
 
                                                                                                                         WHOLE HEALTH CATALYSTS, P.C. 

 

 
   

16830 Forest Rd   ▪   Forest, VA 24551   ▪   PH:  (434) 382-1825 ▪   FAX:  (434) 382-1826 
 

Fee Schedule 

 

Hourly fee:  $450.00/hour 

Dr. Powers will track how much time (minutes) she spends with each patient and bill accordingly.   

Payment is due at time of service by credit, cash, or check payable to Patricia Powers. 

Note:  this price does not include laboratory testing fees.  If you have extensive records to review, Dr. 
Powers may also charge for the time involved in their review, which will be added on to your 
appointment time. 

Rescheduling, Returns 

If you need to reschedule an appointment, please do so a minimum of 24 hours in advance.  

If you do not reschedule or cancel your appointment at least 24 hours in advance, then the $300 deposit 
will not be refunded, and will be considered a “no show” fee.  If you miss a follow-up appointment, 
there is a $100 charge, which will be billed to your credit card. 

If you wish to return a lab kit, there will be a 15% restocking fee. 

Documentation 

At the end of each visit, you will be given a “superbill” that lists ICD 10 codes for diagnoses, along with 
CPT codes for labs ordered.  This document will also serve as your receipt for payment.  If you choose to 
submit this superbill to your insurance provider(s) for your reimbursement, you will be able to access 
your medical records through the secure Patient Portal for any other documentation you may need.  We 
will be happy to print copies of your records, the charge is $0.50 per page for the first 50 pages, and 
$0.25 per page for additional copies beyond the first 50 pages. 

 

I have read and agree to the above policy. 

Signature______________________________________________ Date____________________ 

Name (print)___________________________________________ 

Witness_______________________________________________ Date_____________________  
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Third Party Insurance Policies 

I understand Dr. Patricia Powers and Whole Health Catalysts, P.C.’s policies regarding third party 

insurers as follows: 

1.  Dr. Powers does NOT participate with any insurance companies. 

2. Dr. Powers will NOT send medical records to insurance companies. 

3. Dr. Powers does NOT negotiate with insurance companies for authorizations or prior 

authorizations for any services, lab work, x-rays, devices, or any other test that I order. 

4. Dr. Powers does NOT participate in Medicare Parts A or B, or in Medicaid.   

5. Dr. Powers will not file with, honor, or accept any insurance company’s payments. 

 

Dr. Powers encourages me to check with my insurance companies to verify coverage before having any 

lab work or diagnostic testing. 

Some questions to ask your insurance provider include: 

1.  If lab work is ordered by an out-of-network physician but is performed at an in-network lab, will 

these tests be covered the same as if an in-network physician were ordering them? 

2. What are the names and locations of some in-network labs? 

3. What are my out-of-network benefits? 

4. Have I met my out-of-network deductible? 

 

I understand and fully comprehend the above and agree to abide by these policies. 

 

Name (print)_____________________________________  Date___________________ 

Signature________________________________________  Date___________________ 

Witness_________________________________________  Date___________________ 
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 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 review it carefully.  

If you have any questions about this Notice please contact Dr. Powers at 434-382-1825. 

 

Effective Date: Sept 1, 2015       

We are committed to protect the privacy of your personal health information (PHI). 

This Notice of Privacy Practices (Notice) describes how we may use within our practice or network and 

disclose (share outside of our practice or network) your PHI to carry out treatment, payment or health 

care operations. We may also share your information for other purposes that are permitted or required 

by law. This Notice also describes your rights to access and control your PHI.  

We are required by law to maintain the privacy of your PHI.  We will follow the terms outlined in this 

Notice.  

We may change our Notice, at any time. Any changes will apply to all PHI. Upon your request, we will 

provide you with any revised Notice by: 

 Posting the new Notice in our office. 

 If requested, making copies of the new Notice available in our office or by mail. 
 

