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A Membership Practice 

Dear Patient, 

We all know the enormous challenges facing healthcare and we hope you see the many ways 
we're meeting these challenges. First and foremost, we treat you as an individual. We take the 
time to listen to you explain what's going on in your body. This attention to detail helps us 
develop the best course of treatment. 

We're also doing everything to keep our doors open while responding to spiraling healthcare 

costs. That's why, in September 2019, Hopkins Medical Group adopted a membership 

model, something a growing number of medical practices have started as well. 

Under this model, which we call Gen Well, you pay an affordable monthly membership fee to 

remain a patient and maintain all of the services we provide. We still accept and bill your 

medical insurance for all services you receive with us ( office visits, physical exams, 
injections). With this membership, you have access to our herbal medicine and supplements, 
nutrition and lifestyle consults - all at a discount. An added benefit is access to our 
informative Town Halls, podcasts and blog posts to keep you informed and educated. 
podcasts, and more. 

Without this membership model, we would face a decision to either stop taking insurance or 
only focus on conventional medical approaches- two options that are not in anyone's best 
healthcare interests. 

For many patients, a "Gen Well" membership pays for itself each year through discounts on 
services such as laser therapy, nutritional counseling as well as the price of supplements and 
skin care products.  We also provide emergency care for dehydration, pneumonia, asthma, 
COPD, infections, wound care etc. You will save on ER copays by taking advantage of the 
many services at HMG.

1. $480 /year- set up a recurring monthly payment of $40 ( cancel anytime with 90 days 
notice) . Prepayment option is not refundable after 90 days in the practice.





OUR MISSION
To serve our communities with compassion and respect as we promote their health and

well-being.

OUR VALUES
Compassion, accountability, respect, and responsibility.

Patient Acknowledgement
Appointment Cancellation Policy

Dear Patient,
HOPKINS MEDICAL has instituted an Appointment Cancellation Policy. A cancellation made with
less than a 48 hour notice significantly limits our ability to make the appointment available for
another patient in need. To remain consistent with our mission, we have instituted the
following policy:

1. Please provide our office a 48-hour notice if you need to reschedule your appointment.
This will allow us the opportunity to provide care to another patient. A message can always be
left with the answering service to avoid a cancellation fee being charged. All Monday
cancellations must be received by Thursday end of day.
2. A “No-Show”, “No-Call” or missed appointment, without proper 48-hour notification,
may be assessed a $50 fee. If you are scheduled for an hour appointment with WAVI, Laser or
Lens the
3. cancellation fee is $100.
4. This fee is not billable to your insurance.
5. As a courtesy, we make reminder calls, for appointments, one to two days in advance.
Please note, if a reminder call or message is not received, the cancellation policy remains in
effect.
6. Repeated missed appointments may result in termination of the physician/patient
relationship.

If you have any questions regarding this policy, please let our staff know and we will be glad to
clarify any questions you have. A copy of this policy will be provided to you. Please sign and
date below your acknowledgement.
I have read and understand the Appointment Cancellation Policy and I acknowledge its terms. I
also understand and agree that such terms may be amended from time-to-time by the clinic.

Name________________. Signature________________________. Date__________



Registration Forms 

Patient Name: DOB: 
---------------- -------

Sex: Male/Female Social Security: ________ Email: ________ _ 

Address: ______________ City/State/Zip: _______ _ 

Home# ________ _ Work: _______ Cell: _______ _ 

Pharmacy: _____________ Phone#: __________ _ 

Primacy Care: ____________ Phone#: __________ _ 

Emergency Contact: _____________ Relationship: ______ _ 

Phone#: 

------------

Insurance Information: 

Primary Insurance: ____________ ID: __________ _ 

Group#: ___________ Phone#: ___________ _ 

Secondary Insurance: ___________ ID: __________ _ 

Group#: ___________ Phone#: ___________ _ 

I HEREBY ASSIGN ALL MEDICAL AND/OR SURGICAL BENEFITS TO INCLUDE MAJOR MEDICAL 
BENEFITS TO WHICH I AM ENTITLED INCLUDING MEDICARE, MEDIGAP, PREIVATE INSURANCE 
AND OTHER HEALTH INSURANCE PLANTS TO DR. PATRICIA T. HOPKINS. 

THE ASSIGN ENT Will REMAIN IN EFFECT UNTIL REVOKED IN WRITING. A PHOTOCOPY OF 

THIS STATEMENT IS TO BE CONSIDERED AS VALID AS AN ORIGINAL. I UNDERSTAND THAT I 

AM 
FINANCIALLY RESPONSIBLE FOR All CHARGES WEATHER OR NOT PAID BY SAID ASSIGNEES TO 

RELEASE All INFORMATION NECESSARY TO SECURE THE PAYMENT. 

SIGNATURE: ________________ DATE: ______ _ 

PRINTED: ________________ _ 



Patient: _______________ DOB: ______ Date: ____ _ 

Reason for visit: 

Signs/Symptoms you are experiencing: 

Current Medications/Doses and Supplements: 

1. 7. 

