Office of Rhonda O’Brien, MS, RD, CDE
Please kindly give 24 hour notice for cancellations, via phone call (72 hours for cancellation of Monday appts.)

Client Information 

First name:  ___________________________ MI: ______ Last name: _________________________

Address: ________________________________ City: _______________ State: _____  Zip: ________

Home phone: __________________________  May I contact you at home?	YES     NO

Work phone: ___________________________ May I contact you at work?	YES     NO

Cell Phone:  ____________________________ May I contact you on your cell?     YES     NO

Date of birth: _____________ Age: _________ Employer/School: _______________________________

Occupation/grade in school: _____________________________________________________________

Person responsible for bill (if other than client): ______________________________________________

Relationship of above person to client: _____________________________________________________

Address: ________________________________City: _______________ State: _____ Zip: ____________

Telephone:  Home: ____________________ Work: ____________________ Cell: ___________________
 
Will you need an insurance billing form to submit?    Yes    No   

If “yes” above, insurance company name: ___________________________________________________

****************************************************
Primary physician name: ___________________________________ Phone: _______________________

Current medications: ___________________________________________________________________

_____________________________________________________________________________________

How were you referred?     Physician     Therapist      Friend      Internet     Phone book     Other

What is your primary concern/reason for seeing a nutritionist?__________________________________

_____________________________________________________________________________________

If you would like to receive my nutrition newsletter (6 issues annually) or emails regarding upcoming classes I am offering, please print your email address below: _____________________________________@_____________________________________________

Office of Rhonda O’Brien, MS, RD, CDE
1414 W. Franklin St., Boise, ID  83702
Phone (208) 342-2228   Fax:  (208) 343-0889


Office Guidelines and Policies

Welcome, and thank you for choosing me as your nutritionist.  I look forward to helping you achieve the goals which motivated you to find me. These guidelines have been established to facilitate our work together.   

Confidentiality
Our sessions are held in strict confidence.  A release form will be used to obtain permission to communicate with your physician, psychotherapist, or other designated medical provider.

Payment policy 
Payment is required at the time of your session, unless prior arrangements have been made.  Cash, personal checks and credit/debit cards are accepted (including flexible spending cards).  If someone other than the client will be paying for the appointment, such as a parent paying for a child’s appointment, check or cash must be brought to the appointment, or a credit card number kept on file and charged at appointment time.  Charges for nutrition therapy appointments include dietitian communication with other members of the treatment team and brief phone contact with client between sessions (see below).   Failure to pay outstanding account balances will result in the balance being turned over to a collections agency.  There will be a $30 charge per check, for any checks returned from the bank due to insufficient funds.  If I am ever called to court on your behalf, my regular hourly fees apply for all time spent in preparation, travel, actual court time, and lost income from client appointments that I need to cancel to be in court, with a minimum fee of $250. 

Fee schedule  (this fee schedule also applies to scheduled telephone sessions)

· New client evaluation/assessment:  90 minutes:  $165 

· Established client follow up:	     Full session (50 minutes):  $110
  				        	     Half session (25 minutes):  $60 	

Insurance billing
Some insurance companies cover medical nutrition therapy as a benefit.  You are advised to contact your insurance company to find out if this is a covered benefit.  I would be happy to provide you with an insurance form that you can fill out and submit to your insurance company for possible reimbursement.  This form indicates that any payments should be sent to you, the client.  In the event of a mistaken insurance payment to me, the check will be voided and sent back to the insurance company, requesting that they re-issue payment to you.  Copies of the letter and check will be sent to you.  

Cancellations
Because your appointment time is reserved for you, you will be charged the full appointment rate for missed appointments  not cancelled 24 hours in advance (72 hours for Monday appointments), unless there are circumstances which we would both define as an emergency.  If you need to cancel, please do so by telephone, not email.  With adequate notice, I am able to schedule someone else in your time slot.    Missed appointment charges are not billable to insurance or flexible spending accounts.    

Telephone calls between visits
I am available to assist you by phone for a few minutes if you need to speak with me between sessions.  Leave me a message with your phone number and I will return your call as soon as possible.  Phone calls longer than 10 minutes will be charged the regular appointment rate on a prorated basis.  Unfortunately, I don’t have the flexibility to spend more than a few minutes at a time on the phone.

Cell phones and pagers
So that I may give you the time and attention you deserve, please turn off cell phones and pagers during our session.

Your signature indicates that you have read, understand, and agree to the above policies.  Please feel free to ask any questions; my goal is to meet your needs and provide you with optimal nutrition care.

____________________________________	         _________________________________     ___________
PRINT  NAME					            SIGNATURE (parent or guardian if client is under 18)	   Date

Office of Rhonda O’Brien, MS, RD, CDE
1414 W. Franklin St., Boise, ID  83702
Phone (208) 342-2228   Fax:  (208) 343-0889


Client Authorization for Use/Disclosure of Protected Health Information

This form allows me to communicate with members or your health care team (physician, therapist, etc.).  

Client name (print):__________________________________________________________________

I request and authorize Rhonda O’Brien, RD to share (release and obtain from) health care information, both verbal and written, of the client named above with:
 
Name:  __________________________________________________  Effective date:  _____________
		(name of individual or entity to receive the information)

Address:  ___________________________________________________________________________

Telephone:  _________________________________  Fax:  ___________________________________

Name:  __________________________________________________  Effective date:  _____________
		(name of individual or entity to receive the information)

Address:  ___________________________________________________________________________

Telephone:  _________________________________  Fax:  ___________________________________

Name:  __________________________________________________  Effective date:  _____________
		(name of individual or entity to receive the information)

Address:  ___________________________________________________________________________

Telephone:  _________________________________  Fax:  ___________________________________

Name:  __________________________________________________  Effective date:  _____________
		(name of individual or entity to receive the information)

Address:  ___________________________________________________________________________

Telephone:  _________________________________  Fax:  ___________________________________

This authorization expires when the above named client or personal representative revokes this authorization in writing.  I understand that I have the right to revoke this authorization at any time.  However, my revocation will not have any effect on any actions Rhonda O’Brien, RD took before she received the revocation.  I understand that once Rhonda O’Brien, RD releases the information, the information may be subject to redisclosure by the party receiving the information and may no longer be protected by federal or state law.

_________________________________________________		_________________
Signature of client or client’s representative (or parent if client is a minor)				Date

__________________________________________________________		____________________
Printed  name of client’s representative or parent, if applicable					Date

Office of Rhonda O’Brien, MS, RD, CDE
1414 W. Franklin St., Boise, ID  83702
Phone (208) 342-2228   Fax:  (208) 343-0889
