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[Can provide in person during visit]
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Tri-city neurology LLC
200 Battle St East, Talladega , AL, 35160

Health history questions
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Patient/guardian signature
____________________________



Medication History Authorization FormMedication History Authorization FormMedication History Authorization FormMedication History Authorization Form    

Authorization to Access Medication HistoryAuthorization to Access Medication HistoryAuthorization to Access Medication HistoryAuthorization to Access Medication History    

I hereby authorize Tri city neurologyTri city neurologyTri city neurologyTri city neurology, its physicians, and authorized clinical staff to access and 

review my medication historymedication historymedication historymedication history from external sources, including but not limited to: 

Pharmacies, Pharmacy Benefit Managers (PBMs) , Health Information Exchanges (HIEs)  Health 

Plans and Insurance Companies Other treating providers and healthcare organizations 

This may include information regarding:  Prescription medications filled in the past, Dosage, 

frequency, and duration of medications, Medication adherence and refill history, Over-the-

counter medications if recorded 

This access is provided for the purpose of: Assisting in medical diagnosis and treatment planning, 

Preventing harmful drug interactions or duplicate prescriptions, Maintaining an accurate and up-

to-date medication list, Improving the safety, quality, and coordination of my care

 

Acknowledgment of Rights and PrivacyAcknowledgment of Rights and PrivacyAcknowledgment of Rights and PrivacyAcknowledgment of Rights and Privacy    

I understand that:  This authorization is voluntary, and I may revoke it in writing at any time.  

Revocation will not affect any information already obtained or used before the revocation date. 

This information is protected by federal and state privacy laws, including the Health Insurance Health Insurance Health Insurance Health Insurance 

Portability and Accountability Act (HIPAA)Portability and Accountability Act (HIPAA)Portability and Accountability Act (HIPAA)Portability and Accountability Act (HIPAA). Tri city neurology is committed to maintaining the 

privacy and confidentiality of my health information. 

ExpirationExpirationExpirationExpiration    

This authorization remains in effect until revoked in writinguntil revoked in writinguntil revoked in writinguntil revoked in writing  

Patient/Authorized Representative SignaturePatient/Authorized Representative SignaturePatient/Authorized Representative SignaturePatient/Authorized Representative Signature    

Signature:Signature:Signature:Signature: ___________________________________________ 

Printed Name:Printed Name:Printed Name:Printed Name: _______________________________________ 

Date:Date:Date:Date: _______________________________________________ 

If signed by someone other than the patient:If signed by someone other than the patient:If signed by someone other than the patient:If signed by someone other than the patient: 

Relationship to Patient:Relationship to Patient:Relationship to Patient:Relationship to Patient: ________________________________ 

Legal authority to act (e.g., parent, guardian, POA):Legal authority to act (e.g., parent, guardian, POA):Legal authority to act (e.g., parent, guardian, POA):Legal authority to act (e.g., parent, guardian, POA): ________ 
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Controlled Substance Agreement:Controlled Substance Agreement:Controlled Substance Agreement:Controlled Substance Agreement:                                                                                                                                                                                                                                                                                                                                                                                                                                            

This agreement is applicable and made between the provider Fazal Rahim M.D and YOU for the 

responsible use of controlled substances IF PRESCRIBEDIF PRESCRIBEDIF PRESCRIBEDIF PRESCRIBED for you. Controlled substances include 

pain medications, anxiety medications, sleep medications, ADHD medications, narcolepsy 

medications, certain seizure & migraine medications.  

PurposePurposePurposePurpose                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    

I acknowledge that controlled substances are prescribed to manage specific medical conditions 

and must be used responsibly to avoid misuse, dependency, or diversion. 

Patient ResponsibilitiesPatient ResponsibilitiesPatient ResponsibilitiesPatient Responsibilities 

I will take medications exactly as prescribed.                                                                                             

I will not increase or decrease the dosage without prior approval from my provider.                         

I will not obtain duplicate controlled medications from any other provider, unless authorized.        

I will not share, sell, or divert or give my medication to anyone.                                                                             

I will keep medications secure and understand that lost/stolen prescriptions will not be replaced.                                                               

I agree to random urine or blood drug screens [at my cost][at my cost][at my cost][at my cost] and/or pill counts as required.                                    

