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Acknowledgement of Notices 
My initials below acknowledge that I have been given an opportunity to read the Notice of Privacy Practices                  
and the Patient Rights and Responsibilities Notice. 

Initial Here: X_____________ 
Consent for Care, Treatment and Services 
I hereby consent to receive health services through, Gilleon Health, and/or any of its affiliates (hereafter, the                 
“Practice”) as provided by physicians, physician assistants, licensed nurses, and other authorized providers of              
the Practice. I authorize and request that providers of the Practice perform assessments, administer              
treatments and medications and obtain laboratory tests as they believe may be considered advisable in the                
diagnosis and treatment of my condition. I realize that no particular outcome/result can be guaranteed as a                 
result of my consent to treatment at the Practice.  
 
Authorization to Contact 
I authorize the Practice to contact me:  

●  by phone including text messages at number I provided on my registration form.  
●  by email at the email address I provided on my registration form.  
●  by US mail at the address I provided on my registration form. 

 
I authorize the Practice to release my PHI to these other designated individuals: 
 
Name: _________________________________________________________________________________ 
 
Relation: ________________________________________________________________________________ 
 
Use and Disclosure of Protected Health Information 
With my consent, the Practice may use and disclose my protected health information (“PHI”) about me to carry                  
out treatment, payment and healthcare operations. I understand that I have the right to review the Practice’s                 
Notice of Privacy prior to signing this consent. I authorize the Practice to contact me by the means I designated                    
above (and/or have since updated with the practice) and/or leave a message in reference to any items that                  
assist the practice in carrying out treatment, payment and healthcare operations, such as appointment              
reminders and insurance items. I also authorize the practice to send statements to the address I listed on my                   
registration form (and/or have since updated with the practice) and I understand that I may revoke this consent                  
in writing except to the extent that the Practice has already made disclosures reliant upon my initial                 
authorization. 
 
Medicare Consent 
I certify that the information given by me in applying for payment under Title SVIII and /or Title XIX of the Social                      
Security Act is correct. I authorize any holder of medical or other information about me to release to the Social                    
Security Administration or its intermediary carriers any information needed for this or a related Medicare or                
Medicaid claim. I request that payment of authorized benefits be made on my behalf. I assign the benefits                  
payable for physician services. I understand that I am responsible for my health insurance deductibles and                
coinsurance. 
 
Assignment of Benefits 
In consideration of services to be provided to me or my dependent, I hereby assign, transfer, and set over to                    
the Practice all of rights, title and interest to reimbursement benefits under my insurance policy(s), including                
any and all major medical benefits. I understand that I am financially responsible to Gilleon Health for charges                  
not covered by this assignment. 
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Financial Responsibility  
The Practice is in-network with Medicare, Medicaid, and nearly every major commercial payer; including:              
BlueCross BlueShied, United Healthcare, Cigna, Aetna, and Humana. Even though the Practice is in-network              
with all of these payers, it does not necessarily mean that the Practice is in-network with all of their plans.                    
Payers constantly add and remove plans and a practice often doesn’t find out if it’s providers are included in a                    
specific plan until they receive a patient inquiry.  
 
The difference between in-network and out-of-network plan status can determine how much a patient might               
have to pay out-of-pocket. In order to utilize in-network benefits, it’s ultimately the responsibility of the patient                 
use healthcare providers that are in-network with their plan. The best way to determine if a provider is                  
in-network with your plan is to call your plan directly. They may ask you for our National Provider Identifier                   
(NPI) number(s) which are listed below. 
 

● Gilleon Health: 1639650062 
● Dr. Gilleon: 1962638148 
● Arielle Kowenski-Douglas: 1093216855 
● Andrea Fischlowitz: 1548628506 

  
Payment for Service 
We are really flexible and happy to accommodate your circumstance. If you’d prefer a payment plan, don’t                 
hesitate to ask. We’ll set up payment plan starting at $25 per month. 
 
That said, it’s important to note that you are responsible for paying the full any charges that are considered the                    
patients responsibility. This includes co-payment, co-insurance, deductibles, and services that are not covered             
by your insurance when performed by the Practice. If you have a balance that is more than 30 days old, we will                      
require you to at least create a payment plan and make the first payment before scheduling future                 
appointments. In the event that you fail to make payments for services rendered, your account may be turned                  
over to a collection agency. You will be responsible to pay the collection agency’s fees that may be incurred in                    
the collection of any outstanding balance. 
 
Scheduling Fees 
If you are unable to keep your scheduled appointment, please contact our office at least 24 hours in advance.                   
We reserve the right to charge for any appointment which is not cancelled with proper notice a fee of $30.00. 
 
Agreement: I have read the above form and policies and agree to the terms stated. 
 
 
 
X_________________________________________________________/_______________  
Patient or Representative Signature Date Signed 
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Pharmacy Information: Please provide the details of your preferred pharmacy below: 
 
 
Pharmacy Name:________________________________________________________________________ 
 
 
Pharmacy Phone: _______________________________________________________________________ 
 
 
Pharmacy Address: ______________________________________________________________________ 
 
 
 
 
Insurance Information: Please provide your insurance information below  
 
 
Subscribers Name: ________________________________________________________________________ 
 
 
Subscribers Date of Birth: _____________________       Relation to Subscriber________________________ 
 
 
If you haven’t yet given the insurance card to our front desk staff please provide: 
 
 
Member ID: ______________________________           Group Number: _____________________________ 
 
 
 
 
Billing Contact Information: Please provide the subscribers contact information below: 
 
 
Street Number and Street Name: ____________________________________________________________ 
 
 
City, State, Zip: __________________________________________________________________________ 
 
 
Phone Number: ___________________________________ Email: _________________________________ 
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Simplifying Out-of-pocket Expenses 

One of the only things that is more annoying than receiving a statement from your insurance company many 

weeks after your office visit informing you that you owe a copay, is waiting for the doctor's office to send you a 

bill, then having to find time to figure out how to pay the bill.  Even worse, is getting a collections call because 

the statement informing you that you have an out-of-pocket expense has been sitting in a Spam folder.  

Simple Pay: Our Simple Pay solution automates this process. Once the insurance company determines if 

there are any out-of-pocket cost due, patients who opt-in to our Simple Pay solution receive a text message 

that provides access to a brief summary of the bill. Two days later, a credit card on file is automatically 

charged. Our Simple Pay solution is limited to charges less than $149 preventing any large unexpected 

expenses being charged. In addition, if something on the text summary doesn’t look correct, you can reply with 

a text message to pause the Simple Pay process. 

Since Simple pay makes collecting relatively small balances easier for us too, we’re happy to  provide a $25 

Quick Pay discount that will apply toward your copay or any other expenses today. 

Text Only: If you’d like to take a pass on Simple Pay and the $25 credit, you can opt for the Text Only 

solution instead. WIth the Text Only solution, once your insurance company determines if there are any 

out-of-pocket cost due, you’ll still receive text message that provides access to a brief summary of the bill. The 

main difference is that with the Text Only option, you'll have to manually set up and initiate payments yourself.  

 

Decision Time: Please indicate which option you’d prefer. 

❏ Please give me a $25 credit and sign me up for Simple Pay. 

❏ I’d prefer to pass on the $25 credit and opt for the Text Only solution instead. 

 


