
MEDICARE PATIENTS
Cullman Internal Medicine is now offering a Connected Care program powered by 

Phamily!

Connected Care is a Medicare service for patients diagnosed with any chronic 

conditions, including arthritis, diabetes, heart disease, and high blood pressure. Our 

dedicated care team will provide you with the best possible care between visits by 

partnering with you to proactively manage your health and help achieve your health 

goals!

Patient Benefits

No more phone tag. Text us anytime.

Not feeling well? Need a refill? Have a question? Simply text us at 

your convenience. Handle all the little things faster without waiting 

for a callback or scheduling a visit so you can spend more time 

doing what you love.

A personal healthcare assistant. Text your care team for help with:

• Scheduling appointments, follow-ups, and sick visits

• Questions about your health, medication, and symptoms

• Requests for refills, referrals, lab results, and more

Your very own health coach. A dedicated care manager to help with:

• Personalized care plan to help you achieve your health goals

• Weekly health reminders, tips, and assistance via text

• Monthly care plan review to keep you on track

Get the help you need when you need it. To get started, ask your provider about 

Connected Care during your visit.



Cullman Internal Medicine

CCM Program Enrollment Form

Overview:

As a patient of Cullman Internal Medicine (“Healthcare Provider”) with multiple (at least two) chronic conditions, your
Healthcare Provider believes that you may benefit from a Chronic Care Management (“CCM”) program that is currently
being offered to qualified Medicare beneficiaries. The goal of your Healthcare Provider and CCM is to help you manage your
chronic conditions when you are at home, in the community setting, and outside of the hospital, clinic or medical office. As
part of this program, your Healthcare Provider may help you with a number of things, potentially including, but not
necessarily limited to:

● Developing & managing a comprehensive care plan
● Checking in on your health via text messages and/or phone calls
● Managing your medication
● Educating you on best practices for managing your chronic conditions
● Coordinating your care and visits with your healthcare providers

Medicare (and Medicaid in some states) will allow your healthcare provider to bill for these services during any month that
they have provided at least 20 minutes of non-face-to-face care of you and your conditions. Your provider is conducting this
program in part by using Phamily, an electronic patient communication platform that better helps them manage your care.

The assigned clinician in charge of your care is _____________________. Sometimes other members of the staff may
communicate with you or handle issues related to your care. However, your assigned clinician will supervise all care
provided by the staff and any other clinicians who may be involved in your care.

Consent:
As part of your enrollment in this program, you agree and consent to the following:

● Receive CCM services from the Healthcare Provider; you acknowledge that only one practitioner can furnish
CCM services to you during any 30-day period

● Allow, as necessary, your healthcare provider to share your health information electronically with others
involved in your care in compliance with all laws related to the privacy and security of your health information

● Permit your Healthcare Provider to bill your insurance provider for CCM on your behalf once a month. You
acknowledge that standard cost-sharing applies if your secondary insurance coverage does not cover the
remaining costs a co-pay of approximately $8 may be applicable.

You maintain the right to:

● Receive explanations of any of the CCM services that are applicable to your conditions

● Obtain a written or electronic copy of your comprehensive care plan

● Discontinue CCM services by revoking this agreement, verbally or in writing, effective at the end of the then
current thirty (30) day period of services; as part of discontinuing CCM services, you will receive written
confirmation of the revocation of the agreement with the effective date

I understand and agree to participate in the CCM service.

Beneficiary (Patient): Caregiver / Representative:

Name: ______________________________ Name: ______________________________

Signature: ______________________________ Signature: ______________________________

Date: ______________________________ Date: ______________________________
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Cullman Internal Medicine

Patient Authorization Form

Phamily is a text, mobile, and web based messaging platform that helps connect health care providers, patients and their
loved ones. Your health care provider has chosen to use Phamily to get updates on your health, send you reminders,
answer questions, and improve access to your health care provider.

Patient Name (Print): ______________________________________________________

Patient Date of Birth: ______________________________________________________

Patient Mobile Phone Number: ______________________________________________________

By signing below:

1. I represent that I am eighteen (18) years of age or older and I acknowledge that I have read and agree to be bound
by the Phamily End User Terms of Use as may be updated from time to time, (my.phamily.com/patient_tou.pdf).

2. I hereby authorize Cullman Internal Medicine (“Provider”) and other medical professionals or staff members that the
Provider has designated to access and use the Phamily services on its behalf, to communicate with me, and the
Caregivers identified, if any, about my medical conditions and treatment using unencrypted text messages, if I have
provided a mobile phone number, and/or unencrypted email, if I have provided an email address, including those
that may be considered marketing messages (e.g. flu shot reminders, etc.).
I acknowledge that text messages are inherently unsecure and may be able to be accessed by third parties.

3. I understand that the Phamily service should only be used for routine and non-urgent matters. If you are experiencing
a medical emergency or life-threatening symptom, please go to a hospital or contact 911 or your local emergency
medical services agency.

I understand and agree to participate in the Phamily service:

Signature: ______________________________________________________

Date: ______________________________________________________

Authorized Caregivers (Optional):

I agree that the individual(s) listed below, if any, shall each be a “Caregiver” as defined in the Phamily End User Terms of
Use.

Caregiver Name: ______________________________________________

Relationship to Patient: ______________________________________________

Caregiver Mobile Phone: ______________________________________________

I hereby authorize the Provider and other medical professionals or staff members that the Provider has designated to
access and use the Phamily Services on its behalf to communicate with any such Caregiver with respect to my medical
conditions and treatment. I acknowledge that I may revoke this designation at any time by contacting the Provider. I also
understand that in order to participate in Phamily on my behalf any such Caregiver must agree to the Phamily End User
Terms of Use.
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http://my.phamily.com/patient_tou.pdf

