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Office: (844) 782-6963 | Fax: (844) 782-6963 

             my@careclinicmd.com | www.careclinicmd.com  

CONTACT INFORMATION 
 
Name: ___________________________________________________DOB: _____/______/_______ Sex: _____ 
 
Social Security Number: _______________________________________________________________________ 
 
Street Address:_______________________________________________________________________________ 
 
City:____________________________________________ State: ______________ Zip:____________________ 
 
Home Phone: (_________)_________-________________ Cell: (__________)___________-________________  
 
Email: _____________________________________________________________________________________ 
 

INSURANCE INFORMATION (for medication coverage only) 
 
Primary Insurance Provider: ___________________________________________________________________ 
 
Plan Name/Type: (PPO, HMO, etc) ______________________________________________________________   
 
Policy/Subscriber ID #: _________________________________ Group #: _______________________________ 
 
How did you hear about our office? ____________________________________________________________ 

 
MEDICATIONS 

PLEASE LIST ALL YOUR MEDICATIONS:  
NAME DOSE (in milligrams or 

grams) 
How many times a 
day? 

How long have you 
been taking it? 

 
 

   

 
 

   

 
 

   

    
 

 
MEDICATION ALLERGIES 

Drug Reaction 
 
 

 

 
 

 
 

 
 
 
 



 

CARE Clinic 
             my@careclinicmd.com | www.careclinicmd.com | Office: (844) 782-6963 | Fax: (844) 782-6963 

 
Patient Name:                            DOB: 

 
Courtesy Advance Beneficiary Notice of Noncoverage (ABN) 

NOTE:  If Medicare/Medicaid doesn’t pay for the services below, you may have to pay. Medicare/Medicaid does 
not pay for everything, even some care that you or your health care provider have good reason to think you need. 

We expect Medicare/Medicaid may not pay for the services below. 
Services         Reason Medicare May Not Pay: Estimated Cost 
  
Office consultation for psychiatric 
and/or addiction services. 

The provider is out of network with 
Medicare/Medicaid and/or does not pay for 
the specific services listed because those 
services are not covered under your plan 
with Medicare/Medicaid. 

$230 (new visit) 
 
$205 (follow up 
visit) 

WHAT YOU NEED TO DO NOW:  
• Read this notice, so you can make an informed decision about your care.   
• Ask us any questions that you may have after you finish reading. 
• Choose an option below about whether to receive the addiction services listed above. 

Note:  If you choose Option 1 or 2, we may help you to use any other insurance that you 
might have, but Medicare cannot require us to do this. 

G. OPTIONS:     Check only one box.  We cannot choose a box for you. 

  OPTION 1.  I want the medical services listed above.  You may ask to be paid now, but I 
also want Medicare/Medicaid billed for an official decision on payment, which is sent to me on a 
Medicare Summary Notice (MSN).  I understand that if Medicare/Medicaid doesn’t pay, I am 
responsible for payment, but I can appeal to Medicare/Medicaid by following the directions on 
the MSN.  If Medicare/Medicaid does pay, you will refund any payments I made to you, less co-
pays or deductibles.   
X OPTION 2.   I want the medical services listed above, but do not bill Medicare/Medicaid. You 
may ask to be paid now as I am responsible for payment. I cannot appeal if 
Medicare/Medicaid is not billed.     
  OPTION 3. I don’t want the medical services listed above.  I understand with this choice I am 
not responsible for payment, and I cannot appeal to see if Medicare/Medicaid would pay. 

H. Additional Information: This notice will remain active with Care Clinic and your buprenorphine provider for as long as you are an active 

patient with Care Clinic and it’s providers. Please inform us of any changes to your insurance that might affect this notice. Unless otherwise informed, 

Care Clinic and it’s providers will assume this notice to remain active and current for the duration of your treatment as a patient with Care Clinic.This 

notice gives our opinion, not an official Medicare/Medicaid decision.  If you have other questions on this notice or Medicare billing, call 1-800-

MEDICARE (1-800-633-4227/TTY: 1-877-486-2048). Signing below means that you have received and understand this notice. You also receive a copy.  

