Grace Acupuncture and Herbs, PLLC
Lisa Megumi Boyle L.Ac., Dipl.O.M.
14850 Lake Hills Boulevard Suite B4, Bellevue WA 98007

(425) 208-1972
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OFFICE FINANCIAL POLICY AND
AUTHORIZATION TO BILL INSURANCE

There are two billing options available for you. Please select the one you prefer us to use for your
visits. If at any time if you choose to change your billing option, you are required to let us know
immediately and sign a new Office Financial Policy and Authorization to Bill Insurance Form.

Private Pay

Private Pay patients are patients that do not bill insurance. This discounted cash rate is only applied
to the published rate if you pay at the time of service.

Insurance Billing (Medical or Auto Insurance)

Regarding insurance:

We will verify coverage prior to treatment and we will file all claims as a courtesy to you. If for any
reason we are not able to verify coverage prior to your treatment, you will be charged for the treatment
until verification is obtained. We cannot bill your insurance unless you bring us all necessary
insurance information. We are not a party to that contract. By signing this document, you are
assigning to this office the benefits to which you are eligible to receive for care rendered in this office.
Additionally, in signing this document you authorize the release of any information to any insurance
company, adjuster or attorney that will assist in the payment of a claim. We request a credit card on
file if the insurance company should not pay claims or any balances owed should there be any
difference in the amount owed.

I understand that | must pay all co-payments and/or co-insurances not covered by my insurance
company at the time of check in for today’s visit, and every visit hereafter. Grace Acupuncture and
Herbs will submit my claim for me to my insurance company. Although Grace Acupuncture and
Herbs verifies my insurance; | understand that this verification is not a guarantee of payment. |
understand that any and all charges incurred at this office including co-payment, co-insurance,
percentage due and/or deductibles or any other fees or services not covered by my insurance company
are my responsibility. I understand that if these patient portions due are not paid at the time of
service | will be subject to a $10.00 billing fee per month — no exceptions until the outstanding
amounts are paid. | further understand that any unpaid balance over 90 days, can and will be sent to
collections for recovery unless prior arrangements have been made.

I authorize my insurance benefits to be paid directly to Grace Acupuncture and Herbs. | also authorize
the provider to release any information and medical records required by my insurance company. |
understand that I may revoke this consent by written request, at any time. No other records shall be
released without my signed consent.

Signature of Responsible Party Date

Signature of Person Authorized to Consent Date



NOTICE OF PRIVACY POLICIES
Grace Acupuncture and Herbs, PLLC

Our office is dedicated to providing service with respect for human dignity. Protecting your privacy and healthcare
information is fundamental in the course of our relationship. This notice will remain in effect until it is replaced or
amended by changes in law.
We gather personal information and health information in several ways;
> Information we receive.
»  Information we receive from other healthcare providers.
» Information we receive from third party payers.
This information is used for treatment, payment and healthcare operations.
You should be aware that during the course of our relationship with you we will likely use and disclose health
information about you for the treatment, payment, and healthcare operations.
You may specifically authorize us to use protected health information for any purpose or to disclose our health
information by submitting the authorization in writing. Such disclosures will be made to any personal representation
you choose to have your protected health information.
Marketing
This office will not use your health information for marketing communications without your written authorization.
This office may send birthday cards, newsletters and appointment reminder, by calls, post cards or letters.
Disclosure
This office may use or disclose your Protected Health Information when required by law..
Patient Rights
Upon written request you have the right to access, review or receive copies of your healthcare records.
Upon written request you have the right to receive a list of items this office disclosed about your healthcare
information.
You have the right to request that this office place additional restrictions on disclosure of your Protected Health
Information.
You have the right to request that we amend your Protected Health Information; the request must be in writing.
You have a right to receive all notices in writing.
If you have questions, complaints or want more information please contact Lisa Megumi Boyle, L.Ac. at telephone: (425)
208-1972.
You may also send a written complaint to the U.S. Department of Health and Human Services:
DHHS (Office of Civil Rights)
200 Independence Ave S.W. Room 509 F HHH Building
Washington, DC 20201

Kneady Body & Feet Association Privacy Notice

Clinic Policy—We are a cooperation of multiple businesses each with state licensing and insurance. We each operate a
contracted business in cooperation with Kneady Body & Feet Massage LLC.

We are a HIPAA compliant office. Your privacy is important to us. Your personal information will be protected within
our clinic and not shared with anyone outside of Kneady Body & Feet Association.

Patient Responsibility: You agree to communicate with your practitioner immediately about any conditions or techniques
during your work together that do not enhance your well-being. Failure to communicate all of your medical conditions
may further damage your health. Any actions that may be construed as sexual advances or unsafe behavior will be
reported to the police station without discussion.

Cancellations and No Shows—In effort to provide all of our clients with outstanding service, 24 hours notice is required
for all cancellation notices and rescheduling requests. Payments are due upon receipt of the invoice.

I have read and understand the privacy policies of Grace Acupuncture and Herbs and Kneady Body & Feet Wellness
Center. | understand omitting any information could lead to further physical/emotional complications after receiving any
type of bodywork. | acknowledge that my practitioner is not licensed to diagnose any condition and it is my sole
responsibility to ensure the safety of my health.

Signature Date



