GALBRAITH FAMILY MEDICINE, LLC
44 ELM STREET
LIMERICK, MAINE 04048
PHONE (207) 793-9586  FAX (207) 793-9587

June 15, 2025
Dear Valued Patient,

We are excited to share the news about a beneficial program that Medicare has
introduced this year that we are implementing. As a Medicare or Medicare Advantage
recipient, you are eligible to take advantage of the benefits of this program called
Advanced Primary Care Management (APCM). The purpose of this program is to
meaningfully recognize the importance of the longitudinal doctor-patient relationship in
helping folks get and stay healthy. Medicare has realized that the time and work that
goes into the day-to-day operations of healthcare delivery between visits is valuable
because, in the long run, quality care given by a primary care doctor who knows you well
and is around for the long haul keeps you healthier and saves the medical system money.

Medicare is committed to this goal and as such is willing to pay primary care doctors like
us to provide these services. Participating in APCM allows us to receive a small
additional monthly reimbursement beyond what is paid for with an office visit to help us
defray the costs for staff and other resources to handle the increasing workload of
specialty referrals, insurance approvals, and medication refills and prior authorizations
that happen between office visits and consume a lot of staff time. The ability to support
our staff as they work every day to assess your needs, coordinate care among your
providers, and support you in your healthcare needs is valuable to us as your doctors.
Medicare covers this fee, often with no co-pay or co-insurance.

What you gain with this program is consistent access to and continuity of care,
comprehensive care management of all your health conditions, care coordination with
your specialists and allied health providers, and enhanced communication opportunities
with our office. We have enclosed a sample consent form that outlines the details.
Please sign it and bring it to your next office visit or drop it in the mail; it is a formality,
but nice to have; verbal consent is also accepted. If you choose to opt out, please let us
know that, preferably in writing.

Please feel free to give us a call if you have questions about the program or anything else.
We look forward to continuing to deliver you great quality care!

Sincerely, D//

Galbraith, MD David Galbraith, MD




Galbraith Family Medicine, LLC
44 Elm Street
Limerick, Maine 04048
Phone (207) 793-9586
Fax (207) 793-9587

APCM and CCM Consent Form

If deemed appropriate by my doctor, I consent to receive Chronic Care Management
(CCM) services from Galbraith Family Medicine, LLC. I understand that CCM services
are for Medicare and Medicare Advantage beneficiaries who have two or more chronic
conditions that require closer monitoring. The service includes 24/7 access to a member
of my care team, a comprehensive care plan, and oversight of my medication regimen.
Medicare is willing to reimburse my primary care doctor for the added time and resources
required to do this between-visit monitoring which keeps the chronic conditions from
becoming more dangerous and costly.

If deemed appropriate by my doctor, I, as a Medicare or Medicare Advantage recipient,
consent to receive Advanced Primary Care Management (APCM) services from
Galbraith Family Medicine, LLC, which includes comprehensive care coordination,
proactive monitoring of my chronic conditions, and 24/7 access to my care team. |
understand that only one provider can furnish APCM services per calendar month.
Medicare is willing to pay my primary care doctor a small monthly amount to defray the
costs for staff and other resources to handle the increasing workload of specialty referrals,
insurance approvals, and medication refills and prior authorizations that happen between
office visits.

Only one of these services can be charged on any given month. I have the right to stop
either of these services at any time. Cost sharing may apply.

My signature below authorizes my primary care physician to electronically communicate
my medical information with other treating providers as part of the care coordination

involved in APCM and CCM.

This designation is effective as of the date below and remains in effect until revoked by
me.

Patient name (please print): DOB:

Signature :

Date:
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