
Welcome  to  Aspire   Health!

Aspire Health serves those suffering from chronic or serious disease or life-threatening 
health conditions as well as those that want to prepare for their future health. Our 
virtual and telehealth providers can care for you wherever you are - 24 hours a day. 
Through Aspire Health patients receive an extra layer of medical care as well as 
attention to their emotional and social needs. Aspire makes sure patients have 
everything they need to live fully every day – engaging with friends and family, and 
continuing the activities they enjoy.

We are an in-network provider for referring insurance companies. Aspire's support is 
provided by our group of health experts  

 who work in partnership with primary care 
and specialist providers.

Please review all information in this Aspire Registration Packet

During your first visit this information will be reviewed and your verbal consent to care 
will be obtained. You are not obligated to sign on to our provider services by having this 
first visit. You may decline care at that time as well as at any time in the future by letting your 
provider know or by calling the number above. The included documents are essential to 
enable our team to provide high quality medical care to you. 

Please sign and complete the included documents and return them in the included prepaid 
business envelope to Aspire Health at 22 Century Blvd Suite 300; Nashville, TN 37214. If you 
need any support completing these documents or have questions about them please call 
833-866-0925.

Consent to Car
Telephonic and Video Visit Consent Form
Aspire Financial Policy

Release of Informatio  Authorization Form

Please call 833-866-0925 for assistance, to reach your provider, or the 24/7 care line. 

Please save a copy of these documents for future reference. 

We look forward to caring for you.  
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Patient Consent for Services 

Patient Name:__________________________________ Phone #:_____________________ 
Last    First    MI 

I. What is advanced illness care?
Advanced illness care is a patient-centered, interdisciplinary approach to care that specializes in
managing serious illness and the symptoms they cause as well as advanced care planning. Our goal is to
assist you with any troubling symptoms of your illness, whether physical, emotional, social or spiritual
and, thus, improve the quality of your life. Through ongoing communication with you, your personal
support system, and your current medical providers, we will develop a plan to help achieve your goals of
care. This process may include co-management of your disease and symptoms as well as
recommendations for care to other providers. It is important that you make your needs and concerns
known to the Aspire Health staff so we can best meet your expectations of care. If you have any
questions regarding this information or the plan of care, we will be glad to provide more information.

II. Consent for Services
I have received a full explanation of advanced illness care.
I choose to receive advanced illness care from Aspire Health.
I have received a copy of the Aspire Health Notice of Privacy Practices.
I give consent for the release of all medical information for the purposes of medical treatment,
payment, and for regulatory agencies upon request.
Aspire Health may represent me in discussions with insurance providers regarding service
eligibility.
The Aspire Health interdisciplinary team may perform necessary procedures and treatments as
prescribed and included in my plan of care.
I have had an opportunity to have my questions answered by an Aspire Health representative.
I will notify Aspire Health of any changes in my insurance coverage.
I give permission for Aspire Health to leave messages at my above phone number.

II. Communication Methods

Aspire Health makes use of audio/video conferencing, telephone, email and text communication to 
discuss your healthcare, condition, illnesses, diagnoses, plan of care, etc. (Protected Health Information 
or PHI). This may present a privacy risk. These methods of communication may not be secure and these 
communications may be intercepted, accessed, or retained by a third party. You may choose which 
methods you consent to use with Aspire Healthcare on the Telephonic Visit Consent Form or informing 
your team.  

Patient Signature:_________________________________ 

 

Date:________________________ 
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Video and Telephonic Visit Consent Form 

What is telehealth? 
Telehealth is a way to visit with healthcare providers, such as your doctor  or nurse 
practitioner. You can talk to your provider from any place, including your home. You do not 
need to go to a clinic or hospital. 

How do I use telehealth? 
Your provider will determine the best mode of telehealth visit, based on the purpose of the visit 
and your health and treatment issues presented: 

Sometimes, you may speak to your provider by phone, computer, or tablet
Sometimes, you may use video so you and your provider can see each other

What are the benefits of visiting with my doctor by telehealth? 
You don't have to go to a clinic or hospital to see your provider
You won't risk getting sick from other people
In video visits you will be able to see your provider fully for ease of communication

What are the risks of visiting with my by telehealth? 
You and your provider won’t be in the same room, so it may feel different than an office
visit
Your provider may make a mistake because they cannot examine you as closely as at an
office visit
Your provider may decide you still need an office visit
Technical problems may interrupt or stop your visit before you are done

Will my telehealth visit be private? 
We will not record visits with your provider via video
Telephonic visits may be recorded for quality purposes. You will be notified of this
during each call and may decline recording if desired.
If people are close to you, they may hear something you did not want them to know.
You should be in a private place, so other people cannot hear you.
Your provider will tell you if someone else from their office can hear or see you.
We use telehealth technology that is designed to protect your privacy.
If you use the Internet for telehealth, use a network that is private and secure.
There is a very small chance that someone could use technology to hear or see your
telehealth visit.

