipation of, or use in, a civil,
criminal, or administrative action or proceeding.

You have the right to request a restriction of your Protected Health Information. This means you may ask us not to use
or disclose any part of your Protected Health Information for the purpose of treatment, payment, or healthcare operations. You
may also request that any part of your protected health information not be disclosed to family members or friends who may be
involved in your care of for notification purposes as described in this Notice of Privacy Practices. Your request must state the
specific restrictions, and whom they apply.



Your physician is not required to agree to a restriction that you may request. If physician believes your restriction is unreasonable
and it is in your best interest to permit use and disclosure of your Protected Health Information, your Protected Health Information
will not be restricted.  If you wish, you then have the right to use another Healthcare Professional.

You have the right to request and receive confidential communications from us by alternative means or at an
alternative location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have
agreed to accept this notice alternatively, i.e., electronically or by fax.

You may have the right to have your physician amend your Protected Health Information. If we deny your request for
amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and
will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures we have made, if any, of your Protected Health Information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes.  You then have the right to
object or withdraw as provided in this notice.

COMPLAINTS – YOU MAY COMPLAIN TO THE U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES, 200 INDEPENDENCE AVENUE, S.W., ROOM 509F, HHH
BUILDING, WASHINGTON, D.C. 20201 IF YOU BELIEVE YOUR PRIVACY RIGHTS HAVE BEEN VIOLATED BY US; OR YOU MAY FILE A COMPLAINT WITH US BY NOTIFYING

OUR HIPAA PRIVACY OFFICER. WE WILL NOT RETALIATE AGAINST YOU FOR FILING A COMPLAINT.

This notice was published and becomes effective on January 1,2019.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices
with respect to Protected Health Information.  If you have any objections to this form, please ask to speak with our privacy officer.

ACKNOWLEDGEMENT
Signature below is only acknowledgement that you have received this Notice of our Privacy Practices.

Print Name Signature Date



Mt Diablo Integrated Wellness
Financial Policy
Effective Jan 1, 2022 Patient Name:__________________________

Thank you for choosing Mt Diablo Integrated Wellness Center for your health care needs. Please carefully read and initial by
each statement and sign below. This policy has been put in place to ensure that financial payments due are recovered to allow
us to continue to provide quality medical care for our patients.  It is important that we work together to assure that payment for
services is as simple and straightforward as possible. Our practice manager or billing department will be glad to discuss these
policies with you.

1. _______ I understand that if I do not have my insurance card, referral, and/or co-payments, that my appointment may be
rescheduled until such time that I can provide the required documents or payments. Note: If we are not contracted with
your insurance company, payment of services is due at the time of services.

2. ______ I understand that MD’s office will collect all copayments at the time of visit and any procedure deductibles and
coinsurance up to an amount equal to payment in full for the planned procedure code.  Payment in full and expected
coinsurance payment responsibility are determined by the anticipated billing code(s), details of your insurance policy, and
agreement between your insurance company and Suprabha Jain, MD or Toril Jelter, MD. Any overpayment to your account will
be refunded to you at your request after payment and/or remittance has been received from your insurance company.

3. _______ I understand that a $25 service fee will be added for any checks returned for any reason and I will be responsible for
payment of this fee and the amount of the returned check.  NSF checks must be redeemed with certified funds (cashier’s
check, money order, or cash.)

4. _______ I understand that if I am unable to make a scheduled appointment I need to contact Suprabha Jain, M.D. or Toril
Jelter, M.D. at least 48 hours before my scheduled appointment time. Due to a high demand for appointments, missed
appointments prevent us from scheduling appropriately and keep others in need of urgent care from being seen. A $100 FEE
WILL BE ASSESSED FOR ALL MISSED APPOINTMENTS & $100 FOR MISSED PROCEDURES NOT CANCELED WITH
AT LEAST 48-HOUR ADVANCED NOTICE.

5. ______ I understand that if my account is not paid in full within 90 days of a statement date, a 35% collection agency
processing fee will be added to the outstanding balance and will be turned over to collections for further processing. No
additional appointments will be made for delinquent accounts until they are brought current.

