
 

BRIDGE TO HEALTH, P.A. 
PATIENT AGREEMENT 

 
 
This Agreement is between Bridge to Health, P.A. (the Practice, Us or We),  
 
and         (Patient, Member, They or You). 
 

Background 
 
The Practice, located at 1817 Highway 53 Cook, Minnesota 55723, provides medical care to its 
patients in a direct primary care membership model practice (DPC). In exchange for certain 
periodic fees (or Membership Fees), the Practice agrees to provide the Patient with the Services 
identified in this Agreement, under the terms and conditions described within. 

 
Definitions 

 
1. Services.  In this Agreement, "Services" means the collection of services, medical and non-

medical, which are described in Appendix A (attached and incorporated by reference), which 
We agree to provide to You under the terms and conditions of this Agreement. 
  

2. Patient.  In this Agreement, "Patient," "Member," "You," or "Yours" means the persons for 
whom the Practice shall provide care, who have signed this Agreement, and/or whose names 
appear in appendix B (attached and incorporated by reference).  

 
Agreement 

 
3. Term.  This Agreement will last for one year, starting the date on which it is fully executed 

by the parties, before which no provider/patient relationship shall be contemplated or 
formed. 

 
4. Renewal.  The Agreement will automatically renew each year on the anniversary date of the 

Agreement unless one party cancels the Agreement by giving the other party 30 days written 
notice of non-renewal.   

 
5. Termination.  A party can also terminate this Agreement at any time by giving 30 days' 

written notice to the other, of intent to terminate.  
  

6. Payments and Refunds – Amounts and Methods  
  

A. In exchange for the Services described in Appendix A, the Patient agrees to pay a 
periodic monthly fee (or Membership Fee) in the amount that appears in Appendix C, 
which is attached and incorporated by reference.  
 

B. Upon Execution of this Agreement, Patient shall pay a one-time, non-refundable 
Enrollment Fee, in addition to the Monthly Membership Fee (which shall be prorated to 
the first of the month), in the amount as described in Appendix C. 
 



 

C. Thereafter, the Membership Fee shall be due on the first business day of every month.  
 

D. The Parties agree that the required method of payment shall be via electronic payment 
through a debit or credit card or automatic bank draft. 
 

7. Early Termination.  If You cancel this Agreement before its term ends, We settle Your 
account and refund any unearned Membership Fees. 

 
8. Non-Participation in Insurance.  The Patient understands that the Practice does not 

participate in any health plans, HMO panels, or other private or governmental third-party 
payer health plans. Accordingly, We are prohibited from submitting charges to or seeking 
reimbursement from any of the above for the Services we provide to You under this 
Agreement. 

 
9. Medicare. We cannot accept Medicare beneficiaries as Members because the law requires a 

provider to be opted-out of Medicare in order to privately contract with individuals who are 
Medicare eligible. The Practice is not opted-out of Medicare at this time, so may not enroll 
Medicare Patients. The Patient understands this and certifies that they are not Medicare 
beneficiaries or Medicare eligible. The Patient further agrees that should they become 
Medicare-eligible during the term of this Agreement, they shall notify the Practice 
immediately, and this Agreement will be terminated upon eligibility.  Any excess fees shall 
be refunded to the Patient, and the Practice will make every effort to provide the Patient with 
names and contacts for health care alternatives. 

  
10. Medicaid. The Practice does not bill or seek reimbursement from Medicaid. Patients who 

are Medicaid beneficiaries understand that they are joining the Practice under private 
contract. Therefore, the Patient is responsible for Membership fees and/or fees for any 
additional products or services which the Practice provides to you under this Agreement. 
Neither the Practice nor the Patient may submit charges for such fees to Medicaid for 
reimbursement. Prescriptions, lab testing, imaging, etc., which are not personally provided 
by the Practice, may be submitted by the Patient to Medicaid for reimbursement 
consideration. We cannot guarantee that Medicaid will pay for any specific service.  
Members are responsible for confirming coverage with their plan.   
                                                    

11. This Agreement Is Not Health Insurance.  The Patient understands and agrees that this 
Agreement is not an insurance plan or a substitute for health insurance, nor does it satisfy 
any federal requirement to obtain health care coverage. It does not include hospital services, 
emergency room treatment, or any services not personally provided by the Practice. This 
Agreement includes only those Services specifically identified in Exhibit A. If a Service is 
not explicitly listed in Appendix A, it is not included under this Agreement. The Patient has 
been advised to maintain a health insurance policy that will cover those healthcare services 
which are not included in this Agreement. 