What if I try telehealth and don’t like it? 
You can stop using telehealth any time, even during a telehealth visit. This may result in
discharge from Aspire Provider Services which are provided via telehealth.
You can decline video visits and choose to only receive your visits by telephone.
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If you decide you do not want to use telehealth again: call 833-866-0925 and say you
want to stop video visits, telephone visits or both

How much does a telehealth visit cost? 
What you pay depends on your insurance.
A telehealth visit will not cost any more than an office visit.
If your provider decides you need an office visit in addition to your telehealth visit, you
may have to pay for both visits

What does it mean if I sign this document? 
If you sign this document, you agree that: 

We talked about the information in this document
We answered all your questions
You want or agree to ongoing telehealth visit(s)
You choose to receive visits by telephone or video as determined by you and your
provider
You may revoke or modify this consent at anytime by alerting your provider or calling
833-866-0925.

____________________________  _________________________________  ______
Patient  Name     Patient  Signature                 Date 
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Aspire Financial Policy 

Thank you for choosing Aspire Health as one of your health care providers. The following is 
our Financial Policy, which will help you understand our billing and payment practices.  

� Insurance is a means of reimbursement and not a substitution for payment.
� Aspire is a participating in-network provider with referring insurance companies and

will file healthcare claims on your behalf for medical services rendered.
� Aspire bills as an in-network specialist provider for visits with advanced practice

providers/clinicians. Social work, nursing visits and the 24/7 on-call line do NOT
incur additional charges. 

� Any balance due after payment from insurance is your responsibility; payment is
expected within thirty (30) days of the statement date. For billing inquires you may
call: 1-800-737-1164

� You are responsible for knowing your insurance benefits. Patients are responsible
for copayments, co-insurance, deductibles, out-of-pocket expenses and non-covered
services as determined by  healthcare insurance plan at the time of service.

� You are ultimately responsible for payment of all fees for services rendered
regardless of your insurance status.

� You are responsible for alerting Aspire Health to any changes in your health
insurance plan.

� It may be necessary to terminate the patient/provider relationship should your
insurance become ineligible for our services.

I hereby agree to be financially responsible for all charges incurred regardless of 
insurance coverage.  

____________________________   ___________________________ _________ 
Printed Name of Patient/Responsible Party   Signature of Patient/Responsible Party    Date 
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Notice of Privacy Practices: Acknowledgement of Receipt 

ACKNOWLEDGEMENT OF RECEIPT 
By signing this form you acknowledge receipt of the Notice of Privacy Practices.  Our Notice of Privacy 
Practices provides information about how we may use and disclose your protected health information.  We 
encourage you to read it in full. 

Our Notice of Privacy Practices is subject to change.  If we change our notice, you may obtain a copy of the 
revised notice by contacting our office. 

If you have any questions about our Notice of Privacy Practices, please contact: 

Aspire Privacy 
12900 Park Plaza Drive 
Mailstop: CA4600-6170 
Cerritos, CA 90703 

I acknowledge receipt of the Notice of Privacy Practices 
Patient’s/Personal Representative’s Name: 

Signature: 

Date: 

INABILITY TO OBTAIN ACKNOWLEDGEMENT 
Complete only if no signature is obtained.  If it is not possible to obtain the individual’s acknowledgement, 
describe the good faith efforts made to obtain the individual’s acknowledgement and the reasons why the 
acknowledgement was not obtained. 

Patient’s Name: 

Reasons why the acknowledge was not obtained: 
Patient refused to sign this acknowledgement even though the patient was asked to do so and the 
patient was given the Notice of Privacy Practices 

Other: 

Signature of Provider Representative: 

Date: 
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PART A: YOUR INFORMATION
Last name First name Middle 

initial

Date of birth

Street address City State Zip code

Daytime telephone number (with area code) Cell/mobile telephone number (with area code)

PART B: PERSON OR COMPANY WHO WILL RECEIVE THIS INFORMATION
The following people or organizations have the right to receive or share my information.

Name (a person, a class of persons like “Doctors who treated me in August 2014,” or an 
organization)

Phone Number (if known)

Street address (if known) City State Zip code

The information may be disclosed to:

Name Phone Number (if known)

Street address (if known) City State Zip code

Name (a person, a class of persons like “family members residing with me,” or an 
organization)

Phone Number (if known)

Street address (if known) City State Zip code

PART C: INFORMATION THAT CAN BE RELEASED
I allow the following information to be used or released by or to Aspire on my behalf: (check only one box).

  All my information. This can include health, a diagnosis (name of illness or condition), claims, doctors and other health 
care providers and financial information (like billing and banking). This doesn’t include sensitive information (see 
below) unless it is approved below.   OR
 Only limited information may be released (check all boxes below that apply to you).

  Billing 
  Diagnosis (name of illness 
or condition) and procedure 
(treatment)
 Doctor and hospital 
 Financial

  Medical records
  Pre-certification and pre-
authorization (for treatment 
approvals)

 Referral

 Treatment
 Dental
 Vision
 Pharmacy
 Other: _______________

I also approve the release of the following types of sensitive information by Aspire (check all boxes that apply to you):

  All sensitive information2   OR    Just information about topics checked below
 Abortion
  Abuse (sexual/physical/mental)
 Substance use disorder1,2

 Genetic testing 
 HIV or AIDS
 Maternity

 Mental health 
 Sexually transmitted illness 
 Other: _______________

1. Specify time period of records to be disclosed: ____________________________________________________
Description of records that may be disclosed: _____________________________________________________

2. Unless I specify otherwise on this form, I intend this disclosure to include all substance use disorder records maintained
by Aspire about me. I understand that my substance use disorder records are protected under Federal and State
confidentiality laws and regulations and cannot be disclosed without my written consent unless otherwise provided for in
the laws and regulations. I also understand that I may revoke (or cancel) this approval at any time, or as described in Part
E. I understand that I cannot cancel this approval when this form has already been used to disclose information.

Authorization Form
Si necesita ayuda en español para entender este documento, puede solicitarla sin 
costo adicional, llamando al _______________.

This form is to be filled out if there is a request to release or receive health information to or from another person or company. 
Please include as much information as you can. 

833-866-0925

Aspire Health 833-866-0952

22 Century Blvd Suite 300 Nashville TN 37214
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PART D: PURPOSE OF THIS APPROVAL (CHECK ONLY ONE BOX).
 To give out the information as shown on this form

OR

 For this reason(s): 

PART E: DATE YOUR APPROVAL EXPIRES (CHECK ONLY ONE BOX).
If this document was not already withdrawn, this approval will end on the earliest of the following dates:

 One year from the signature date in Part F
OR

  Earlier than one year and upon the date, event or condition described below: 

PART F: REVIEW AND APPROVAL
I have read the contents of this form. I understand, agree, and allow the use and release of my information as I have stated 
above or as required by applicable law. I also understand that signing this form is of my own free will. I understand that I 
am not required to sign this form in order for me to receive treatment or payment, or for enrollment or being eligible for 
benefits. I have the right to withdraw this approval at any time by giving written notice of my withdrawal to the organization 
releasing my information. I understand that my withdrawing this approval will not affect any action taken before I do so. I 
also understand that information that’s released may be given out by the person or group who receives it. If this happens, it 
may no longer be protected under the HIPAA Privacy Rule. I am entitled to a copy of this form.

Signature or Designated Legal Representative/Guardian signature

X
Date (MM/DD/YYYY)

DESIGNATED LEGAL REPRESENTATIVE/GUARDIAN
Complete this section only if you have documentation supporting Legal Representation.
If this form is signed by someone other than the patient or parent, such as a personal representative, legal representative 
or guardian, please submit the following:

A copy of a health care, general or Durable Power of Attorney.

OR
A court order or other documentation that shows custody or other legal documentation showing the authority of the 
legal representative to act on the patient’s behalf. Please complete the following:

Legal representative (print full name) Legal relationship to patient

Legal representative street address City State Zip code

Signature

X
Date (MM/DD/YYYY)

Please return the completed form to:

Be sure to keep a copy of this form for your records.

FOR RECIPIENT OF SUBSTANCE USE DISORDER INFORMATION
This information has been disclosed to you from records protected by Federal Confidentiality of Alcohol or Drug Abuse 
Patient Records rules (42 CFR Part 2). The Federal rules prohibit you from making any further disclosure of this information 
unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise 
permitted by 42 CFR Part 2. A general authorization for the release of medical or other information is NOT sufficient for 
this purpose. The Federal rules restrict any use of the information to criminally investigate or prosecute any patient with a 
diagnosis of substance use disorder.

For internal use only:
Inquiry tracking number

Aspire Health
22 Century Blvd Suite 300
Nashville, TN 37214
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