Alicja Steiner, MD,  APC

Board Certified in Pain Management / Board Certified in Anesthesiology

Qualified Medical Examiner

Tel:  (619) 948-8464     Fax:  (619) 501-4806
2100 5th Ave, Suite 200, San Diego, CA  92101
P.O. Box 8464 Rancho Santa Fe, CA  92067

RIGHTS AND RESPONSIBILITIES AGREEMENT

You have the right:

· to be treated with respect, consideration and dignity, without discrimination on the basis of race, color, sex, religion, or national origin
· to know the policy on the rights and responsibilities you have as a patient

· to participate in decisions involving your health care; to be assisted in the development of advance directives, and to know and take responsibility for the consequences of  refusing treatment or not complying with therapy

· to receive services in a safe and clean environment

· to privacy and confidentiality, and to approve or refuse the release of your medical records, except when release is required by law

· to receive information concerning your diagnosis, treatments, and prognosis; and to accept or refuse treatment after 
· full information is given

· to know the fees for services provided and the polices regarding the payment of fees( but it is your sole responsibility to check with your  insurance carrier  coverage for provided services based on your policy)
· to be free from abuse or neglect; to access protective services

· to be referred to specialist and other professionals when needed, and to change physicians
· to voice a compliment or complaint by  Phone (619) 948-8464,  Fax (619) 501-4806, or Mail
You have the responsibility:

· to provide, to the best of your knowledge, accurate and complete information about present complaints, past illnesses, hospitalizations, medications, history of  medications and other substance abuse, changing physicians services, and all matters relating to your health

· to undergo urine and blood tests when requested by the medical provider

· follow rules and regulations of the controlled substance agreement and this document
· to follow the treatment plan recommended by the practitioner responsible for your care, 
      and for your actions if you refuse treatment or do not follow the practitioner’s instructions
· to keep appointment and , when unable to do so for any reason, to notify the attending practioner  by calling 619 948 8464

· to ensure that the financial  obligations of your health care are fulfilled promptly 

· to be considerate of the rights of other patients/personnel, for assisting in the control of noise and not smoking nearby
· to be respectful of the staff, property of others and the facility
· to ask for clarification when explanations regarding your treatment have not been given to your satisfaction.
· follow instructions of the pharmacist and in case of any information discrepancy  request clarification from our staff and your pharmacist 
· do not engage in alcohol and  other recreational drugs consumption while on pharmacological treatment

· use one pharmacy so they can monitor interactions with medications given by other providers
· always make an appointment after any diagnostic test ordered by us were performed to discuss results ( including but not limited to blood tests and radiological studies)

· IN THE CASE OF SUBSTANCE ABUSE PROBLEMS AND/OR LACK OF COMPLIANCE WITH TREATMENT/PATIENT’S RESPONSIBILITIES, YOUR CARE WILL BE TERMINATED, AN ADDICTION SPECIALIST/OTHER PAIN SPECIALIST PHONE NUMBER WILL BE PROVIDED - DEA may be informed as well as your primary care provider and insurance carrier if we suspect fraud and/or any illegal behavior.  
Please be advised that phone calls from restricted numbers will not be answered - this is for your identity protection.
                                   Always call 911 or go to the nearest emergency room in a case of emergency; 
                        We do not provide medical service after business hours (Monday –Friday 9 am to 5 pm); 
WE DO NOT REFILL MEDICATIONS BY TELEPHONE/FAX/MAIL.

ALL MEDICATIONS REFILLS MUST BE DONE IN PERSON AT SCHEDULED VISIT WITH YOUR PHYSICIAN.

PLEASE BE SURE YOU ARE GIVEN SUFFICIENT MEDICATIONS AND/OR ENOUGH REFILLS TO LAST UNTIL YOUR NEXT APPOINMENT.

You may be charged a $50 administrative fee for cancellation of your appointment if you do not inform us 48 hours prior to your scheduled visit.

A $25 returned check fee may be charged for each check that is returned by the bank for non-payment/non-sufficient funds.
Date ___________________ Signature ____________________________
Initial here that you have received copy of this document  ______
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