 
12. Communications.  The Practice endeavors to provide Patients with the convenience of a 

wide variety of electronic communication options. We are careful to comply with 
confidentiality requirements and take seriously, our duty to protect patient privacy. 
However, communications by email, facsimile, video chat, cell phone, texting, and other 
electronic means, can never be guaranteed to be 100% secure or confidential. You 



 

understand and agree that by initialing this clause where indicated or agreeing to participate 
in the above means of communication, you expressly waive any guarantee of absolute 
confidentiality with respect to their use. You further understand that participation in any of 
the above means of communication is not a condition of membership in this Practice and 
that you have the option to decline any particular method of communication.     

           
                                                                                                  _____ (Initial) 
                          
13. Email and Text Usage.  By providing an email address where requested in Appendix B, 

You authorize the Practice and its staff to communicate with You by email regarding the 
Patient's "protected health information" (PHI). Likewise, in providing a cell phone number 
where indicated in Appendix B and checking the "YES" box on the corresponding consent 
question, You agree to participate in text message communication containing PHI through 
the cell number provided. You further acknowledge that: 

 
A. Email and text message are not necessarily secure methods of sending or receiving PHI, 

and there is always a possibility that a third party may gain access; 
 

B. Email and text messaging are not appropriate means of communication in an emergency, 
for dealing with time-sensitive issues, or for disclosing sensitive information.  In an 
emergency or a situation which could reasonably be expected to develop into an 
emergency, You understand and agree to call 911 or go to the nearest emergency room 
and follow the directions of emergency personnel.  
 

14. Technical Failure.  Neither the Practice nor its staff will be liable for any loss, injury, or 
expense arising from a delay in responding to the Patient when that delay is caused by 
technical failure.  Examples of technical failures: (i) failures caused by an internet or cell 
phone service provider; (ii) power outages; (iii) failure of electronic messaging software or 
email provider; (iv) failure of the Practice's computers or computer network, or faulty 
telephone or cable data transmission; (iv) any interception of email communications by a 
third party which is unauthorized by the Practice; or (v) Patient's failure to comply with the 
guidelines for use of email or text messaging, as described in this Agreement. 

 
15. Provider Absence.  From time to time, due to circumstances such as conferences, illness, 

vacation, and patient emergencies, your provider may be temporarily unavailable. When the 
date/s of such absences are known in advance, the Practice shall notify the Patient so that 
they may schedule non-urgent care accordingly. In the event of an unexpected absence, 
Patients with scheduled appointments shall be notified as soon as practicable, and 
appointments shall be rescheduled at the Patient's convenience. If, during a provider's 
absence, the Patient should experience an acute medical issue requiring immediate attention, 
the Patient should proceed to an urgent care or other suitable facility for care. Charges from 
urgent care facilities or any other outside providers are not included under this Agreement 
and are the Patient's responsibility. The Patient may submit such charges to the Patient's 
insurance or request that the outside provider do the same. We cannot guarantee insurance 
reimbursement.  

 
16. Not an agreement for Urgent Care. This is an agreement to provide ongoing primary care, 

not after-hours, urgent, or emergent care. Although We will make a reasonable effort to 



 

accommodate patient needs after hours, such care is not guaranteed. If Your provider is 
unavailable after hours, You may be required to seek care from an urgent-care or other 
outside provider. You are responsible for any fees related to any outside provider but may 
submit such charges to your health plan if applicable. You are responsible for understanding 
your insurance coverage and we cannot guarantee insurance reimbursement. 

