BENNETT MORRISON, M.D LLC
3300 Olney Sandy Spring Road, Suite 330, Olney, MD 20832
Telephone 301-774-7334 Fax 301-774-7311

Patient Name:
Home Address:

Alternate Address:

Date of Birth:
Telephone Numbers: Home:
Work:
Cell:
Email (Please sign Email Authari.zation Form):

Pharmacy Preference:
Fax:

Phone:

Insurance Information (for referral and laboratory purposes only)

Ifyou are a Medicare patient or participate with an HMO you will be asked to sign an additional form.
Anything eke

you may want

lig to

know about you?

Today's Date:

MEDICARE PRIVATE CONTRACT
BENNETT MORRISON, M.D., LLC

I [OR MY LEGAL REPRESENTATIVE ON MY BEHALF] AGREE,
UNDERSTAND AND EXPRESSLY ACKNOWLEDGE THE FOLLOWING:
• Bennett Morrison, M.D. ("Dr. Morrison") has opted out of the Medicare program
effective April 1, 2022, for a period of two years, through March 31, 2024.
• Neither Bennett Morrison, M.D., LLC (the "Practice") nor Dr. Morrison is excluded
from participating in Medicare part B under Sections 1128,1156, or 1892, or any other
section of the Social Security Act.
• I accept full responsibility for payments of the Practice's charges for all primary care
medical and other related items and services ("Services") furnished to me by the
Practice. (Payment arrangements are detailed under the Voluntary Affiliation
Agreement that I have signed on the same date as this Medicare Private Contract.)
• Medicare fee limitations do not apply to what the Practice and Dr. Morrison may
charge for the Services they provide to me.
• I will not submit a claim (or request that the Practice or Dr. Morrison submit a claim)
to the Medicare program for payment for any Services provided to me by the Practice
or Dr. Morrison, even if the Services are covered by Medicare Part B.
• Medicare payment will not be made for any Services provided to me by the Practice
or Dr. Morrison even if those Services would have otherwise been covered by
Medicare if I had not signed this Private Contract, and a proper Medicare claim had
been submitted.
• I enter into this Medicare Private Contract with the knowledge that I have the right to
obtain Medicare-covered items and services from physicians and practitioners who
have not opted out of Medicare, and that I am 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 of Medicare.
• Medigap plans do not provide payment or reimbursement for items and services (such
as any Services provided to me by the Practice or Dr. Morrison) not paid for by

Medicare, and other supplemental plans may likewise deny payment or reimbursement
for such services.
• I am not currently in an emergency or urgent health care situation, and do not

currently require emergency care or urgent health care services.

MEDICARE PRIVATE CONTRACT
BENNETT MORRISON, M.D., LLC

• A copy of this Medicare Private Contract and the Voluntary Affiliation Agreement
with payment terms has been provided to me.

Patient Name (please print)

Patient's Legal Representative

Patient's Signature

Legal Representative's Signature

Date:

Date:

Bennett Morrison, M.D.
Date:

BENNETT MORRISON, M.D., LLC
PATIENT - PROVIDER E-MAIL COMMUNICATION AUTHORIZATION
Keep in the patient's medical record
I allow the staff of Bennett Morrison, M.D., LLC (the "Practice") and Bennett Morrison, M.D. ("Dr. Morrison") to
use electronic mail (email) to communicate clinical information to me pertaining to health care services that I may
receive from the Practice and Dr. Morrison. I acknowledge and understand that the most secure method of
communication is by telephone; however, if I wish to communicate with the Practice and Dr. Morrison by email, these
communications may contain my personal and private medical information including, but not limited to, my name,
address, date of birth, types and dates of health care services received, medications, insurance coverage information,
and/or test results.
I understand that, although the Practice and Dr. Morrison may attempt to protect the privacy of the contents of
emails sent to me and will take reasonable measures to protect my privacy; the email: sent to me are not encopted and travel
over the Internet. As a result, there is a risk that emails will be intercepted and read by unauthorized third parties. By allowing the
Practice and Dr. Morrison to communicate with mc via email, I assume this risk.
I also acknowledge and understand the following as it relates to this email communication:
1. Email is not appropriate for conveying information relating to urgent or emergency medical matters. If I am
experiencing an urgent or emergency situation, I understand that I should dial 911 immediately.
2. If an email has not been answered within twenty-four (24) hours, I should call to make sure that it has been
received and I may make an appointment to see/speak with Dr. Morrison to discuss the email.
3. I will not use email for discussion of sensitive or highly confidential issues, for example, mental health or
reproductive issues, etc. If there are specific types of information that I do not want included in emails (e.g., lab
results), it is my responsibility to notify the Practice.
4. Employees of the Practice, other than Dr. Morrison, may have access to my email address and email message
content such as nurses, consulting physicians, and other health care providers that are permitted access to my
medical records.
5. I, and not the Practice or Dr. Morrison, am responsible for the security of email communications sent from or
stored on my computer or cell phone.
6. My decision to allow the Practice and Dr. Morrison to communicate with me by email is voluntary, and treatment
is not conditioned upon my election to do so.
7. The Practice and Dr. Morrison or I may stop email communication at any time for any reason.
8. 1 agree to notify the Practice when my email address changes.
9. I will not hold the Practice or Dr. Morrison responsible for damages resulting from their use of email or the
failure of any of the Practice's information systems used to facilitate the email communication.
10. I understand that all emails related to my care received or generated by the Practice and Dr. Morrison will be
maintained in my medical record.
Dr. Morrison and the Practice my send medical information to Iv crnail address, ?thief.; is:
Email Address:

Patient Name (Print):

Patient/ Patient Representative
Signature:

Date:

BENNETT MORRISON. M.D.. LLC
VOLUNTARY AFFILIATION AGREEMENT
wish to affiliate with Bennett Morrison, M.D. ("Dr. Morrison"), of Bennett Morrison,
M.D., LLC (the "Practice"), as my medical doctor.
In return for my payment of the Annual Fee, I am entitled to receive the following services:
1. An annual preventative health care assessment and exam, including a gynecological examination when
appropriate, a comprehensive lab panel, EKG, pulmonary functions if indicated, and routine flu vaccine.
2. 12 office visits per year (8 office visits for patients under age 35). Additional visits will be charged at the rate of
$10 each.
3. 12 blood draws per year. Additional blood draws will be charged at the rate of $5 per draw
4. Additional services beyond those described above will be billed at the Practice's standard rates.
I understand that the payment of the Annual Fee applies only to the services listed above provided by Dr. Morrison
and does not include care or services provided by any other physician, hospital, laboratory, radiology office, or
health care provider.
I understand that this is intended as a commitment for one year, to be renewed annually thereafter for additional
one-year consecutive renewal periods, provided that I pay the Annual Fee prior to the renewal date. I may,
however, cancel this agreement at any time, for any reason, and I will receive a pro rata refund based solely on the
time remaining in my most recent installment. If the annual physical has already been performed, the refund will
be reduced by $500 to reflect this service.
I understand that the Practice and Dr. Morrison do NOT participate or contract with any insurance plans, including,
but not limited to, Health Maintenance Organizations (HMOs), Point of Service Plans (POSs), Preferred Provider
Organizations (PPOs), or Preferred Provider Networks (PPNs), and that Dr. Morrison has opted out of the
Medicare program. I therefore acknowledge that (a) the Practice will bill me, and not Medicare or my insurance
plan, directly for the Annual Fee and any applicable charges; (b) payment of any additional charges is due at the
time the services are rendered; and (c) I, instead of Medicare or my insurance plan, will be fully and personally
responsible for paying the Annual Fee and any applicable additional charges. I agree not to submit the Annual
Fee or any applicable additional charges to my insurance plan, or to Medicare for reimbursement, and the Practice
will not do so either. I understand that I may, at any point, elect to obtain medical care from a health care
provider who has not opted out of the Medicare program or who participates with my insurance plan, rather than
receiving medical care from the Practice.
If I am a Medicare Part B beneficiary, or if I will become a Medicare Part B beneficiary at any time within two (2)
years after the date of this Agreement, I also agree to the terms in the Medicare Private Contract and will sign the
Medicare Private Contract in addition to this Agreement to confirm my acceptance of those terms. I understand
that Dr. Morrison is reciuired to enter into a new private contract with me for each two-year period that Dr.
Morrison has opted out of the Medicare program.
The Annual Fee must be paid on time. A delay or late payment of more than 30 days will be taken as a wish to leave
the Practice and will result in discharge from the Practice. In that event, a list of other skilled physicians will be
recommended, emergency care rendered for another sixty (60) days or until I select a new physician (whichever
occurs first), and my records will be transferred to the new physician.