Uses and Disclosures of Protected Health Information 

We may use or disclose (share) your PHI to provide health care treatment for you.  

Your PHI 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. 

EXAMPLE: Your PHI may be provided to a physician to whom you have been referred for 

evaluation to ensure that the physician has the necessary information to diagnose or treat you. 

We may also share your PHI from time-to-time to another physician or health care provider 

(e.g., a specialist or laboratory) who, at the request of your physician, becomes involved in your 

care by providing assistance with your health care diagnosis or treatment to your physician.  

We may also share your PHI with people outside of our practice that may provide medical care 

for you such as home health agencies. 
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We may use or disclose, as-needed, your PHI in order to support the business activities of this practice 

which are called health care operations.  

 

EXAMPLES: 

 Training students, other health care providers, or ancillary staff such as billing personnel to 
help them learn or improve their skills. 

 Quality improvement processes which look at delivery of health care and for improvement 
in processes which will provide safer, more effective care for you. 

 Use of information to assist in resolving problems or complaints within the practice. 
 

We may use and disclosure your PHI in other situations without your permission: 

 If required by law: The use or disclosure will be made in compliance with the law and will be 
limited to the relevant requirements of the law. For example, we may be required to report 
gunshot wounds or suspected abuse or neglect. 

 Public health activities: The disclosure will be made for the purpose of controlling disease, 
injury or disability and only to public health authorities permitted by law to collect or 
receive information. We may also notify individuals who may have been exposed to a 
disease or may be at risk of contracting or spreading a disease or condition. 

 Health oversight agencies: We may disclose protected health information to a health 
oversight agency for activities authorized by law, such as audits, investigations, and 
inspections. Oversight agencies seeking this information include government agencies that 
oversee the health care system, government benefit programs, other government 
regulatory programs and civil rights laws.  

 Legal proceedings: To assist in any legal proceeding or in response to a court order, in 
certain conditions in response to a subpoena, or other lawful process. 

 Police or other law enforcement purposes: The release of PHI will meet all applicable legal 
requirements for release. 

 Coroners, funeral directors: We may disclose protected health information to a coroner or 
medical examiner for identification purposes, determining cause of death or for the coroner 
or medical examiner to perform other duties authorized by law 

 Medical research: We may disclose your protected health information to researchers when 
their research has been approved by an institutional review board that has reviewed the 
research proposal and established protocols to ensure the privacy of your protected health 
information. 

 Special government purposes: Information may be shared for national security purposes, or 
if you are a member of the military, to the military under limited circumstances. 

 Correctional institutions: Information may be shared if you are an inmate or under custody 
of law which is necessary for your health or the health and safety of other individuals. 
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 Workers’ Compensation: Your protected health information may be disclosed by us as 
authorized to comply with workers’ compensation laws and other similar legally-established 
programs.  

Other uses and disclosures of your health information. 

Business Associates: Some services are provided through the use of contracted entities called 

“business associates”. We will always release only the minimum amount of PHI necessary so 

that the business associate can perform the identified services. We require the business 

associate(s) to appropriately safeguard your information. Examples of business associates 

include accounting companies or transcription services. 

Health Information Exchange: We may make your health information available electronically to 

other healthcare providers outside of our facility who are involved in your care.  

Fundraising activities: We may contact you in an effort to raise money. You may opt out of 

receiving such communications. 

Treatment alternatives: We may provide you notice of treatment options or other health related 

services that may improve your overall health. 

Appointment reminders: We may contact you as a reminder about upcoming appointments or 

treatment.  

We may use or disclose your PHI in the following situations UNLESS you object. 

 We may share your information with friends or family members, or other persons directly 
identified by you at the level they are involved in your care or payment of services. If you 
are not present or able to agree/object, the healthcare provider using professional 
judgment will determine if it is in your best interest to share the information. For example, 
we may discuss post procedure instructions with the person who drove you to the facility 
unless you tell us specifically not to share the information. 