 
17. Dispute Resolution.  Each party agrees not to make any inaccurate or untrue and 

disparaging statements, oral, written, or electronic, about the other. We strive to deliver only 
the best of personalized care to every patient, but occasionally misunderstandings arise. We 
welcome sincere and open dialogue with our members, especially if we fail to meet 
expectations, and We are committed to resolving all Patient concerns. 

    
Therefore, if a member is dissatisfied with, or has concerns about, any staff member, 
service, treatment, or experience arising from their membership in this Practice, the 
Member and the Practice agree to refrain from making, posting, or causing to be posted on 
the internet or any social media, any untrue, unconfirmed, inaccurate, disparaging 
comments about the other. Rather, the parties agree to engage in the following process:  

 
A. Member shall first discuss any complaints, concerns, or issues with Your provider; 

 
B. The provider shall respond to each of Member's issues and concerns; 

 
C. If, after such response, Member remains dissatisfied, the parties shall enter into 

discussion and attempt to reach a mutually acceptable solution.  
 

18. Monthly Fee and Service Offering Adjustments.  If the Practice finds it necessary to 
increase or adjust monthly fees or Service offerings before the termination of the 
Agreement, Practice shall give the Patient 30 days' written notice of any modification. If the 
Patient does not consent to the modification, Patient shall terminate the Agreement in 
writing prior to the next scheduled monthly payment.  

 
19. Change of Law.  If there is a change of any relevant law, regulation, or rule, which affects 

the terms of this Agreement, the parties agree to amend this Agreement to comply with the 
law. 

 
20. Severability.  If any part of this Agreement is considered legally invalid or unenforceable 

by a court of competent jurisdiction, that part will be amended to the extent necessary to be 
enforceable. The remainder of the Agreement will stay in force as originally written. If, the 
Agreement is held invalid and the Practice is required to refund the fees you paid under his 
Agreement in whole or in part, You agree to reimburse the Practice for the fair market value 
of the services you have actually received under this Agreement during the time in question. 
The parties agree that the fair market value shall be the Practice's then-current, cash-pay, 
fee-for-service rate. 

 
21. Amendment.  Except as provided within, no amendment of this Agreement shall be binding 

unless it is in writing and signed by all the parties.  
  
22. Assignment.  Neither this Agreement nor any rights arising under it, may be assigned or 



 

transferred to a third party without the mutual agreement of both Parties. 
 
23. Legal Significance.  You acknowledge that this Agreement is a legal document and gives 

the parties certain rights and responsibilities.  You also acknowledge that You are not 
suffering any medical emergency.  You have had a reasonable time to seek legal advice 
regarding this Agreement and have either chosen not to do so or have done so and are 
satisfied with the terms and conditions of the Agreement. 

 
24. Miscellaneous.  This Agreement shall be construed without regard to any rules requiring 

that it be construed against the party who drafted the Agreement. The captions in this 
Agreement are only for the sake of convenience and have no legal meaning. 

 
25. Entire Agreement.  This Agreement contains the entire Agreement between the parties and 

replaces any earlier understandings and agreements, whether they are written or oral. 
 
26. No Waiver.  Either party may choose to delay or not to enforce a right or duty under this 

Agreement. Doing so shall not constitute a waiver of that duty or responsibility, and the 
party shall retain the absolute right to enforce such rights or duties at any time in the future.     

 
27. Jurisdiction.  This Agreement shall be governed and construed under the laws of the State 

of Minnesota without regard for conflict of laws. All disputes arising out of this Agreement 
shall be settled in a court of proper venue and jurisdiction for Cook, Minnesota. 

 
28. Notice.  All required written notices must be delivered either electronically, to the most 

recent email address provided by the party to be noticed, or by first-class U.S. mail to the 
Practice, at the address written above, and to the Patient, at the address appearing in 
Appendix B.  

 
The Parties agree that checking the appropriate box next to their name shall constitute an 
electronic signature and shall be valid and enforceable to the same extent as a handwritten 
signature.  
 