BENNETT MORIUSON. M.D.. LLC
VOLUNTARY AFFILIATION AGREEMENT
I understand that the Practice may also terminate this Agreement and Dr. Morrison's physician-patient relationship
with me at any time upon sixty (60) days written notice; in such case, the Practice will assist me in finding another
primary care physician to take over my care at the end of the 60-day notice period. If this Agreement is
terminated by the Practice before the expiration date of this Agreement, a pro-rata portion of the Annual Fee
(based on whole months remaining in my most recent installment) will be refunded to me within thirty (30) days
after the effective date of the termination. If the annual physical has already been performed the refund will be
reduced by $500 to reflect this service.
I understand that I may not submit any claim to my insurance plan that is not permitted under my agreement with that
organization. Medicare, TRICARE, and HMOs do NOT permit me to submit claims for services provided by
the Practice, and I agree not to submit claims for any such services to Medicare, TRICARE, or any HMO. I also
understand that any claim that I submit which is in violation of that agreement, or of any law, is my own
responsibility, and further that this was not encouraged or sanctioned in any way by Dr. Morrison.
I UNDERSTAND THAT IN ENTERING INTO THIS AGREEMENT, I AM NOT PURCHASING MEDICAL
INSURANCE, AND THAT I AM NOT BEING ADVISED TO SURRENDER ANY INSURANCE I
PRESENTLY HAVE. I HAVE BEEN ADVISED TO MAINTAIN MEDICAL INSURANCE IN FORCE.

Bennett Morrison, M.D., LLC

Patient Name:
(please print)

By:

Patient Signature:

Bennett Morrison, M.D.

(member)
Date:

Date:

BENNETT MORRISON, M.D., LLC

Notice of Privacy Practices
Your Information. Your Rights. Our Responsibilities.
This notice describes how medical information about you may be used and disclosed and how you can get
access to this information. Please review it carefully.
Your Rights
When it comes to your health information, you have certain rights. This section. explains your rights and some of our
responsibilities to help you.

Get an electronic or paper copy of your medical record

•

You can ask to see or get an electronic or paper copy of your medical record and other health information we have
about you. Ask us how to do this.
We will provide a copy or a summary of your health information, within 21 business days of your request. We may
charge a reasonable, cost-based fee.

Ask us to correct your medical record
•
•

You can ask us to correct health information about you that you think is incorrect or incomplete. Ask us how to do this.
We may say "no" to your request, but we'll tell you why in writing within 60 days.

Request confidential communications
•
•

You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a different
address.
We will say "yes" to all reasonable requests.

Ask us to limit what we use or share
•
•

You can ask us not to use or share certain health information for treatment, payment, or our operations. We are not
required to agree to your request, and we may say "no" if it would affect your care.
If you pay for a service or health care item out-of-pocket in full, you can ask us not to share that information for the
purpose of payment or our operations with your health insurer. We will say "yes" unless a law requires us to share that
information.