 I. Signature: J. Date: 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control 
number.  The valid OMB control number for this information collection is 0938-0566.  The time required to complete this information collection is estimated to 
average 7 minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the 
information collection.  If you have comments concerning the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 
Security Boulevard, Attn: PRA Reports Clearance Officer, Baltimore, Maryland 21244-1850.     

 Form CMS-R-131 (03/11)           Form Approved OMB No. 0938-
0566 

Siddharth Arora




 

BUPRENORPHINE MAINTENANCE TREATMENT 
 
Patient Information and Consent to Treatment with Buprenorphine 
 
Suboxone® (a tablet with buprenorphine and naloxone) is an FDA approved medication for treatment of 
people with heroin or other opioid addiction. Buprenorphine can be used for detoxification or for 
maintenance therapy. Maintenance therapy can continue as long as medically necessary. There are other 
treatments for opiate addiction, including methadone, naltrexone, and some treatments without 
medications that include counseling, groups and meetings. 
 
If you are dependent on opiates any opiates - you should be in as much withdrawal as possible when you 
take the first dose of buprenorphine. It you are not in withdrawal, buprenorphine can cause severe opiate 
withdrawal. 
 
Some patients find that it takes several days to get used to the transition from the opiate they had been 
using to buprenorphine. During that time, any use of other opiates may cause an increase in symptoms. 
After you become stabilized on buprenorphine, it is expected that other opiates will have less effect. 
Attempts to override the buprenorphine by taking more opiates could result in an opiate overdose - you 
should not take any other medication without discussing it with the physician first. 
 
Combining buprenorphine with alcohol or other sedating medications is dangerous. The combination of 
buprenorphine with benzodiazepines (such as Valium®, Librium®, Ativan®, Xanax®, Klonopin®, 
etc.) has resulted in deaths. 
 
Although sublingual buprenorphine has not been shown to be liver-damaging, your doctor may monitor 
your liver tests while you are taking buprenorphine. (This is a blood test.) 
 
The form of buprenorphine (Suboxone®) you will be taking is a combination of buprenorphine with a 
short-acting opiate blocker (Naloxone). It will maintain physical dependence, and if you discontinue it 
suddenly, you will likely experience withdrawal. 
 
Buprenorphine tablets must be held under the tongue until they dissolve completely. It is important not to 
talk or swallow until the tablet dissolves. This takes up to ten minutes. Buprenorphine is then absorbed 
over the next 30 to 120 minutes from the tissue under the tongue. Buprenorphine will not be absorbed 
from the stomach if it is swallowed. If you swallow the tablet,  you will not have the important benefits of 
the medication, and it may not relieve your withdrawal. 
 
Most patients end up at a daily dose of 16 mg to 24mg of buprenorphine. (This is roughly equivalent to 
60mg of methadone maintenance). Beyond that dose, the effects of buprenorphine plateau, so there may 
not be any more benefit to increase in dose. It may take several weeks to determine just the right dose for 
you. 
 
If you are transferring to Suboxone® from methadone maintenance, your dose has to be tapered until you 
have been below 30mg for at least a week. There must be at least 24 hours (preferably longer) between 
the time you take your last methadone dose and the time you are given your first dose of buprenorphine. 
Your doctor will examine you for clear signs of withdrawal, and you will not be given buprenorphine 
until you are in withdrawal. 
 
I have read and understand these details about buprenorphine treatment. I wish to be treated with 
buprenorphine. 
 
 
 
Signed _______________________________________________________ Date ____________________ 
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CONSENT TO EMAIL OR TEXT USAGE FOR APPOINTMENT REMINDERS AND OTHER 
HEALTHCARE COMMUNICATIONS:  

Patients in our practice may be contacted via email and/or text messaging to remind you of an 
appointment, to obtain feedback on your experience with our healthcare team, and to provide general 
health reminders/information. If at any time I provide an email or text address at which I may be 
contacted, I consent to receiving appointment reminders and other healthcare communications/ 
information at that email or text address from the Practice.  