2. 8. 

3. 9. 

4. 10. 

5. 11. 

6. 12. 

Allergies: 

Are you having pain today? No Yes 

If so Scale 0-10 Location Description 
--- ------- -----------

list any physician names, radiology/laboratory testing or recent hospitalization that you feel 

would be important to review for this appointment. 

Please write any questions you might have for the provider today 











3. Uses and Disclosures With Your Written Authorization. Other uses and disclosures not described in this Notice will
be made only with your written authorization, including most uses or disclosures of psychotherapy notes; for most marketing
purposes. You may revoke your authorization by submitting a written notice to the Privacy Contact identified below. The
revocation will not be effective to the extent we have already taken action in reliance on the authorization.

4. Your Rights Concerning Your Protected Health Information. You have the following rights concerning your health
information. To exercise any of these rights, you must submit a written request to the Privacy Officer identified below.

• You may request additional restrictions on the use or disclosure of information for treatment, payment or healthcare

operations. We are not required to agree to the requested restriction except in the limited situation in which you or someone 
on your behalf pays for an item or service, and you request that information concerning such item or service not be disclosed 
to a health insurer. 

• We normally contact you by telephone, mail at your home address and possibly by e-mail if you have given your e­

mail address. You may request that we contact you by alternative means or at alternative locations. We will accommodate 
reasonable requests. 

• You may inspect and obtain a copy of records that are used to make decisions about your care or payment for your

care, including an electronic copy. We may charge you a reasonable cost-based fee for providing the records. We may 
deny your request under limited circumstances, e.g., if we determine that disclosure may result in harm to you or others. 

• You may request that your protected health information be amended. We may deny your request for certain

reasons, e.g., if we did not create the record of if we determine that the record is accurate and complete. 

• You may receive an accounting of certain disclosures we have made of your protected health information. You may
receive the first accounting within a 12-month period free of charge. We may charge a reasonable cost-based fee for all 
subsequent requests during that 12-month period. 

• You may obtain a paper copy of this Notice upon request. You have this right even if you have agreed to receive the
Notice electronically. 

5. Changes To This Notice. We reserve the right to change the terms of this Notice at anytime, and to make the new
Notice effective for all protected health information that we maintain. If we materially change our privacy practices, we will
post a copy of the current Notice in our reception area and on our website. You may obtain a copy of the operative Notice
from our receptionist or Privacy Officer.

6. Complaints. You may complain to us or to the Secretary of Health and Human Services if you believe your privacy
rights have been violated. You may file a complaint with us by notifying our Privacy Officer. All complaints must be in
writing. We will not retaliate against you for filing a complaint.

7. Contact Information. If you have any questions about this Notice, or if you want to object to or complain about any
use or disclosure or exercise any right as explained above, please contact:

Privacy Officer: 
Phone: 
Address: 

Pat Hopkins 
617-773-9198
571 Main Street 
Weymouth, MA 02190

8. Effective Date. This Notice is effective February 1, 2019.
NOTICE OF PRIVACY PRACTICES- 2 



MASSACHUSETTS (HIPAA) MEDICAL RECORDS RELEASE FORM 
Permission to Share Information 

If you want the ___________ to share information about you with another person or 
(Fill in name of person or organization) 

organization, please make sure that you fill out all of the sections below (Sections I-VI). This will tell us what 
information you want us to share and who to share it with. If you leave any sections blank, with the exception of 
Section II (8), your permission will not be valid, and we will not be able to share your information with the person(s) 
or organization you listed on this form. 

SECTION I 
I, ___________________ _,_ give my permission for _________ _ 

(print your name) (Fill in name of person or organization) 

to share the information about me that I list in Section II with the person(s) or organization that I list in Section V. 

SECTION II 
A. Health and Personal Information
Please describe the information you want the __________ to share about you.

(Fill in name of person or organization) 
Please include any dates and details you want to share. 

B. Permission about Specific Health Information. Only if you choose to share any of the following
information, please write your initials on the line:

__ I specifically give permission, as required by M.G.L. c. 111, § ?OF, to share information in my record about HIV 
antibody and antigen testing, and HIV/AIDS diagnosis or HIV/AIDS treatment. 
__ I specifically give permission, as required by M.G.L. c. 111, §70G, to share information in my record about my 
genetic information. 
__ I specifically give permission to share information in my record about alcohol or drug treatment. If this 
information is shared, I understand that a specific notice required by 42 CFR, Part 2 shall be included prohibiting the 
redisclosure of this confidential information. 

SECTION Ill - Reason for Sharing this Information 
Please describe the reason(s) for sharing this information. If you do not want to list reasons, you may simply write: 
"at my request," if you are initiating the request. 

SECTION IV - Who May Share This Information 
I give permission to the person or organization listed below to share the information I listed in Section II: 

Name 

Organization 

Address 