Get a list of those with whom we've shared information
•
•

You can ask for a list (accounting) of the times we've shared your health information for six years prior to the date )rou
ask, who we shared it with, and why.
We will include all the disclosures except for those about treatment, payment, and health care operations, and certain
other disclosures (such as any you asked us to make). We'll provide one accounting a year for free but will charge a
reasonable, cost-based fee if you ask for another one within 12 months.

Get a copy of this privacy notice - You can ask for a paper copy of this notice at any time, even if you have agreed to receive the
notice electronically. We will provide you with a paper copy promptly.

Choose someone to act for you
•

If you have given someone medical power of attorney or if someone is your legal guardian, that person can exercise your
rights and make choices about your health information.

•

We will make sure the person has this authority and can act for you before we take any action.

File a complaint if you feel your rights are violated
•
•

You can complain if you feel we have violated your rights by contacting us using the information on page 3.
You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights by sending a
letter to 200 Independence Avenue, SW, Washington, D.C. 20201, calling 1-877-696-6775, or visiting

www.hhs.gov/ocr/privacy/hipaa/complaints/.

BENTNETT MORRISON, M.D., LLC
•

We will not retaliate against you for filing a complaint.

Your Choices
For certain health information, you can tell us your choices about what we share. If you have a clear preference for how
we share your information in the situations described below, talk to us. Tell us what you want us to do, and we will follow your
instructions.

In these cases, you have both the right and choice to tell us to:
• Share information with your family, close friends, or others involved in your care
• Share information in a disaster relief situation
Ifyou are not able to tell us your preference, for example :Doll are unconscious, we mar go ahead and shareyour information if we believe it is in your
best interest. We ma)' aim shareyour information when needed to lessen a serious and imminent threat to health or se00.

Our Uses and Disclosures
How do we typically use or share your health information? We typically use or share your health information in
the following ways.
Treat you - We can use your health information and share it with other professionals who are treating you. Example: A doctor
treatingyou for an injury asks another dortor about your overall health condition.

Run our organization - We can use and share your health information to run our practice, improve your care, and contact you
when necessary. Example: We use health information aboutyou to manage your treatment and services.
Bill for your services - We can use and share your health information to bill and get payment from health plans or other entities.
Example: We give information about you to your health insurance plan so it will foryour services.

How else can we use or share your health information?
We are allowed or required to share your information in other ways — usually in ways that contribute to the public good, such as
public health and research. We have to meet many conditions in the law before we can share your information for these
purposes. For more information see: wwl.v.hhs.g,ov iocr/privacyfhipaa/understandilw/consumers/index.html.
Help with public health and safety issues. We can share health information about you for certain situations such as:
• Preventing disease
• Helping with product recalls
• Reporting adverse reactions to medications
• Reporting suspected abuse, neglect, or domestic violence
• Preventing or reducing a serious threat to anyone's health or safety
Do research - We can use or share your information for health research.
Comply with the law - We will share information about you if state or federal laws require it, including with the Department of
Health and Human Services if it wants to see that we're complying with federal privacy law.
Respond to organ and tissue donation requests - We can share health information about you with organ procurement
organizations.

BENNETT MORRISON, M.D., LLC
Work with a medical examiner or funeral director - We can share health information with a coroner, medical examiner, or
funeral director when an individual dies.

Address workers' compensation, law enforcement, and other government requests - We can use or share health
information about you:
• For workers' compensation claims
• For law enforcement purposes or with a law enforcement official
With health oversight agencies for activities authorized by law
For special government functions such as military, national security, and presidential protective services

Respond to lawsuits and legal actions - We can share health information about you in rcsponsc to a court or administrativc
order, or in response to a subpoena.

Our Responsibilities
•
•
•
•
•

We are required by law to maintain the privacy and security of your protected health information.
We will let you know promptly if a breach occurs that may have compromised the privacy or security of your
information.
We must follow the duties and privacy practices described in this notice and give you a copy of it.
We will not use or share your information other than as described here unless you tell us we can in writing. If you tell us
we can, you may change your mind at any time. Let us know in writing if you change your mind.
For more information see: v.ww.hhs.goviocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of this Notice. We can change the terms of this notice, and the changes will apply to all
information we have about you. The new notice will be available upon request, in our office, and on our web site.

