Orchid Family Medicine
Employer Agreement
Business Name:     	          _______________________________________________
Owner Name and Email:_    _______________________________________________
Owner Phone:		         ________________________________________________
Business Billing Address:    ________________________________________________                      
	                                   _______________________________________________
Employee Name, Date of Birth:  ____________________________________________
Employee Phone and Email:  _______________________________________________
We, the Employer of the above listed Employee, have read the Patient Agreement and agree to pay his/her/their monthly membership at 100% via ACH (bank account) and the initial joining fee.
We shall / shall not (circle one) pay up to $100 toward once per year appropriate labs.
Orchid Family Medicine also needs the patient’s own credit, debit, or HSA card information entered in the Hint billing platform to be used for additional charges, such as labs, procedures, or home visit.
We understand that even though this office could see this employee for a work-related injury, it is best to start with our Worker’s Comp insurance-approved physician, as additional testing, medication, or legal proceedings will require having seen that physician.   
We understand that we are not privy to the employee’s medical record.
Cancellation: If employer or employee decides to cancel this membership, then we shall notify Orchid Family Medicine.  Current or former employees have the option to take over paying for their own membership.  Orchid Family Medicine does reserve the right to terminate patients, as listed in the Patient Agreement.

Printed Employer Name and Signature, Date

