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PATIENT DATA 
Last Name 
 
 

First Name Middle Initial 

Social Security # Date of Birth Age 
 
 

Address                                       Apt # 
 
 

City                                      State           Zip 

Cell Phone # 
 
(          ) 

Sex (Circle One) 
Male     Female 

Martial Status (Circle One) 
Single – Married – Divorced 

Employment Status 
 

Employer Business # 
 
 

Primary Insurance Plan 
 
 

Insurance Policy Number Insurance Group Number 

Insured’s Name 
 
 

Insured’s Date of Birth Insured’s Social Security Number 

 
Reason for visit ______________________________________________________________________ 
 
Referred by __________________________________________________________________________ 
 
 
Our office accepts certain insurance.  Please check with your insurance company to see if we are providers and can file your 
insurance claims.  Please give your insurance card to the receptionist so that she may make a copy of your card.  We must have a 
copy of your card and a photo I.D., or we will be unable to file your insurance. 
 
Authorization for treatment and release of medical records: 
I hereby authorize the treating physician to release any information acquired in the course of my treatment to obtain payment for 
services rendered. 
 
Authorization for sending results: 
I hereby authorize the treating physician to release any information acquired in the course of my treatment to obtain payment for 
services rendered.  I hereby consent and state my preference to have Professional Resource Management/ Alabama Clinics/ Prime 
Med of Ozark communicate with me by, App, email or standard SMS messaging regarding various aspects of my medical care, which 
may include, but shall not be limited to, test results, prescriptions, appointments, and billing. I understand that email and standard 
SMS messaging are not confidential methods of communication and may be insecure. I further understand that, because of this, there 
is a risk that email and standard SMS messaging regarding my medical care might be intercepted and read by a third party.  
 
 
Policy regarding non-covered services: 
In the event that my insurance denies payment for all or part of the services provided, I will be held responsible for payment of the 
charges.  I hereby agree to pay a reasonable interest and attorney’s fee, should this account be turned over for collection. 
 
 
Signature  __________________________________________  Date  ___________________ 
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CONSENT TO DISCLOSE PHI TO FAMILY MEMBERS OR FRIENDS 

 
I hereby give my consent for the staff of Alabama Clinics to disclose protected health information (PHI) about me to the 
persons I have listed below. 
 
In the event that I wish to remove a name from the list below, I may do so by writing to the Privacy Office at the office of 
Alabama Clinics and making my wishes known. 
 

 Name             Relationship 

1  
 

 

2  
 

 

 
_____________________________________  ____________________________ 
    Signature of Patient or Legal Guardian      Date 
 
_____________________________________ 
                      Print Patient Name 

OFFICE POLICY 
 
It is our policy that payment in full is due at the time of service.  We do file Medicare, Medicaid, BCBS, Value Options, Behavioral 
Health Systems and Tri-Care, however, you will be required to pay all co-pays and deductibles not covered by your insurance 
company.  In the event that services are not covered under your policy, you will be responsible for all charges.  We would also like for 
you to understand that your health insurance policy is an agreement between you and the insurance company and that ultimately you 
are responsible for all charges.  
 
A 24 hour cancellation notice is required if you are unable to keep a scheduled appointment.  Three No-Shows will result in the patient 
not being rescheduled in this office.  Emergency services are available Monday – Friday between the hours of 8:00 a.m. and 5:00 p.m. 
by calling the office at 774-1555.  If you have an emergency at any other time, services are available through the local emergency 
room of your choice. 
 
I understand that if my account becomes delinquent it will be placed with Prim, Freeman & Mendheim LLC.  Further, I agree to the 
following terms regarding any outstanding balance that I owe:  (1) I will incur interest at the rate of 1 ½ percent per month (18% PER 
ANNUM); (2) I agree and hereby consent that I will be responsible for reasonable collection costs, reasonable attorney’s fees in 
addition to the outstanding balance, and costs of court incurred by ALABAMA CLINICS, in the collection of same, whether such 
outstanding balance is satisfied prior to, after initiation of a lawsuit, or after a judgment has been issued in a lawsuit; and (3) I agree 
and hereby consent that any lawsuit and/or legal proceeding surrounding the outstanding balance and debt, and fees and costs thereon, 
shall be initiated and litigated in the court of appropriate jurisdiction of Houston County, Alabama, and I hereby waive any and all 
defenses and/or objections to said jurisdiction.  By signing below, I consent to the terms contained herein and affirmatively 
acknowledge that I have read the same before signing.  Furthermore, I agree that if a cell phone number has been provided I can be 
contacted regarding my balance on said cell phone.  Additionally, if I reside in Florida I agree to waive my rights to any exemption 
that would prohibit a wage garnishment should same become necessary to secure payment of any outstanding balance. 
 
When a child is brought in for services, the parents are responsible for the charges unless otherwise authorized.  If the parents are 
separated, filing for divorce, or are divorced, the parent bringing the child in for services is responsible for the bill. 
 
I have read and agree to the above Office Policy. 
 
I HAVE RECEIVED AND UNDERSTAND THE HIPPA POLICIES FOR ALABAMA CLINICS 
 
DATE:_______________________   SIGNATURE__________________________________ 
 
_____________________________________________________  ____________________ 
Signature (Parent or Guardian if patient is age 13 or under)   Dat 
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