 
For Bridge to Health, PA: 
 

☐    By: Brittany Debeltz, DNP                   ____________________                                                                                                                                                                                                                      
                                                                                                      Date                                                                                                                                                                                                                                                                                                                                                  
 
For Patient:      

                                                                     

☐___________________________________________  ___________                                                

Printed Name                                                                       Date                                                                     

  
_________________________________________________________ 
Relationship to Patient



 

 

APPENDIX A 
 

SERVICES 
Notice: Bridge to Health, P.A. is not a pain management practice, so we do not stock 
controlled drugs, including opiates, or prescribe them on a regular basis. If you have the 
need for chronic pain management, we are happy to refer you and coordinate your care 
with a pain management specialist. 
  

1. Medical Services. Patient is entitled to the Medical Services identified below, as deemed 
appropriate under the circumstances, at the sole discretion of the provider. The Patient is 
responsible for all costs associated with any medications, laboratory testing, and 
specimen analysis related to these services and/or which are not personally provided by 
the Practice staff.  
a. Acute and Non-acute Office Visits  
b. Preventative Care  

a. Annual Adult Physicals, including well woman exams (Vaccines not 
included at this time, but we will direct you to cost efficient vaccine 
providers) 

b. Well Child Care (Vaccines not included at this time, but we will direct you 
to cost efficient vaccine providers) 

c. Sports Physicals 
d. School Physicals 
e. DOT exams 
f. Preoperative Exams 
g. Hospital/ER follow ups 
h. Blood Pressure Monitoring  
i. Chronic disease management (e.g., diabetes, high blood pressure, asthma, depression) 
j. Removal of Cerumen (ear wax)  
k. Minor wound care  
l. Basic Vision testing 
m. Basic Hearing testing  
n. Urine Screen 
o. Rapid Strep Test 
p. Urine Pregnancy Screen (up to 2/year) 
q. Hemoglobin A1C (up to 4/year) 
r. Other labs in-house at low cost for members 
s. Labs and testing that cannot be performed in-house will be offered at considerably 

discounted cash-pay rates through select 
t. Labs that cannot be performed in-house will be offered at rates through select 

vendors.*  
u. Access to Imaging services  through select vendors at considerably discounted cash-

pay rates. 
 



 

 

*Except where noted, the Patient is responsible for all fees associated with imaging,  
laboratory testing and specimen analysis and shall be advised of the cost in advance of 
treatment. The Patient is not required to have testing performed at the Practice or by the 
above mentioned, outside vendors. The Patient always retain the right to obtain  testing 
and services at the facilty of their choice. The Patient may also have insurance that will 
cover some or all required testing. It is the Patient's responsibility to determine whether 
such coverage exists and any terms or requirements of coverage.   
 

2. Non-Medical, Personalized Services. The Practice also provides Members with the 
following non-medical services and amenities ("Non-Medical Services”):  

  
a. After Hours Access.  Notwithstanding the limitations as described in paragraph 15 in the 

Agreement,  Members shall be provided with a phone number where they may reach their 
provider directly for guidance regarding urgent concerns that arise unexpectedly after 
office hours. Video chat and text messaging may be utilized when the Provider and 
Member agree that it is appropriate. We cannot guarantee after-hours availability 

 
b. Email Access. Members shall be given an email address to which non-urgent 

communications can be addressed.  Neither email nor the internet should ever be used to 
access medical care in the event of an emergency, or any situation which could 
reasonably be expected to develop into an emergency. In such situations the Member 
shall first call 911 or the nearest emergency medical assistance provider and follow the 
directions of emergency medical personnel.  

  
c. Limited or no waiting time. Normally Members shall be seen by their provider 

immediately upon arriving for a scheduled office visit or after only a minimal wait. If the 
provider foresees a more than minimal wait time, the Member shall be contacted, advised 
of the projected wait time, and given the option of rescheduling for a time convenient to 
the Member. 

  
d. Same Day/Next Day Appointments. When a Member contacts the Practice prior to noon 

on a normal office day (Monday through Friday) to schedule an appointment for an 
urgent need, every reasonable effort shall be made to schedule a same day appointment. 
on the same day. In the event that a same-day appointment is not available, every 
reasonable effort shall be made to schedule an appointment for the Member on the very 
next regular office day.  

 
e. Specialists Coordination.  The Practice shall coordinate with the Patient's medical 

specialists, and if requested, assist Patient in choosing necessary specialty care. The 
Patient understands that fees paid under this Agreement do not include and do not cover 
specialist's fees or charges from any medical professional other than the Practice staff. 
 