6. ______ Suprabha Jain, M.D. or Toril Jelter, M.D. will allow 60 days from the date of filing for my insurance company to process
or pay a claim. State law allows insurance companies operating in the state no more than 60 days to process claims. It is my
responsibility to provide my insurance company with requested information needed to process a claim for services. It is also my
responsibility to notify Suprabha Jain, M.D. or Toril Jelter, M.D. if there is any change in my insurance coverage, residence, or
phone number. ULTIMATELY, IT IS UP TO ME TO KNOW MY INSURANCE BENEFITS.

I have read and agree to all the provisions of the above financial policy.  I understand that I am ultimately responsible for all
professional fees incurred for professional services performed by the attending physician.

Signature of Responsible Party:____________________________________
Date:_____________________

ASSIGNMENT OF BENEFITS

We require insured patients to complete assignment of benefits authorizing insurance to remit payment to physician’s office.

I hereby assign all medical and /or surgical benefits to include major medical benefits to which I am entitled, private insurance, and
any other health plans to:  Suprabha Jain, MD, and Tori Jelter, MD. This assignment will remain in effect until revoked by me in
writing. A photocopy of this assignment is to be considered as valid as an original.  I understand that I am financially responsible for
all charges where or not paid by said insurance.  I hereby authorize said assignee to release all medical information necessary to
secure the payment.

Signature of Responsible Party:_____________________________________



Date:_________________

Advance Beneficiary Notice
Effective 01/01/19

New/Existing Patient

Welcome! We are so excited you have chosen Mt. Diablo Integrated Wellness for your health care needs.  Our mission is to promote
a collaborative approach to personal and community health through health promotion, educational programming, physical training
and service to our community. We are committed to providing opportunities that facilitate and support growth in the multiple
dimensions of health: physical, mental, emotional, spiritual, social and environmental.

The notice serves as a patient notification and an advance beneficiary notice to all patients of their rights, our office
policies, and expectations.  Please read the items listed below carefully before signing the acknowledgement.  We
expect that Medicare and other insurances will not pay for some item(s) or service(s) that are described below.
Medicare, and private insurance, only pays for services that meet Medicare rule or individual privacy insurance
coverage.  We encourage all treatments as they have benefited our patient’s greatly.  It is each patient’s choice to
receive services.

Office Hours: 9:30 am to 6:00 pm Monday-Friday.

Scheduling:  Each patient is encouraged to schedule appointments that meet their needs.  We will try to accommodate each
request.  It is the patient’s responsibility to track their appointments and make changes as needed.

Non-Covered Services: While we make every effort to receive payment from each insurance company, there are incidents were
payments are not available, for reasons beyond our control.  We must notify each patient that if our payment requests are denied,
we will request payment from the patient.

Unable to contact by Telephone
In the event you are unable to provide a telephone contact number, it will be your responsibility to call the office at (925) 935-5425 at
least 48 hours prior to your scheduled appointment time to confirm.

24 Hour Friendly Reminder Telephone Confirmation – ALL patients
A representative of our staff will telephone you 24 hours prior to your scheduled appointment as a friendly reminder.

Western Medicine: All office visits, Physical Therapy, Annual Physicals, EKGs, and preventive care such as pap smears or prostate
exams may not be covered by an insurance company.   In this case, the patient would be held responsible for all services deemed
“not medically necessary” or “not covered” services.

Eastern Medicine: Homeopathy, Ayurveda, Yoga and Meditation services may not be covered by insurances.  Any of these services
denied or deemed “not medically necessary” or “not covered” and payment will become the patient’s responsibility.

Copies of Records:  Patients, who are requesting copies of their records, or were copies are being requested on their behalf, will
be charged a minimum fee of $25.00 and 19 cents per page.  If the request is from an outside agency, for example: requests for
records from an attorney, is the patient’s responsibility as well if the agency or attorney does not cover the expense in a reasonable
time.
A Notice of Privacy Practice will be supplied upon request, as outlined by the Health Insurance Portability and Accountability Act
(HIPAA) of 1996.   Please ask the front desk for a copy if you want to take a look at it.

I have read the information above and acknowledge the treatments may not be covered by insurance.  If I am a
Medicare member, or have other insurance, and they do not cover the services provided I understand that I am
financially responsible and will pay for services out of my own pocket.  If I have paid in advance and for some reason
my insurance (Medicare included) does pay for my services, I will be refunded the patient.

__________________________________________ _______________________
Printed Name of Patient or Legal Guardian                                        Relationship to Patient

___________________________________________ _______________________



Signature of Patient or Legal Guardian Date


