Dothan Medical Associates, P.C. FOR OFFICE USE ONLY

Patient Registration ID#
REASON FOR VISIT: PREFERRED PHARMACY:
WHAT DOCTOR REFERRED YOU TO US: DATE
NAME SEX AGE BIRTHDATE MARITAL STATUS
Ov O-F M S D w
MAILING ADDRESS SOCIAL SECURITY # DRIVER'S LICENSE #
oIy STATE ZIP () empLovED (U ReTIRED () bisaBLED () sTupenT
EMAIL ADDRESS EMPLOYER OR SCHOOL OCCUPATION
HOME PHONE CELL WORK PRIMARY NUMBER

WHICH ONE OF THE ABOVE NUMBERS CAN WE USE TO LEAVE MESSAGES REGARDING APPOINTMENT REMINDERS:

SPOUSE OR GUARDIAN INFORMATION:

NAME RELATIONSHIP TO PATIENT SSN # BIRTHDATE
ADDRESS OCCUPATION

CITY EMPLOYER

HOME PHONE WORK OR CELL PHONE CITY STATE ZIP

EMERGENCY CONTACT OTHER THAN SPOUSE (REQUIRED):
Name Relationship Phone

FINANCIAL POLICY:

COMMERCIAL INSURANCE:

Payment is expected at the time of service unless we are a provider for your insurance company. We currently have provider
contracts with Medicare, BCBS PMD/PPC, Heathsource PPN (formerly Provident PPN), Perdue, Beechstreet, CCN, TriCare,
and OneSource MedNet. It is our policy that all co-pays and/or deductible amounts are due and expected at the time of service.

Credit Cards accepted: VISA MASTERCARD
INSURANCE INFORMATION:

Primary Secondary

Please present the following information to the Receptionist to make a photocopy for your chart:

’ All Insurance Cards Your Driver’s License ‘

AUTHORIZATIONS:

INSURANCE AND PAYMENT AUTHORIZATIONS:

| authorize Dothan Medical Associates, P.C., to release any medical information requested by my health insurance carrier, Medicare or
any other third-party payers. Dothan Medical Associates, P.C., may contact my insurance company or health plan administrator to obtain
pertinent financial information concerning coverage and payments under my policy. | hereby authorize payment of insurance benefits be
made on my behalf to Dothan Medical Associates, P.C., and assign benefits to the physician indicated on the claim.

| understand that | am responsible for any co-pays or deductibles as defined by my insurance policy, and for any “non-covered” services of my
consent if deemed necessary. | accept the fee charged as a legal and lawful debt and agree to pay said fee, including any/all costs of collection,
attorney fees, and/or court costs; if such be necessary. | waive now and forever my rights of exemption under the laws of the constitution of the
State of Alabama and any other state.

| give Dothan Medical Associates, P.C., its employees and/or agents “express prior consent” to contact me at any/all phone numbers, including
cell phone numbers (by phone call or text message) for the purpose of treatment, insurance or payment. | authorize Dothan Medical Associates,
P.C., to release all information to my referring physician and/or primary care physician.

| hereby give authorization for treatment to my physician(s) at Dothan Medical Associates, P.C., and give permission to disclose my protected
health information in order to carry out treatment, payment, and other healthcare operations.

DATE SIGNATURE

(PATIENT OR RESPONSIBLE PARTY)




DOTHAN MEDICAL ASSOCIATES, P.C.

PATIENT CONSENT FOR USE/DISCLOSURE OF HEALTH CARE INFORMATION

I, , give permission to my physician(s) at Dothan Medical
Associates, P.C. to use and disclose my personal health information to carry out treatment, payment, and other health
care operations. I understand that Dothan Medical Associates, P.C. works hard to protect my privacy and preserve
the confidentiality of my personal health information. I realize that employees who work for Dothan Medical
Associates, P.C. may use and see my information, but they may use it only as permitted in this form.

This information can include spoken or written facts about my health or payment benefits as permitted under the law.
It can include copies of records from my health care providers or health plans about my health care. It also gives

permission for any listed persons I designate below to have access to my medical information.

This disclosure becomes effective April 14, 2003 and will continue unless it is cancelled, changed or amended by my
appointed legal representative, or myself. I realize I may stop or change the names listed below by notifying my
doctor in writing that I do not want them to know or share my private information. If I decide to revoke this consent,
I understand that Dothan Medical Associates, P.C. does not have to provide any further care services to me
depending on the circumstances.

I know that my private healthcare information will be protected by Dothan Medical Associates, P.C. and every
safety precaution will be taken to ensure that my personal health information is kept private and confidential. My
signature below indicates that I agree to allow Dothan Medical Associates, P.C. to use and disclose my personal health
information to carry out treatment, payment, and health care operations.

Signature of Patient or Authorized Person Date of Birth (Patient) DATE

Printed Name of Above Relation to Patient

PLEASE CHECK ANY/ALL OF THE FOLLOWING WAYS WE ARE PERMITTED TO LEAVE PATIENT
INFORMATION FOR YOU:

U Information regarding tests results may be left on my home phone work phone other
U Information regarding appointments may be left on my home phone work phone other

U I do not wish for any of my private information to be left on my home phone, work phone, or other phone.

* The names listed below are permitted to share and know my health information.

RELATION: PHONE:
RELATION: PHONE:
RELATION: PHONE:
RELATION: PHONE:
RELATION: PHONE:

* The names given above mean we can discuss results of ordered tests, labs, medication changes, appointments, or
other things pertaining to your health care. For example, if your daughter is usually the contact person for you,
please be sure to list her.
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