At Home Concierge Care
Dr. Mia Abraham, DNP, FNP-BC
Ph: 561-288-8218
Fax: 561-288-8249
MEDICAL MEMBERSHIP AGREEMENT
This Medical Membership Agreement (“Agreement”) sets forth the terms and conditions under which the undersigned individual (“Member”) agrees to participate in the medical membership program offered by Mia Abraham, DNP, FNP-BC (“Provider”).
This Agreement becomes effective on the date it is signed by the Member and payment is received.
1. Membership Fee and Term
1.1 Membership Fee
The Member agrees to pay a non-refundable monthly membership fee for a minimum term of one (1) year, with the option to renew annually for each year the Member participates in the program. Payment is due at the time this Agreement is signed unless alternative written arrangements have been made.
1.2 Renewal and Termination
Failure to pay monthly or renewal fees may result in termination of membership. Either the Provider or the Member may terminate this Agreement for any reason upon thirty (30) days’ written notice. No membership fees shall be refunded.
1.3 Assignment and Entire Agreement
This Agreement may not be assigned without the prior written consent of the other party. This Agreement constitutes the entire understanding between the parties and supersedes all prior agreements. Nothing herein shall limit or interfere with the Provider’s independent medical judgment.
1.4 Insurance Disclaimer
The Member acknowledges that the membership fee is a value-based, non-covered service. Membership services are not reimbursable by insurance, Medicare, Medicaid, or any other health plan. The Member remains responsible for all applicable co-pays, deductibles, and out-of-pocket expenses for covered medical services.
2. Membership Services Included
In exchange for the membership fee, the Provider agrees to offer the following enhanced services:
24/7 telephone access to Dr. Mia Abraham, DNP, FNP-BC, including email communication or telehealth when the Provider is out of town
Assistance with medical needs while traveling
Assistance with insurance claims, prior authorizations, prescriptions, and health-related questions
Coordination of care with specialists, including referrals, test coordination, and laboratory and diagnostic result review
Annual Wellness Visits
Same-day or next-day appointments when clinically appropriate
Minimal waiting time for scheduled appointments
Extended visit time at the discretion of the Provider
3. Services Excluded from Membership Fee
The membership fee covers only the amenities expressly listed in this Agreement. The Provider may also deliver routine medical services, which are not included in the membership fee.
Routine medical services shall be billed separately to the Member and/or the Member’s insurance carrier and are not governed by this Agreement.
4. Patient Responsibilities, Disclosure, and Medical Liability Waiver
4.1 Patient Responsibility and Compliance
The Member understands that medical outcomes depend on active participation, including adherence to treatment plans, medications, follow-up visits, diagnostic testing, and lifestyle recommendations. The Member agrees to comply with all medical instructions unless otherwise discussed and documented.
4.2 Full and Accurate Medical Disclosure
The Member is responsible for providing complete, accurate, and truthful medical information, including past and present conditions, medications, supplements, allergies, and prior treatments. Failure to disclose such information may compromise medical care and patient safety.
4.3 Assumption of Risk and Waiver of Liability
To the fullest extent permitted by Florida law, the Member agrees that the Provider shall not be held liable for any injury, complication, adverse outcome, or damages arising from:
Failure to follow prescribed or recommended treatment plans
Failure to attend appointments or follow-up visits
Failure to provide complete or accurate medical information
Independent decisions to refuse, discontinue, or modify medical recommendations
The Member voluntarily assumes all risks related to non-compliance or nondisclosure and hereby waives and releases the Provider from any related claims.
5. Email and Electronic Communication Consent
The Member acknowledges that email and electronic communications are not secure and may pose privacy risks. While reasonable safeguards will be used, confidentiality cannot be guaranteed. Email communication is not appropriate for urgent or time-sensitive matters. In urgent or emergent situations, the Member must contact the Provider by telephone, seek in-person care, or call emergency services. The Member understands that electronic communications may, at the Provider’s discretion, become part of the permanent medical record.
6. Change of Law
If a change in federal or Florida law, regulation, or interpretation materially affects this Agreement, either party may request good-faith renegotiation upon written notice. If modification cannot be agreed upon within forty-five (45) days—or if immediate compliance is required—either party may terminate this Agreement by written notice.
This Agreement shall be governed by and construed in accordance with the laws of the State of Florida.
7. Acknowledgment and Consent
By signing below, the Member acknowledges that they have read, understand, and voluntarily agree to all terms of this Agreement, including the medical liability waiver and electronic communication consent
Patient Information
Patient’s Name: _______________________________
Date of Birth: _______________________________
Signature: _________________________________
Date: _____________________________________
At Home Concierge Care
Dr. Mia Abraham, DNP, FNP-BC
Ph: 561-288-8218
Fax: 561-288-8249


Member Information:
Patient’s First and Last Name

Address

Phone
Billing Information
Monthly Membership Fees can be paid by Credit Card or Paid in full by Check. 
Please make checks payable to Dr. Mia Abraham, DNP, FNP-BC
Concierge Plan 2026 – House Visits $299
Concierge Plan 2026 Facility residents only $199 
Card Number:_____________________________________________________________
Name on Card:____________________________________________________________
Expiration Date: __________________________CID_____________________________

This agreement is accepted by: ______________________________________Date_______


Witnessed By: ___________________________________________________Date_______
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