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401 Patterson Avenue, Suite 10

Richmond, VA 2 229

Welcome! 

Thank you for the opportunity to work with you. I look forward to helping you create a healthier life. 
Attached you’ll find information on my practice as well a New Patient Information Form. Please complete 
these documents and return via email before your first appointment. We will not be able to begin working 
together until they are completed.  

The initial consultation is a very important part of traditional Chinese medicine (TCM) and extremely 
comprehensive. We will discuss your primary reason(s) for seeking treatment, review your health history, 
and take time to answer any questions you might have. You will also receive an acupuncture treatment during 
this first session. It is important to allow 1.5–2 hours for this visit. Return visits typically last 1–1.25 hours. 

All fees are due at the time of service. Acceptable forms of payment are cash, checks, and major credit cards. 
The charge for the initial consultation and treatment is currently $175.00. Return office visits and treatments 
are currently $115.00. There is a discount on the return visit fee for patients over 65 years, as well as 
Veterans of any age. Fees are subject to change without notice, and there is a 3% convenience fee added to 
credit card transactions. 

If dietary supplements or Chinese medicinal formulas are part of your treatment plan, those formulas will be 
charged separately, and the cost varies. Virginia sales tax is added.

Thunderbolt Wellness is located in the Tuckahoe neighborhood of Henrico County, between Forest Avenue 
and Parham Road, in the Glen Ridge Professional Building. Parking is available in front of the building. 
When you arrive, please make yourself comfortable in the reception area. Be sure to wear loose, comfortable 
clothing and eat a light meal 1–2 hours prior to your appointment time. 

If for any reason you will not be able to keep your appointment, please provide at least 24 hours notice. 
(Please see Office Policies for more information). You may contact me via phone, text message, or email 
to do this. 

Thank you again for choosing Thunderbolt Wellness. 

I look forward to working with you!

www.thunderboltwellness.com janet thunderboltwellness.com( 04) 405-2 0

Janet L. Borges, MSTCM, L.Ac. 
Licensed Acupuncturist and Clinical Herbalist, Traditional Chinese Medicine
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PRIVACY POLICY 

This notice describes how health and medical information about you may be used and 
disclosed and how you can get access to this information. Please review it carefully. 

Section I. Uses & Disclosures for Treatment, Payment & Health Care Operations 
A. We may use or disclose your protected health information (PHI) for treatment, payment, or health care

operations purposed with your consent. To help clarify these terms here are some definitions:
a. PHI  refers to information in your health record that could identify you.
b. Treatment, Payment and Health Care Operations

i. Treatment is when we provide, coordinate or manage your health care and other services related
to your health care. An example of treatment would when we consult with another health care
provider, such as your family physician or a specializing physician.

ii. Payment is when we obtain reimbursement for your healthcare. Examples of payment are when
we disclose your PHI to your health insurer to obtain reimbursement for your health care or to
determine eligibility or coverage.

iii. Health Care Operations are activities, business-related matters such as audits and administrative
services, and case management and care coordination.

c. Use  applies only to activities with our office/clinic/practice group, such as releasing, transferring or
providing access to information about to other parties.

d. Disclosure  applies to activities outside our office/clinic/practice group/etc, such as releasing,
transferring or providing access to information about you to other parties.

Section II. Uses and Disclosures Requiring Authorization 
B. We may use or disclose PHI for purposes outside of treatment, payment, and healthcare operations when your
appropriate authorization is obtained. An  authorization  is written permission above and beyond the general
consent that permits only specific disclosures. In those instances when we are asked for information for purposes
outside of treatment, payment and healthcare operations, we will obtain an authorization from you before
releasing this information. We will also need to obtain an authorization before releasing your medical records.

C. You may revoke all such authorization at any time, provided each revocation is in writing. You may not revoke an
authorization to the extent that (1) we have relied on that authorization; or (2) if the authorization was obtained
as a condition of obtaining insurance coverage, and the law provides the insurer the right to contest the claim
under the policy.

Section III. Uses & Disclosures with Neither Consent nor Authorization 
D. We may use or disclose PHI without your consent or authorization in the following circumstances:

a. Child Abuse: If we have reason to suspect that a child is abused or neglected, we are required by law to
report the matter immediately to the Virginia Department of Social Services.

b. Adult and Domestic Abuse: If we have reason to suspect that an adult is abused, neglected or exploited,
we are required by law to immediately make a report and provide relevant information to the Virginia
Department of Welfare and Social Services.

c. Health Oversight: The Virginia Board of Medicine has the power, when necessary, to subpoena relevant
records should we the focus of an inquiry.

d. Judicial or Administrative Proceedings: If you are involved in a court proceeding and request is made for
information about your diagnosis and treatment and the records thereof, such information is privileged
under state law, and we will not release information without the written authorization of you or your
legal representative, or a subpoena (of which you have been served, along with the proper notice
required by state law). However, if you move to quash the subpoena, we are required to place said
records in a sealed envelope and provide them to the clerk of court of the appropriate jurisdiction so that
the court can determine whether the records should be released. The privilege does not apply when you
are being evaluated for a third party or where the evaluation is court ordered. You will be informed in
advance if this is the case.

e. Serious Threat to Health or Safety: If we are engaged in our professional duties and you communicate to
us a specific and immediate threat to cause serious bodily injury or death, to an identified or to an
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unidentified person, and we believe you have the intent and ability to carry out that threat immediately 
or imminently, we must take steps to protect third parties. These precautions may include (1) warning 
the potential victim(s), or the parent or guardian of the potential victim(s), if under 18; or (2) notifying a 
law enforcement officer. 

f. Worker’s Compensation: If you file a worker’s compensation claim, we are required by law, upon request,
to submit your relevant health information to you, your employer, the insurer, or a certified
rehabilitation provider.