 We may use or disclose protected health information to notify or assist in notifying a family 
member, personal representative or any other person that is responsible for your care of 
your location, general condition or death. 

 We may use or disclose your protected health information to an authorized public or private 
entity to assist in disaster relief efforts.  

 

The following uses and disclosures of PHI require your written authorization: 

 Marketing 

 Disclosures of for any purposes which require the sale of your information 
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All other uses and disclosures not recorded in this Notice will require a written authorization from you 

or your personal representative. 

 

Written authorization simply explains how you want your information used and disclosed. Your written 

authorization may be revoked at any time, in writing. Except to the extent that your doctor or this 

practice has used or released information based on the direction provided in the authorization, no 

further use or disclosure will occur. 

Your Privacy Rights  

You have certain rights related to your protected health information. All requests to exercise your rights 

must be made in writing. [Describe how the patient may obtain the written request document and to 

whom the request should be directed, i.e. practice manager, privacy officer.] 

You have the right to see and obtain a copy of your protected health information.  

 

This means you may inspect and obtain a copy of protected health information about you that is 

contained in a designated record set for as long as we maintain the protected health 

information. If requested we will provide you a copy of your records in an electronic format. 

There are some exceptions to records which may be copied and the request may be denied. We 

may charge you a reasonable cost based fee for a copy of the records.    

 

You have the right to request a restriction of your protected health information.  

 

You may request for this practice not to use or disclose any part of your protected health 

information for the purposes of treatment, payment or healthcare operations. We are not 

required to agree with these requests. If we agree to a restriction request we will honor the 

restriction request unless the information is needed to provide emergency treatment. 

 

There is one exception: we must accept a restriction request to restrict disclosure of 

information to a health plan if you pay out of pocket in full for a service or product unless it is 

otherwise required by law. 

 

You have the right to request for us to communicate in different ways or in different locations.  
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We will agree to reasonable requests. We may also request alternative address or other method 

of contact such as mailing information to a post office box. We will not ask for an explanation 

from you about the request. 

 

You may have the right to request an amendment of your health information.  

You may request an amendment of your health information if you feel that the information is 

not correct along with an explanation of the reason for the request. In certain cases, we may 

deny your request for an amendment at which time you will have an opportunity to disagree. 

 

You have the right to a list of people or organizations who have received your health information from 

us.  

This right applies to disclosures for purposes other than treatment, payment or healthcare 

operations. You have the right to obtain a listing of these disclosures that occurred after April 

14, 2003. You may request them for the previous six years or a shorter timeframe. If you request 

more than one list within a 12 month period you may be charged a reasonable fee.  

 

Additional Privacy Rights 

 You have the right to obtain a paper copy of this notice from us, upon request. We will 
provide you a copy of this Notice the first day we treat you at our facility. In an emergency 
situation we will give you this Notice as soon as possible. 

 You have a right to receive notification of any breach of your protected health information. 
 

Complaints  

If you think we have violated your rights or you have a complaint about our privacy practices you can 

contact Dr. Powers at 434-947-3944. 

You may also complain to the United States Secretary of Health and Human Services if you believe your 

privacy rights have been violated by us. 

If you file a complaint we will not retaliate against you for filing a complaint.  

This notice was published and becomes effective on September 1, 2015. 
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Informed Consent 

 

The purpose of my evaluation and treatment of each patient is to provide a functional assessment and 
treatment plan based on the individual’s physiological and metabolic needs.  My assessments take time 
and careful analysis.  I formulate a treatment plan tailored to each patient’s own individual need.  My 
purpose in treatment is to identify and treat those hormonal, metabolic, and physiologic pathways 
leading to illness and to chronic disease.  It is my goal to decrease toxicity by giving less priority to drug 
and surgical treatment and more priority to nutritional and lifestyle changes. 
 