Additional Terms for Notice
•
•

•

Effective: April 1, 2018
Privacy Officer: Regina Boyle, Practice Administrator
Bennett Morrison, M.D., LLC
3300 Olney Sandy Spring Road, #330
Olney, MD 20832
Phone: (301) 774-7334
Regina@bennettmorrisonmd.com
We never market or sell personal your information, nor will we contact you for fundraising efforts.

BENNETT MORRISON, M.D. LLC

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT
AND

PATIENT COMMUNICATION INFORMATION

1.

Bennett Morrison, M.D., LLC (the "Practice-) has presented me with its current Notice of Privacy Practices,
which provides information about how Protected Health Information about me (the patient) may be used and
disclosed. I understand that:

•

The Practice vill provide me with a copy of the Notice of Privacy Practices upon request;

•

If the terms of the Notice change, an updated copy of the Notice will be available on the Practice's
website and in the office at the time of my next visit; and

•

I have the right to request restrictions on how my Protected Health Information is used or disclosed for
treatment, payment, or health care operations. The Practice is not required to agree to such restrictions,
but if it does, it will be bound by such agreement.

By signing below, I acknowledge receipt of the Notice of Privacy Practices.

2.

The Practice communicates with its patients in a variety of ways; such communications may include Protected
Health Information. Please initial next those communication methods that you wish to authorize:
May contact me at home (and leave a message if applicable). My home phone number is:

May contact me at work (and leave a message if applicable). My work phone number is:

May contact me on my cellular phone (and leave a message if applicable). My cell phone number is:

May speak with the following family members regarding my medical treatment:
Name:

Phone number:
Phone number:

Name:

May contact me by unencrypted text message (not for clinical treatment details). My cell phone number
is:
May contact me via email (email communications require the separate email communications authorivtion).

Patient Name

Date of Birth

Patient Signature

Today's Date:

BENNETT MORRISON, M.D., LLC
AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION
Keep in the patient's medical record

Date Received:
Patient Name:
Telephone:

Date of Birth:
Address:

I authorize Bennett 11,1nriimn,

LI-C to release the folloniin.g Protected Health Infirmation to:

Name:
Address:

Fax:

Telephone:

This information is to be used for the following purpose: U Treatment
U Workers Compensation

Self

0

D

Attorney

D Insurance

U Disability

Other

Dates of service:

Records to be released: (Usually prior 2 years from date of request)
O

Physical Exam

D

Discharge Summary

D
D

3

Consultations

U Immunization Record

•

Operative Notes/Procedures

•

Summary of Record Set

0
D

Nursing Notes
Imaging Reports

O
O
O

Laboratory Data

U Social Services

Rehab (PT/OT/S1)

D

Other Diagnostic Reports

U Dietary

Pharmacy

3

Mental Health Assessments

Respiratory Report

Other

**There may be a processing fee for copying and handling your request. Initial if advance notice of cost is desired;
otherwise you will be billed for this service. After you receive notice of any applicable charges, you may cancel this
request without charge.

I understand that I may revoke my authorization to disclose/use my protected health information by completing a revocation of
authorization. This does not affect disclosure of information already made. I understand that Bennett Morrison, M.D., LLC does
not condition treatment on the cotnpletion of the authorization.

This nuthori2atinri will expire one year from the date signed or

earlier if otherwise stated:
Date :

Signed:
(Signature of patient or personal representative)

Relationship to Patient/authority to act on behalf of the patient.