Section IV. Patient’s Rights & Provider’s Duties
E. Patient’s Rights

a. Right to Request Restrictions – You have the right to request restrictions on certain uses and disclosures
of protected health information about you. However, we are not required to agree to a restriction you
request.

b. Right to Receive Confidential Communication by Alternative Means and at Alternative Locations – You
have the right to request and receive confidential communications of PHI by alternative means and at
alternative locations (Example: you may request your bill be sent to an alternate address.)

c. Right to Inspect and Copy – You have the right to inspect and obtain a copy (or both) of PHI and bill
records used to make decisions about you for as long as the PHI is maintained in the record (service
charges and copy fees may apply.)

d. Right to Amend – You have the right to request an amendment of PHI for as long as the PHI is maintained
in the record. We may deny your request.

e. Right to Accounting – You generally have the right to receive an accounting of disclosures of PHI for
which you have neither provided consent nor authorization. On request, we will discuss with you the
detail of the accounting process.

f. Right to a Paper Copy – You have the right to obtain a paper copy of the notice from our office/clinic, even
if you have agreed to receive the notice electronically.

F. Health Provider’s Duties:
a. We are required by law to maintain the privacy of PHI and to provide you with a notice of my legal duties

and privacy policies and practices with respect to PHI.
b. We reserve the right to change the privacy policies and practices described in this notice. Unless we

notify you of such changes, however, we are required to abide by the terms currently in effect.
c. If we revise my policies and procedures, we will advise you of this change by posting that change in the

waiting room.

Section V. Questions and Complaints 
G. If you have questions about this notice or other concerns about your privacy rights, or if you have a complaint

please contact Janet Borges, 8401 Patterson Avenue, Suite 103, Richmond, VA 23229. You may also send a written
complaint to the Secretary of the U.S. Department of Health and Human Services. We can provide you with the
appropriate address upon request.

H. You have specific rights under the Privacy Rule. We will not retaliate against you for exercising your right to file a
complaint.

Section VI. Effective Date, Restrictions and Changes to Privacy Policy 
I. This notice will go into effect on April 2004 and is considered current to date. 
J. We reserve the right to change the terms of this notice and to make the new notice provisions effective for all PHI 

that we maintain. Any notification on revisions will be posted in the waiting room of Thunderbolt Wellness. 
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Office Hours: Patients are seen by appointment and hours are subject to change without notice. Please see the 
Thunderbolt Wellness website for current posted hours. All scheduling is done online via a click through link on 
the homepage or via phone or email. 

Patient Fees and Payment: Full payment is due at the time of service. Acceptable forms of payment are cash, 
checks and all major credit cards. The fee for returned checks is $30.00.  There is a 3% convenience fee added 
for credit and debit cards, which you can avoid entirely by using a check or cash. 

Current Fee Schedule: Initial Consultation  Treatment  $175.00. Return Visits for established patients  
$115.00. There is a discounted fee on regular return visits for those patients who are aged 65 and older, as well as 
Veterans of any age. Appointments for herbal consultations and custom formulations are available without 
acupuncture, but please remember that herbal therapy is best combined with acupuncture treatment. erbal 
formulas and or dietary supplements vary in price. Fees are subject to change without notice. 

Insurance: Thunderbolt ellness does not file health insurance claims or third party claims such as orkers 
Compensation or personal injury claims . pon re uest, you will be provided with a detailed receipt you can 
submit to your insurance carrier for reimbursement. e sure to check with your insurance provider before 
submitting a claim for reimbursement see the FA  page on the Thunderbolt ellness website for more info . If 
you plan on submitting a claim, it is helpful to obtain the IC  diagnosis  codes from your physician, which can 
be used with permission on the receipt. lease know that acupuncture is a tax deductible medical expense and you 
can also use funds from your Flexible pending Account F A  or ealth avings Account A . 

Medical History: lease complete and send the ew atient Information Forms prior to your first visit, which is 
available for download via the Thunderbolt ellness website. If you have any technical difficulties with this, 
please advise, and they can be sent to you via email or post.

Medical Records: All personal information and medical records are confidential and secured to protect patient 
privacy. Thunderbolt ellness does not share or keep electronic records. ersonal and health information are only 
released with your written permission or by court order. atient records are maintained for 6  six  years as 
re uired by law, following the last patient visit after which they are destroyed in a manner that protects patient 
confidentiality, such as by incineration or shredding. At any time you may submit a written re uest to view your 
file and you may re uest a copy of your records subject to copy fees, as per Virginia law .

Letters/Forms: rief forms for insurance companies and or attorneys that re uire a few minutes to complete will 
be free of charge. Forms re uiring more than 15 minutes of time will be subject to an hourly fee of $ 0.00, billed 
in 30 minute increments, due upon completion.

Cell Phones: lease turn off your cell phone prior to scheduled appointment and leave your phone in the off  or 
silent position during your appointment.

Prescription Medication & Drug Use: It is important that you inform me of any and all prescription medication 
you taking and that you inform me of any changes prior to treatment. lease do T arrive to your appointment 
under the influence of any recreational drugs, T C or alcohol, as you will not be treated if you are under the 
influence of those substances.

Punctuality: I respect your time, and work diligently to start and finish each appointment on time. Please arrive a 
few minutes before your scheduled appointment. If you are more than 15 minutes late, we will have to reschedule 
your appointment. 

Appointment Cancellation: ike most small business, this practice relies on each and every appointment, so 
please provide at least  hours  notice of cancellation. Appointments canceled without  hours  notice will be 
charged the full amount of the appointment.

Revised  eptember 2023. All policies are subject to change at any time at the discretion of anet . orges.
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