______ (Patient initials) I consent to receive text messages from the practice at my cell phone and any 
number forwarded or transferred to that number or emails to receive communication as stated above. I 
understand that this request to receive emails and text messages will apply to all future appointment 
reminders/feedback/health information unless I request a change in writing.  

The cell phone number that I authorize to receive text messages for appointment reminders, feedback, 
and general health reminders/information is:  (_________)____________-________________________. 

The email that I authorize to receive email messages for appointment reminders and general health 
reminders/feedback/information is_____________________________________________________. 
I further consent that if I do not agree to the above, but initiate email or text messaging contact with Dr. 
Arora or his staff, then that shall serve as my consent for Dr. Arora and his staff to communicate back to 
me via email or text message, including the transmission of any confidential information regarding my 
case, via email or text message.  

With this consent, I agree to not hold Dr. Arora nor any of his staff liable if there is a security breach or 
leak of any of my confidential information sent via email or text message in this aforementioned 
manner.  

I give my permission to release any medical or psychological information regarding my treatment to my 
insurance company via phone, fax, email or correspondence.  

This authorization will not be used for any purpose other than stated. I may revoke this authorization in 
writing at any time.  

I have read and understand the above consent form.  

__________________________________        _________________________  

Signature of Patient or Legal Guardian         Date  

 

 

Siddharth Arora
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NOTICE OF PRIVACY PRACTICE: 

Please be advised that all information regarding our patients remains confidential. We do not disclose 
any patient information without a signed authorization of release.  
 
Excluded are the following:  

 1)  To show compliance with the privacy rule, to appropriate agency.  
 2)  We will disclose medical information about you, when required by federal, state or local law.  
 3)  In response to a court order, subpoena, warrant summons or similar process.  
 4)  To report child abuse or neglect.  
 5)  To prevent serious threat to your health and safety or the health and safety of others.  
 6)  For health oversight activities with the patients treating physician.  
 7)  To a coroner or medical examiner for identification, cause of death, or other duties authorized by 

law.  
  
Please be advised that under the Privacy Rule, patients have the federal right to access their own medical 
record, except Psychiatric Notes. The patient can authorize the release of Psychiatric Notes to other 
parties, such as attorneys, or other treating physicians.  
 
I understand that AroraMD LLC, DBA CARE Clinic will maintain my privacy to the highest standards 
and may use or disclose my personal health information for the purposes of carrying out treatment, 
obtaining payment, evaluating the quality of services provided and any administrative operations related 
to treatment or payment.” 
 
 
 
__________________________________        _________________________  

Signature of Patient or Legal Guardian         Date  

 
 

Siddharth Arora




 

PATIENT CONSENT TO TREATMENT

I hereby consent to psychiatric evaluation and treatment with AroraMD LLC, DBA CARE Clinic and/or 
his associates and authorize AroraMD LLC, DBA CARE Clinic, its employees and agents to administer 
treatment. This in no way constitutes a warranty or guarantee that my present condition will be cured. 
AroraMD LLC, DBA CARE Clinic, its staff and employees will provide me with the best possible care 
available but no assurance of cure is to be assumed. I sign this willingly and voluntarily in full 
understanding of the above, and in so doing I release AroraMD LLC, DBA CARE Clinic its directors 
and officers, staff employees, agents and physicians from any and all liability which may arise from this 
action, whether or not foreseen at present.  

 

__________________________________        _________________________  

Signature of Patient or Legal Guardian         Date  

 

Siddharth Arora




 

Secure Email: help@treatmyaddictions.com 
Web: www.treatmyaddictions.com 

Office: (844) 782-6963 | Fax: (844) 782-6963 

TELEMEDICINE/TELEPSYCHIATRY CONSENT FORM 
 ** please initial next to each box below ** 

Initial 
o I authorize Care Clinic’s contracted providers to provide me with their observations and 

recommendations regarding my psychiatric condition and potential courses of action, using 
telemedicine. The use of telemedicine involves the electronic communication of my medical information. 
I understand that Care Clinic is a Telehealth Technology Provider based in Florida and its contracted 
providers will not perform an in-person physical examination during the telemedicine consult. They will 
rely solely on the information telecommunicated. I authorize the Care Clinic contracted provider to 
consult with any other physician specialists whom they may choose to involve in my case if necessary. 

o I understand that I have the following rights with respect to the telemedicine services performed by Care 
Clinic: 

1. Right to withdraw. I have the right to withhold or withdraw my consent to telemedicine at any time, 
without effecting my future right to health care or treatment and without risking the loss of my health 
coverage. 