I will always attempt to give each patient the clear option of selecting from other approaches to one’s 
medical problems and treatment goals.  There are options and alternatives to every treatment that I 
recommend.  Each patient is free to question any and all suggestions that I give.  I recommend that each 
patient seek a second opinion from any other physician for any medical problem that is even the least 
bit controversial.  I encourage each patient to question my reasons, qualifications, and expectations.  Do 
not remain unclear about any treatment that you as a patient choose, as any treatment you undertake 
will be at your discretion.  Please be clear that I never attempt to order any patient to do anything.  I will 
make recommendations and attempt to aid each individual to understand these recommendations fully 
before embarking on a course of treatment. 
 
Risks, therefore, include foregoing other treatment like certain surgeries versus an alternative upon 
which you and I may agree.  Vitamin, supplement, nutraceutical, herbal, and hormonal therapy, 
including the administration of these substances by intramuscular and intravenous routes, may not be 
widely accepted by traditional medical authorities.  Some medical experts, in fact, claim that by 
choosing an alternative like the above described therapy, you endanger your life and health because of 
delay in receiving what they consider proper therapy. Vitamin, supplement, nutraceutical, herbal and 
natural hormonal therapy are clear examples of alternative treatment.  It should be noted that there is 
wide disagreement among medical experts about most details of orthodox therapies as well as 
alternative therapies. 
 
I will make a special note of cancers and incurable diseases.  I make no claim of cure or improvement of 
any of these diseases.  Any patient who comes to me with such a condition will receive the nutritional 
support and lifestyle changes in addition to their other therapies.  The patient MUST maintain a 
relationship with his/her oncologist or any specialist by whom he/she may be treated. 
 
All patients must CONSIDER maintaining their relationship with their primary physician.  My primary 
focus is in endocrinology and metabolism, not primary care. 
 
Dangers of treatment:  Any time a needle for injection or diagnosis is inserted into the body, there is 
danger of infection, allergy, toxicity, bleeding, or structural damage to some tissue like nerve or artery or 
vein.  This damage may result in permanent injury, disfigurement or death.  This is true of every 
treatment administered in this office, including intravenous or intramuscular therapies. 
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By signing below, I have read this informed consent notification.  I understand it and agree to its 
conditions.  I have been given the opportunity and time to ask all of my questions.  They have been 
answered to my satisfaction.   
 
 
Patient Acknowledgement 
 
 
Signature________________________________         Date__________________________________ 
 
Witness_________________________________ Date__________________________________ 
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Consent to the Use and Disclosure of Health Information 
For Treatment, Payment, or Healthcare Operations 

 
I,      , understand that as part of my healthcare, this organization 
originates and maintains health records describing my health history, symptoms, examination and test 
results, diagnoses, treatment, and any plans for future care or treatment.  I understand that this 
information serves as: 
 

A basis for planning my care and treatment; A means of communication among the many health 
professionals who contribute to my care; A source of information for applying my diagnosis and 
surgical information to my bill; A means by which a third-party payer can verify that services 
billed were actually provided, and; A tool for routine healthcare operations such as assessing 
quality and reviewing the competence of healthcare professionals. 

 
I understand and have been provided a Notice of Privacy Practices that provides a more complete 
description of information uses and disclosures.  I understand that the organization is not required to 
agree to the restrictions requested. I understand that I may revoke this consent in writing, except to the 
extent that the organization has already taken action in reliance thereon. 
 
I request the following restrictions to the use or disclosure of my health information: 
 
              
 
              
 
I authorize Dr. Patricia Powers, Whole Health Catalysts, PC, to release medical information including  
_____laboratory results or tests,  
_____office notes 
_____ special requests __________________________________________________________________ 
 
To:   

(1)         Relationship:       
(2)        Relationship:       
(3)         Relationship:       

I fully understand and accept/decline the terms of this consent. 

             
Signature      DOB   Date 
 
If patient is a minor, printed name of person signing above_________________________________ 
 
Relationship to patient_______________________________________________________________  
 