FREQUENTLY ASKED QUESTIONS
BENNETT MORRISON, M.D., LLC
What do you mean by a "Membership Practice"?
The "Membership Practice" model is one in which each patient who is a member of Bennett Morrison, M.D., LLC
(the "Practice") pays an Annual Fee that covers most of the primary care received in-office, as well as enhanced
services not normally available in a traditional medical practice. This includes flexible hours, direct access to Dr.
Morrison by cell phone, text, or email, same day or next-day sick appointments, unhurried office visits, very short
in-office wait time, local hospital visits to enhance the transition of care to home, and an in-depth annual preventative
health assessment and exam. There will be no other bills from the Practice unless you exceed the services covered by
the Annual Fee, as explained below. This new approach is really a return to true patient-centric, old-fashioned care
where the patient is the priority. It is a smaller, more intimate Practice that allows you to have a personal relationship
with your physician. The goal is to provide care that is more responsive, thorough, and individualized. Dr. Morrison
will be working for YOU.
What does the Annual Fee cover?
The Annual Fee includes an annual preventative health care assessment and exam, including a gynecological
examination when appropriate, a comprehensive lab panel, EKG, pulmonary functions if indicated, and routine flu
vaccine. Additionally, the Annual Fee includes 12 office visits (8 office visits for patients under age 35) and 12 blood
draws.

How much is the Annual Fee, and what payment options are available?
The Annual Fee varies depending upon your age and method & frequency of payment.
Please review the Practice's Fee Agreement for more details.
*Individuals under age 21 must have at least one parent or guardian as a member of the Practice

Is the Annual Fee refundable fI move or simply decide that this Practice is not right for me?
Yes, the Annual Fee covers services available to you while you are in the Practice. If you leave the Practice for any
reason, a pro-rata portion of the fee will be returned to you. If you have already received your Annual Physical
Examination for the year, then $500 will be deducted from any pro-rata refund owed to you.

Do I have to pay a copay?
There are no co-pays for services covered under the Annual Fee. The Annual Fee covers the annual comprehensive
preventative health assessment and exam and a set number of additional visits per year (8 visits for patients under age
35 or 12 visits for patients ages 35 and up), either in office, at home, or at a nursing home. (Home and nursing home
visits are provided when clinically indicated and appropriate.) In the event that Dr. Morrison is on vacation or
attending a continuing medical education seminar, he will be covered by a qualified colleague with the same type of
membership practice. There are no charges in any form associated with the cross-covering physician.
What i f I need to see Dr. Morrison more than the included number of visits?
For any visits beyond those covered under the Annual Fee, the Practice will collect a fee of $10.
I already have good health insurance—why should I pay extra to join this Practice?
While most insurance plans cover primary care office visits and other services, patients often have difficulty in
obtaining timely appointments with their doctor, and rarely have adequate time for their concerns to be fully heard
and addressed. Despite their best intentions, physicians are frequently left feeling rushed and unable to fully address
wellness and preventive health approaches.
Dr. Morrison's membership model provides a level of personal service not generally found in a traditional primary
care medical practice, including a comprehensive preventative health assessment and exam, flexible hours, direct
access to Dr. Morrison by cell phone and email, office visits of more than 15 minutes, house calls and nursing home
visits when needed, and true coordination of your care with specialists and other physicians handled personally by
Dr. Morrison and his office staff.

FREQUENTLY ASKED QUESTIONS
BENNETT MORRISON, M.D., LLC

Is this an insurance plan? Do I need to keep my existing health insurance?
This membership model is NOT an insurance plan, and you will need to keep your existing health insurance to pay
for specialist physician services, laboratory tests not covered under the Annual Fee, x-ray and other diagnostic services
not covered under the Annual Fee, prescription drugs, and hospitalizations.

Can the annualfee be applied towards my insurance plan deductible?
Because the Annual Fee pays for some services that are covered by insurance, your insurance plan might not apply the
Annual Fee towards your deductible. Each insurance plan may approach this issue differently, so if you have more
specific questions, you should contact your insurance company representative. Dr. Morrison can provide you with
paperwork at the time of your annual comprehensive preventative health assessment and exam, or office visit, which
you may be able to submit to your private insurance, but not Medicare, TRICARE, or any HMO, to seek out of
network reimbursement. (Again, different insurers approach this differently, so check with your plan.)