2. Confidentiality. The laws that protect the confidentiality of medical information apply to telemedicine, 
and no information or images from the telemedicine interaction which identify me will be disclosed to 
other parties without my consent, except as permitted by law. 
 

o I understand that there are risks from telemedicine, including but not limited to: loss of records from 
failure of electronic equipment; power failure with loss of communication; and invasion of electronic 
records from outsiders (hackers). In addition, signs and symptoms that might be detected during an in-
person physical examination may not be detected through telemedicine. I understand that I have the 
option of seeing another physician on a face to face basis who could provide me with observations and 
recommendations. 

o I warrant that the Care Clinic provider/physician observations and recommendations are limited in scope 
and nature to the specific issues discussed during the telemedicine consult. 

o I am aware telemedicine visits will not go through my insurance and I am responsible for all the 
expenses related to my online consult.  
 

o My telemedicine consult is solely based on the information provided by me and in the absence of a 
physical evaluation. The providers of Care Clinic may not be aware of certain facts that may limit or 
affect their assessment or diagnosis of my condition and recommended treatment.  

 
o An online consult is not intended to replace a full medical face-to-face evaluation.  

 
o I have read and understand the information provided above. I agree and all my questions have been 

answered to my satisfaction. I consent to receiving the telemedicine services described above. 

 
 
_____________________________________ 
Today’s Date 
 

 
 
__________________________________ 
Signature of Patient/Legal Representative 

 

Siddharth Arora
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Secure Email: my@careclinicMD.com  
Web: www.careclinicmd.com  
Office: (844) 782-6963 | Fax: (844) 782-6963 

 

LAB CONSENT FORM 

 
The laboratory services provided today are billed separately from Dr. Arora. Dr. 
Arora and The Care Clinic DO NOT BILL YOU. We may be listed as a “Rendering 
Provider” but we do not bill you or receive any payment for this testing. Please 
contact Aria Diagnostics for any billing questions at 317-759-8530. Thank you. 
 
The medical services you seek imply a financial responsibility on your part. This responsibility 
obligates you to ensure payment in full for the services you receive.  
 
The lab (Aria Diagnostics) has worked with most major insurance companies to reduce the 
costs of urine drug testing by negotiating in-network status. Individual insurance plans may hold 
the patient responsible for a portion of Laboratories charges for individual insurance plans. If 
your physician ordered toxicology services today, you may receive an Explanation of Benefits 
from your insurance company. It is important to remember this is not a bill, but a statement of 
services. 
 
Furthermore, the lab must show a reasonable attempt to collect but the lab has established a 
protocol with our billing company to ensure patients are not burdened with high bills and 
insurance denies benefits or if the patient chooses to pay directly, the 
outstanding balance will be adjusted to $25 per visit. 
 
If have any questions concerning your laboratory statement, and what you may owe or if 
you would like to pay by credit card. Please call us directly at 317-759-8530.  
 

I hereby consent to confirmatory urine drug testing. I sign this willingly and voluntarily in full 
understanding of the above.  

 

______________________________________      _________________________  

Signature of Patient     Date  

 

______________________________________         

Full Name of Patient  

Siddharth Arora




5635 West 96th Street | Suite 300 | Indianapolis, IN 46278
P: (317) 733-9454 | F: (317) 733-9451 | E: labsupport@ariadxs.com

CLIA: 41D2092190CLIA: 15D2096834CLIA: 15D2093886

LABORATORY ORDER FORM

Name: 

Address: 

City, State, Zip: 

SSN: 

Phone: 

Date of Birth:  /  /    Sex:   M     F

Patient Information
PLEASE ATTACH A COPY OF INSURANCE CARD(S) (BACK AND FRONT)