 

 



 

 

APPENDIX B 
PATIENT ENROLLMENT FORM 

 
Check yes where indicated only if you agree to test message communication. 
Provide email address only if you agree to email communication  
 
The fees set out in the attached APPENDIX C, shall apply to the following member (s), who by 
signing below (or as a parent or legal guardian), certify that they have read and agree to the terms 
and conditions of this agreement: 
 
Patient 1 
 
Print Patient Name_______________________________  Date of Birth___________ 
             
Address______________________________________________________________ 
  
Preferred Phone:______________________Email_____________________________ 
 
Agree to Text Communication:  (check one)   ☐ Yes    ☐ No 
 
The patient agrees that checking the appropriate box next to their name shall constitute an 
electronic signature and shall be valid and enforceable to the same extent as a handwritten 
signature.  
 
☐_____________________________________________                      ___________        
Printed Name            Date 
 
Patient 2 
 
Patient Name_______________________________  Date of Birth________________________ 
            
Address_______________________________________________________________________ 
 
Preferred Phone:___________________________Email_____________________________ 
 
Agree to Text Communication:  (check one) ☐ Yes    ☐ No 
 

The patient agrees that checking the appropriate box next to their name shall constitute an 

electronic signature and shall be valid and enforceable to the same extent as a handwritten 

signature.  

☐_____________________________________________                      ___________        
    Printed Name                           Date 

 
 



 

 

MINORS TO WHOM THIS AGREEMENT APPLIES: 
 

1. PRINT NAME:___________________________________________________________ 
 

DATE OF BIRTH: _____________________________                            
 

2. PRINT NAME:___________________________________________________________ 
 

DATE OF BIRTH:_____________________________ 
 

3. PRINT NAME:___________________________________________________________ 
 

DATE OF BIRTH: _____________________________                          
 

4. PRINT NAME:___________________________________________________________ 
 

DATE OF BIRTH :_____________________________                        
 

5. PRINT NAME:___________________________________________________________ 
 

DATE OF BIRTH: _____________________________                        
 

6. PRINT NAME:___________________________________________________________ 
 

DATE OF BIRTH: _____________________________                        
 
I AGREE TO TEXT MESSAGE COMMUNICATION IN REGARD TO THE ABOVE NAMED 
MINOR(S)   (CHECK ONE ) ☐ Yes      ☐   No 
 
The parent/guardian agrees that checking the appropriate box next to their name shall constitute 
an electronic signature and shall be valid and enforceable to the same extent as a handwritten 
signature.  
 
☐_____________________________________________                      ___________        
Printed Name of Parent/Guardian                                  Date 
 
Relationship to minor (s): _________________________________________________ 

 
 
 



 

 

APPENDIX C 
 

Fee Itemization and Membership Pricing 
 
Monthly Membership Pricing 
 
0-17 years    _____ @   $40 per month          $______           
 
18-24 years   _____@   $65 per month          $______ 
 
25-50 years   _____@   $70 per month          $______ 
 
51-64 years   _____@   $75 per month          $______ 
 
*Minus $20 discount per member with 2 or more enrolled members  
 
Total Monthly Membership Fee                                                $ ______________ 
 
                                                                                              
_____________________________________________________________________________ 
 
Non-refundable Enrollment Fee (one-time) 
 
$35 per member (Max of $200 per group)                                      $________                                                        
 
        
INITIAL PAYMENT  
 
Prorated Monthly Membership Fees                                              $ _________ 
 
Total Enrollment Fees                                                                     $ _________ 
_____________________________________________________________________________ 
 
TOTAL INITIAL PAYMENT                                                      $ __________                                                      
 
Re-Enrollment 
  
If Member should desire to rejoin the Practice after terminating this Agreement or 
allowing it to lapse, such Member shall be accepted back into the Practice on a space-
available basis, subject to a re-enrollment fee.  
______________________________________________________________________________ 
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