I'm covered by Medicare. Can I still join Dr. Morrison's new Practice?
Yes, however, because Dr. Morrison has opted out of the Medicare program, Medicare will not cover any portion of
the Annual Fee or any services provided by Dr. Morrison that are charged separately outside the Annual Fee (e.g.,
additional visits beyond those included in the Annual Fee). Dr. Morrison cannot submit any claims to Medicare and
you may not submit claims to Medicare for payment for any services provided by Dr. Morrison. Dr. Morrison may
continue to write prescriptions and orders for lab, x-ray, and other services needed outside of his Practice, and your
Medicare coverage will continue to cover other physicians, hospitals, and labs that accept Medicare. Participation in
Dr. Morrison's Practice will not affect your Medicare coverage for these other services in any way.

I'm covered by an HMO. Can I still join Dr. Morrison's new Practice?
Yes; however, it is important to understand that Dr. Morrison does not participate in any HMOs. If your HMO
requires prior authorization from your primary care physician for referral and labs, Dr. Morrison will not be able to
perform that role. Also, Dr. Morrison cannot submit any claims to your HMO and you may not submit claims to
your HMO for payment of any services provided by Dr. Morrison.
I'm covered by TRICARE or am an active dub) service member. Can I still join Dr. Morrison's new Practice?
It depends. TRICARE For life (TRICARE's Medicare "wrap-around" product) specifically permits Medicare
beneficiaries to privately contract with concierge physicians; however, due to TRICARE For Life billing limitations,
Dr. Morrison will not submit any claims to TRICARE For Life and you may not submit claims to TRICARE For Life
for payment for any services provided by Dr. Morrison. If you are covered by any of the other TRICARE plans
(including but not limited to: TRICARE Prime, TRICARE Prime Remote, TRICARE Select, TRICARE Reserve
Select, TRICARE Retired Reserve, and US Family Health Plan), Dr. Morrison will not able to provide services to you
under his new membership practice model and you will need to select a new physician.
I'm covered by Maryland Medical Assistance. Can I still join Dr. Morrison's new Practice?
Unfortunately, Dr. Morrison does not participate in Maryland Medical Assistance and is unable to provide services to
Maryland Medical Assistance patients under his new membership practice model. You will need to select a new

physician; however, Dr. Morrison would be happy to communicate with your new physician in the transition.

What ffI need to be hospitalized?
You may be hospitalized at the hospital of your choice. Although the hospitalist service will be the attending
physician of record, Dr. Morrison will coordinate care with the hospitalist as your personal physician. In most
instances, Dr. Morrison will be able to visit you during your hospitalization at MedStar Montgomery Medical Center
in Olney, to help coordinate a smooth transition to home. For all other hospitals, Dr. Morrison will be available for
phone consultations.

FREQUENTLY ASKED QUESTIONS
BENNETT MORRISON, M.D., LLC

What do I do ft' I need to see a specialist?
Dr. Morrison will help coordinate your appointment with the appropriate specialist(s) to best address your particular
medical condition. Dr. Morrison will closely monitor your progress while you are under the specialist's care.
I have a Health Spending Account, Flexible Spending Plan, or a Medical Savings Plan through work. Can I use
that to pay for the Annual Fee?
In many cases, you may be able to use such funds to pay for all or a portion of the Annual Fee, but policies differ
from plan to plan, so please check with your plan administrator. By using pre-tax dollars designated for medical
expenditures, you may be able to reduce your out-of-pocket expenses.
How can I reach Dr. Morrison after hours and on weekends?
Dr. Morrison will be available by cell phone and email after hours and on weekends, except when away for medical
conferences and vacation, in which case the Practice will be covered by a colleague.
May I meet with Dr. Morrison prior to signing a contract to join the Practice?
Absolutely! Please call the office for a no-obligation meeting to find out if this Practice is a good fit for you.
How do I join?
You may start the process by visiting our website at bermett@bennettmorrisonmd.com or calling our office at
(301) 774-7334, to request an enrollment package. You will need to sign a Physician-Patient Agreement and submit
payment of the Annual Fee in order to become a member. Patients will be accepted in the order in which they join,
and once the Practice reaches 450 members, Dr. Morrison will not accept any additional patients into the Practice
until an existing spot opens up.