I understand that misuse may result in dependence, withdrawal, and serious harm.                              

I will cooperate with pharmacy, practice or law enforcement if an investigation is required.             

I will not use Illegal drugs including Cocaine, heroin, ECT, speed, crystal meth, THC etc.                   

I will follow practice policies in regards to refill requests, and required follow-up visits.  

Clinic ResponsibilitiesClinic ResponsibilitiesClinic ResponsibilitiesClinic Responsibilities                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    

The provider will explain risks, benefits, and alternatives to using controlled substances.  

The provider may discontinue medications if:The provider may discontinue medications if:The provider may discontinue medications if:The provider may discontinue medications if: 

1. I violateviolateviolateviolate this agreement. 

2. My condition no longer requires them. 

3. There is evidence of misuse or diversion. 

Termination of TreatmentTermination of TreatmentTermination of TreatmentTermination of Treatment                                                                                                                                                                                                                                                                                                                                                                                                                                                                                        

Violation of this agreement may result in discontinuation of controlled substances and possible 

discharge from the clinic. 

Consent to Alabama PDMP Review and historical data:Consent to Alabama PDMP Review and historical data:Consent to Alabama PDMP Review and historical data:Consent to Alabama PDMP Review and historical data:                                                                                                                                                                                                                                                                                                            

I authorize my provider to access my prescription history through the Alabama Prescription Drug 

Monitoring Program (PDMP).(PDMP).(PDMP).(PDMP). & permit to contact previous pharmacies or physicians to obtain 

information if needed.  

 

_________________________________                                      _________________________ 

Name of patient:                                                                               Date:                         Name of patient:                                                                               Date:                         Name of patient:                                                                               Date:                         Name of patient:                                                                               Date:                                                                  



Assignment of Benefits & Financial Responsibility Agreement 

Assignment of Benefits 

I hereby assign and authorize direct payment of all applicable insurance benefits to Tri city neurology , including 

any major medical benefits otherwise payable to me under the terms of my insurance. This assignment applies to all 

services provided to me including but not limited to medical evaluation, treatment, diagnostic testing, and 

procedures. 

I understand that:    This assignment of benefits will remain in effect until I revoke it in writing. 

A photocopy or digital copy of this authorization shall be considered as valid as the original. 

Financial Responsibility 

I acknowledge and agree that: 

I am financially responsible for deductibles, co-insurance, co-payments. Non covered or unauthorized services need 

to be discussed before hand as these will be billed to me directly. If my insurance company fails to pay Tri city 

neurology within a reasonable period , I may be billed directly and may be responsible for payment. In the event of 

default, I agree to pay all costs of collection, including reasonable attorney’s fees, court costs, and interest, as 

permitted by law. 

Patient Certification 

I certify that the information I have provided regarding my insurance coverage is accurate and current. I understand 

and agree to the terms of this Assignment of Benefits and Financial Responsibility Agreement. 

Pa�ent’s Signature: _________________________________ 

Date: __________________ 

If Pa�ent is a Minor or Unable to Sign: 

Authorized Representa�ve Name: ____________________ 

Rela�onship to Pa�ent: ____________________________ 

Signature of Representa�ve: _______________________ 



Authoriza
on to Receive SMS/Text Messages 

By signing this document, you authorize Tri city neurology to send you text messages (SMS and 

MMS) for purposes including 

Acknowledging receipts 

Appointment reminders 

Billing and payment no fica ons 

Prescrip on or treatment updates 

Service or account alerts 

Consent and Disclosures 

By providing your mobile phone number, you agree and consent to receive such messages using 

automated systems or manual text communica on. You understand and acknowledge the 

following  Message & data rates may apply depending on your wireless carrier plan. 

Consent is not a condi on of purchase or service. 

You may opt out of SMS communica
ons at any 
me by replying “STOP” to any message. 

If you need assistance or more informa
on, reply “HELP” to any message or contact us 

directly at 256 362 9677 

Text messaging is not guaranteed to be secure; you assume responsibility for any risks involved 

in receiving sensi ve informa on by text. 

Authoriza
on Informa
on 

Full Name: ____________________________________ 

Mobile Number: (_____) _____ – ___________ 

Date of Birth (if applicable): _____________________ 

Consent to Receive SMS: □ Yes □ No 

 

Signature 


