
Rahul Khurana, M.D. 
PO Box 84316                                          seatpsych@gmail.com 
  cell: (920) 550-1893 
Seattle, WA 98124  fax: (206) 899-1545

Patient Information & Consent  

 By signing this document you understand that Dr. Khurana will be acting as a 
physician to the patient and as a consultant to the family, primary care physician (PCP), 
& care facility (if applicable) as needed. While the PCP will remain responsible for all 
primary treatment, I will be responsible for ordering additional testing and medications 
based upon my medical judgment and treatment.  You also acknoweldge the total cost 
of all clinical & travel time will be $300/hour.  No insurances will be billed, but receipts 
can be provided to you to get reimbursement from your insurance company.   

 By signing this consent, you also give Dr. Khurana permission to share his notes 
and information and to also see the records and exchange information with the family, 
primary care physician (PCP), & care facility by mail, by fax or by voice.  If you wish to 
share information by email, you need to sign a separate consent for that purpose. 

              
Printed Name of Patient or Authorized Representative & Relationship (if other than patient)  

             
Signature of Patient or Authorized  Representative   Date  

Patient Information:   
Patient Name (if not above):_______________________________________ 
Date of Birth:___________________________________________________  
Address: _______________________________________________________   
    _______________________________________________________   
    _______________________________________________________  
Email:    _______________________________________________________  
Cell Phone: _____________________________________________________  
Home Phone:____________________________________________________  
Work Phone:_____________________________________________________  

Emergeny Contact: 
Address: _______________________________________________________    
    _______________________________________________________   
    _______________________________________________________  
Email:    _______________________________________________________  
Cell Phone: _____________________________________________________  
Home Phone:____________________________________________________  
Work Phone:____________________________________________________ 



CONSENT FOR ELECTRONIC MAIL (“EMAIL”) USE  

 Dr. Khurana offers patient the opportunity to communicate by Email for non-urgent mat-
ters. This form provides the guidelines regarding Email communications, and documents your 
consent to bot the use of email while acknowledging the problems that may arise at any time 
when email is utilized. 

IN CASE OF A MEDICAL EMERGENCY, DO NOT USE E-MAIL. CALL 911 

 Email Use.  Email communications should be between Dr. Khurana and an adult patient 
18 years of age or older, or the parent or guardian of a minor.  

 Limitations.  It is recommended that you do not use Email for communicating sensitive 
medical information such as sexually transmitted diseases, HIV, hepatitis, substance abuse, men-
tal health or presence of malignancy.   If you do so, then Dr. Khurana cannot and is not responsi-
ble if any such information is inadvertently released or obtained by third parties. 
.  
 Confidentiality.  Although Dr. Khurana believes he hase implemented reasonable techni-
cal safeguards, he cannot and does not guarantee the privacy, security or confidentiality of any 
Email messages sent or received over the Internet. There is a potential that Email sent or received 
over the Internet can be intercepted, altered, forwarded, and/or read by others.  Dr. Khurana is 
not responsible for Email messages that are lost due to technical failure during composition, 
transmission, or storage.   Dr. Khurana will not forward Emails to independent third parties with-
out your prior written consent, except as authorized or required by law.  If any of this is a con-
cern to you, then you should not communicate with Dr. Khurana through Email 

 Subject.  In the “Subject” line of the email, please include general topic of your message, 
i.e., prescription, appointment, medical advice, billing question. 

 Body.  In the body of the message, please include the patient’s name and date of birth. 
This information is necessary to verify your identity and make sure we pull the correct medical 
file.   It is recommended that Email should only be used for non-sensitive and non-urgent issues 
such as:  
Appointment scheduling;  
Prescriptions / refills;  
General medical advice after an initial face-to-face visit;  
Billing Questions;  
Referrals;  
Lab/Test Results;  



 Response Time.  Although Dr. Khurana will endeavor to read and respond within 24 
hours to any Email, he cannot guarantee that any particular Email will be responded to within 
any particular period of time. If you have not received a response within 3 days, please call. 

 Documentation.  Email communications regarding treatment will be documented in your 
medical record by placing a copy of the message in your file.  

 Ending Email You may discontinue using Email as a means of communication by send-
ing an email or letter to the Clinic clearly stating that you no longer wish to communicate by 
email. 

 I acknowledge that I have read and fully understand this consent form and that I voluntar-
ily request the use of Email as one form of communication with Dr. Khurana. 

  
              
Signature of Patient, Parent or Personal Representative   Date  

        
Relationship (if other than patient) 



PRIVACY OFFICER 

I am the privacy officer for my practice. You may contact me with questions or 
comments at 920-550-1893 or by mail to Rahul Khurana, MD, PO Box 84316; 
Seattle, WA 98124. 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICE I am required to 
provide you with a copy of this Notice and document your receipt. Please fill out an Acknowledge-
ment of Receipt of Notice of Privacy after receiving this Notice. (See Below.) 

Acknowledgement of Receipt of Notice of Privacy Practices 

In order to comply with HIPAA standards each practice must obtain a 
signed acknowledgement that each direct treatment patient has received 
its Notice of Privacy Practices or must document a good faith effort to 
provide the Notice and receive a written acknowledgement of receipt. 
This will allow practices to use or disclose confidential information (pro-
tected health information) for treatment, payment, or health care opera-
tions. 

I have received a copy of the Notice of Privacy Practices from: 

Rahul Khurana, M.D. 
PO Box 84316; Seattle, WA 98124 

Patient Signature ____________________ Date: �

Patient Name �



Rahul Khurana MD 
P O Box 84316 

Seattle  WA  98124 
Phone 920-550-1893 
Fax 206-899-1545 

PHYSICIAN PATIENT 
PRIVATE CONTRACT 

 This agreement is between Rahul Khurana M.D. and 

Beneficiary:  _______________________________ 
Who resides at: _______________________________ 
   _______________________________ 
Medicare ID #: _______________________________ 

who is a Medicare Part B beneficiary seeking services covered under Medicare 
Part B pursuant to Section 4507 of the Balanced Budget Act of 1997. The Physi-
cian has informed Beneficiary or the legal representative of the Beneficiary that 
Physician has opted out of the Medicare effective on October 1, 2018 for a period 
of at least two years, to expire on September 30, 2020.  The physician is not ex-
cluded from participating in Medicare Part B under Sections 1128, 1156 or 1892 of 
the Social Security Act.  

 Beneficiary or the Legal Representative agrees, understands and expressly 
acknowledges the following: 

Initial 

           Beneficiary or the Legal Representative accepts full responsibility for pay-
ment of the physician’s charge for all services furnished by the physician. 

_____  Beneficiary or the Legal Representative understands that Medicare limits 
do not apply to what the physician may charge for items or services furnished by 
the physician. 



Initial 

_____ Beneficiary or the Legal Representative agrees not to submit a claim to 
Medicare or to ask the physician to submit a claim to Medicare.  

_____ Beneficiary or the Legal Representative understands that Medicare payment 
will not be made for any items or services furnished by the physician that would 
have otherwise been covered by Medicare if there was no private contract and a 
proper Medicare claim had been submitted. 

_____ Beneficiary or the Legal Representative enters into this contract with the 
knowledge that the Patient has the right to obtain Medicare-covered items and ser-
vices from physicians and practitioners who have not opted out of Medicare, and 
the Beneficiary is not compelled to enter into private contracts that apply to other 
Medicare-covered services furnished by other physicians or practitioners who have 
not opted out. 

_____ Beneficiary or the Legal Representative understands that Medi-Gap plans 
do not, and that other supplemental plans may elect not to, make payments for 
items and services not paid for by Medicare. 

           Beneficiary or the Legal Representative acknowledges that the Beneficiary 
is not currently in an emergency or urgent health care situation. 

           Beneficiary or the Legal Representative acknowledges that a copy of this 
contract has been made available to the signor. 

 Signed on:           

By: 
         
Beneficiary or Legal Representative of Beneficiary 

And: 
         
Rahul Kurana, M.D. 