What ff I choose not to join?
You will need to select another physician. Discuss this with your friends and family. You should be able to receive
assistance from the Customer or Member Service office of your health plan.
The following hospitals have referral services that can assist you with finding a suitable physician:
MedStar Montgomery Medical Center
(301) 774-8882
https://www.medstarmontgomery.org/ find-a-doc/
Following is a list of well-regarded primary care doctors in Olney Maryland who are accepting new patients:
• Christopher J. Mays, M.D. (301) 773-7170
• Mary Ellen Ritchie, M.D. (301) 774-6655
• Syeda Bytool Moosvi, M.D. (301) 774-6655

I have a few more questions. What should I do?
Send Dr. Morrison an email at bennett@bennettmorrisonmd.com or call the office at (301) 774-7334. You may
also schedule an appointment to meet with Dr. Morrison by calling the office.

BENNETT MORRISON, M.D., LLC
MEMBERSHIP FEE AGREEMENT

Please select your method of payment and return this form with your payment. One form per patient.
Returned check fee: S25.00

If you choose a credit card payment option, please complete and sign the Credit Card Authorization below.
Paid annually, before
• Patients ages 32+: $1,788
• Patients ages 18 — 31*: $1,238

, 20 _, by Credit Card.

Paid annually, before
• Patients ages 32+: $1,750
• Patients ages 18 — 31*: $1,200

, 20 „ by Check. (Returned check fee: $25.00)

, 20 _, and 50% six months later. Both payments by
Paid semi-annually, 50% before
either Check or Credit Card (on file). (Returned check fee: $25.00)
• Patients ages 32+: Two payments of $925 each ($1,850 total)
• Patients ages 18— 31*: Two payments of $650 each ($1,300 total)
, 20_ , and then equal portions of the balance every three
Paid quarterly, 25% before
months thereafter. All four payments by Credit Card (on file).
• Patients ages 32+: Four payments of $487.50 each ($1,950 total)
• Patients ages 18 — 31*: Four payments of $350.00 each ($1,400 total)

Credit Card Authorization
I understand that I am responsible for the Annual Fee that I have selected above, commencing
. I further understand that Bennett Morrison, M.D., LLC will charge my credit card the fee(s)
, 20
that I have chosen above. I hereby authorize Bennett Morrison, M.D., LLC to charge the credit card set forth below.
I understand that in order to protect my credit card payment information, the Practice will securely destroy this authorization
immediately after the charge has been successfully processed (one annual charge, two semi-annual charges, or four quarterly
charges). I understand and agree that I will need to submit a new credit card authorization for any subsequent contract year's
fees that I wish to pay for by credit card.
Name of Patient:
Name as it appears on credit card:
Credit Card (circle one) Mastercard Visa Discover Credit Card #:
Expiration Date:

/

Security Code:

Date of Birth:

Billing Address:

Cardholder's Signature:

Phone:

* All individuals under age 21 must have at least one parent/guardian as a member of the Practice.

Bennett Morrison, M.D., LLC
3300 Olney Sandy Spring Road, #330
Olney, MD 20832
(P) 301-774-7334 and (F)301-774-7311

RECORDS RELEASE

Date
To
I

hereby authorize you to release

to Bennett Morrison, M.D., LLC of 3300 Olney Sandy Spring
Road, #330, Olney, MD 20832 my records for the last three
years to include notes, lab results, and the latest EKG and
colonoscopy reports.
Thank You,

Patient Signature:
Date of Birth:
Print Name:

Date:

