MARYLAND PAIN & WELLNESS CENTER, P.A.
CHRONIC CARE SERVICES CONSENT ARGREEMENT

Medicare now offers a new benefit for patients with multiple chronic diseases, and by consenting to this
Agreement, you designate your provider, MARYLAND PAIN & WELLNESS CENTER “Provider”, to
provide chronic care management (CCM) services per the new rule.
Only patients with more than one chronic condition are eligible for this benefit and your provider agrees not to
bill Medicare for this service if you don’t have more than one chronic condition. Medicare defines a chronic
condition as one that is expected to last at least 12 months, and that increases the risk of death, acute
exacerbation of disease, or a decline in function.

Provider Chronic Care Services
As part of this new benefit, your Provider agrees to make available the following services:
1.
2.
3.
4.
5.

24/7 access to a healthcare provider to address your acute chronic care needs
Use of certified EHR software to document your care
Provide a written or electronic version of your care plan
Perform medication reviews and oversight
Assist in the management of transitions of care from one provider to another

In connection with this new benefit, your provider agrees to bill Medicare just one time per each
30-day billing cycle and if you revoke this Agreement, provide you with a written confirmation of the
revocation, stating the effective date of the revocation.

Beneficiary Consent Terms
By signing this Agreement, you agree to the following terms required by Medicare:
1. You consent to your Provider providing CCM services to you.
2. You acknowledge that only one practitioner can furnish CCM Services to you during a thirty (30)-day
period.
3. You authorize electronic communication of your medical information with other treating providers to
facilitate the coordination of your care.
4. You understand that the Medicare Co-Insurance amount applies to CCM Services
5. You have the right to stop CCM Services at any time by revoking this Agreement effective at the end of the
then-current thirty 30-day period of services by notifying our practice in writing.

Patient’s Signature _____________________________________ Date_______________________
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