ICD-10 Office Visit Code (Minimum 2 required)

Provider Name: 

Facility Name: 

Provider NPI: 

Address: 

City, State, Zip: 

Phone: 

**Medical Necessity- Required!**

The ongoing clinical evaluation of the above patient indicates the 

presence of Substance Use Disorder. Treatment prescribed includes 

counseling, medication and monitoring with regular compliance drug 

screenings. Due to the severity of the diagnosis, it is recommended that 

the patient receive toxicology screenings: 

 F10.20 Alcohol dependence, uncomplicated

 F11.20 Opioid dependence, uncomplicated

 F18.20 Inhalant dependence, uncomplicated

 Z13.89 Encounter for screening for other disorder

 Z79.891 Long term (current) use of opiate analgesic

 Z71.51 Drug abuse counseling and surveillance of drug abuse

 Z79.899 Other long term (current) drug therapy

 Other 

Reimbursement requires that tests be medically necessary based on 
the clinical condition of each individual patient

ORDERING PROVIDER AUTHORIZATION

By their signature below, the ordering healthcare provider authorizes perfor-
mance of the test(s) and indicates that he or she has explained the purpose of 
the test, the procedures, the benefits and the risks that are involved in testing 
to their patient and obtained the patient’s informed consent in accordance 

with state and local laws. 

Provider Signature: 

Date:  /  /      

Provider Test(s) Requested
Select drug classes or circle individual drugs of interest

____ time(s) per week for a time span of 30 days, or ____ tests.

Medical Director: Dr. Poluru L. Reddy, Ph.D, DABCC, ASCP

Quantitative Drug Testing Performed By LCMSMS

 Antidepressants
Amitriptyline, Aripiprazole, Bupropion, Citalopram, Clomipramine, 
Desipramine, Doxepin,  Fluoxetine, Imipramine, Mirtazapine, Paroxetine, 
Sertraline, Trazodone, Trimipramine, Venlafaxine

 Antipsychotics
Clozapine, Haloperidol, Olanzapine, Quetiapine, Risperidone, Ziprasidone

 Barbiturates
Amobarbital, Butalbital, Pentobarbital, Phenobarbital, Secobarbital

 Benzodiazepines
Alprazolam, Clonazepam, Diazepam, Lorazepam, Oxazepam, Temazepam

 Illicits
Cocaine, Heroin (6-MAM), Ketamine, MDMA (Ecstacy), MDPV, Mephedrone, 
Methamphetamine, Methylone, Phencyclidine (PCP)

 Marijuana
THC-COOH

 Muscle Relaxants
Cyclobenzaprine, Duloxetine

 Nerve Pain/Sedatives
Carisoprodol, Gabapentin, Pregabalin, Zolpidem

 Nicotine
Cotinine

 Opioids/Opiates
Buprenorphine, Codeine, Dextromethorphan, Fentanyl, Hydrocodone, 
Hydromorphone, Methadone, Meperidine, Morphine, Naloxone, 
Naltrexone, Oxycodone, Oxymorphone, Tapentadol, Tramadol

 Stimulants
Amphetamine, Methylphenidate, Ritalinic Acid

 Presumptive Drug Screen and Validity Testing by Immunoassay
     (Benzodiazepines, Barbiturates, Oxycodone, Opiates, Alcohol, Alcohol  Metabolite)

I understand the purpose of this consent for use of my electronic 
signature and this has been explained to me. I hereby acknowledge and 
consent to my signature being used electronically on future laboratory 

orders by the above laboratories.

Perform quantitative confirmation testing on positive presumptive 
drug screen results or unexpected negative results for prescribed 
medications

Perform quantitative testing of selected drug classes not determinable 
by a presumptive drug screen

Provider Information

The testing ordered above is part of the patient’s medical and treatment 
plan and is medically necessary.

Medications:

  No    Yes (Please select from Medications List on back of form)

Select Location: Melbourne, FL East Liverpool, OH Bridgport, OH Fairfax, VA

DR. SIDDHARTH ARORA
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