PATIENT HEALTH INFORMATION FORM 

(PLEASE PRINT)

NAME____________________________________________DATE OF BIRTH__________________SEX______RACE_______________
( SINGLE   ( MARRIED   ( WIDOWED   ( DIVORCED

MAILING ADDRESS___________________________________________________________________________________

                                              STREET, ROUTE, OR P. O. BOX (Where you get mail.)            CITY              STATE     ZIP

PHYSICAL ADDRESS __________________________________________________________________________________ 

                                                   STREET, ROUTE, OR P. O. BOX (Where you live.)               CITY             STATE    ZIP                             

EMAIL ADDRESS___________________________________________________________________________________

SOC SEC #______-____-______     PREFERRED CONTACT METHOD: ( MAIL     ( PHONE     ( PATIENT PORTAL

HOME PHONE # _____________________CELL # ___________________CARRIER_______________WORK #____________________

You   MAY or MAY NOT (please circle one) leave information on my answering machine/voicemail.

INSURANCE

1. INSURANCE NAME: ____________________________________ POLICY # _____________________________________

INSURED’S NAME __________________________________ INSURED’S BIRTH DATE__________________________

2. INSURANCE NAME: ____________________________________ POLICY # _____________________________

INSURED’S NAME __________________________________ INSURED’S BIRTH DATE__________________________

Addendum Signature Page for the Standard of Operations Charges

Fees for forms completed outside of an office visit.
$50 charge for FMLA paperwork completed outside of an office visit. 
$35 for a letter or insurance form with only 1 page.
$15 for handicap forms
$10 for blue cards

There is a $15.00 Charge for ANY Prescriptions requiring to be called, e-prescribed, faxed, etc to any pharmacy outside of a routine scheduled office visit. 

There is a $35.00 NO SHOW & CANCELLATION fee if you do not show up for your appointment or if you don’t cancel within 24 hours prior to appointment.

We strongly encourage you to ask for refills on your routine medications during your office visits with your doctor. This will prevent any delays. Another option is for you to notify your pharmacist and have your pharmacist to fax in a refill request to your doctor.
To the best of my knowledge the above confidential information is true.  I give my permission for treatment.   If the patient is a minor, I am authorized to give my permission for treatment.  I also authorize the release of information needed to process this insurance claim and request payment of medical benefits to be sent to this physician.  I agree to be fiscally responsible for this patient’s account.  Until my accounts are finally settled, I give my direct consent to receive communications regarding my accounts for any services and any collectors of my accounts through various means such as 1. any cell or landline phone; 2. any email address I provide; 3. auto dialer systems; 4. voicemail messages and other forms of communications.

Signature __________________________________________________  Date_________________________________________

Pickens County Primary Care, PC

P O Box 1000, 108 4th Ave. Suite A, Reform, Alabama 35481

(205) 375-6251 Phone  (205) 375-9064 Fax
CONSENT FOR RELEASE OF MEDICAL INFORMATION

Patient Name: _______________________________________________  DOB: ____________

1.   I hereby request and authorize Pickens County Primary Care to:

(  Release Information TO

( Obtain Information FROM

2.  Name of Provider / Facility ____________________________________________________________________

     Address ____________________________________________________________________________________

     Telephone ____________________________  Contact Person ________________________________________

3.  The PURPOSE of this release is:  (check all that apply)

      (  Moving      
( Insurance Purpose
     ( Transferring Care
         (  Second Opinion

      (  Personal Review
( Other (please specify) ____________________________________________________

4.  The FOLLOWING Protected Health Information (PHI) may be released:  (please check one)

· I consent to the release of all medical records including records, reports or tests concerning alcoholism and/or drug abuse or treatment information, sexually transmitted disease related and/or psychological or psychiatric treatment.  I also understand that the release of information related to the diagnosis or treatment of HIV requires an additional authorization.

· I consent to the release of all medical records with the following exceptions.  (Specifically describe the information you do not wish to have released.) ________________________________________________________________________________________________________________________________________________________________________________

· I consent to the release of all medical records relating to the following treatment or condition:  ________________________________________________________________________________________________________________________________________________________________________________

· I consent to the release of all medical records from ____________________ to ____________________.     

                                                                                                                                     date                                         date              

5.  This authorization will automatically expire within one year from the date of signature.  I understand that I

     have the right to revoke this authorization in writing at any time, except where information has already been 

     released in response to this authorization.

NOTICE TO PATIENT:  For copy of records to patient there will be a charge for copying, $1 per page for the first 25 pages then $0.50 for each page thereafter. Payments are due before receipt of records.

_____________________________________________________________   _______________________
Signature of Patient/ Representative/ or Legal Guardian                                                                   Date

____________________________________________________________________________   _____________________________

Witness                                                                                                                                              Date



NOTICE TO RECIPIENT OF RECORDS:  This information has been disclosed to you from confidential records that are protected by law.  State law prohibits you from making any future disclosures of this information without specific written authorization of the person to whom it pertains, or as otherwise permitted by Federal or State law.



Pickens County Primary Care, PC

PO Box 1000,  108 4th Ave. SW, Suite A Reform, Alabama 35481

(205) 375-6251 Phone  (205) 375-9064 Fax

You may email completed form to cwright@pc3med.com
PERMISSION TO COMMUNICATE MEDICAL INFORMATION (HIPAA)

I, ________________________________________________, authorize Pickens County Primary Care to contact me regarding clinical services (i.e. appointments) at the number and /or alternative means checked below.

· My HOME telephone:  ______________________  ( Ok to leave message on answering machine.

· My CELL phone:  __________________________  ( Ok to leave voice-mail;  ( Ok to text.

· My WORK phone:  ___________________________  ( Ok to leave voice-mail.

Please check the appropriate box below and sign & date at the bottom of the page.

(  I DO NOT wish to have test results or other medical information released to any person other than  

     myself.

(  I DO give permission for the release of information, including test results or other information to myself and/or the following persons:

Name ________________________________________ Relationship _______________

Date of Birth ________________  Phone ____________________________

Name ________________________________________ Relationship _______________

Date of Birth ________________  Phone ____________________________
Name ________________________________________ Relationship _______________

Date of Birth ________________  Phone ____________________________

Name ________________________________________ Relationship _______________

Date of Birth ________________  Phone ____________________________

         Name ________________________________________ Relationship _______________

Date of Birth ________________  Phone ____________________________

You   MAY or  MAY NOT  (please circle one) leave information on my answering machine.

Signature ___________________________________________ Date ____________________________________
Pickens County Primary Care, PC

P O Box 1000, 108 4th Ave. Suite A, Reform, Alabama 35481

(205) 375-6251 Phone   (205) 375-9064 Fax
