TRI-CITY NEUROLOGY, LL.C
4402 Cogswell Ave, Pell city AL 35%25

(256) 362-9677

PATIENT INFORMATION

Patient Name: Last First Middie
Address:

City: State: Zip: Phone: Cell Phone:
Sex: Race: i Marital Status: Birthdate:
Retired: Employed: ] Full time student: Part time student:

Employer: Phone:

Social Security: [Can provide in person during visit] Drivers License:

Person responsible for account: Relationship:

Address:

City: State: Zip: Phone:
Employer: Phone:

Social Security: Drivers License:

Spouse’s Name: Employer: Phone:

Person to notify in case of emergency: Phone:

(Outside Your Home) (Other Than Your Number)
Relatives or friends that are patients:

Drug Allergies:

Major Medical Problems::

I Have you arranged for a Living Will? (Advanced Directives) [] Yes [] No  Haveyou appointed a durable power of attomey? [] Yes [] No

INSURANCE POLICY INFORMATION

Insurance Company (Primary):

Policy holder's name: Birthdate: ! /

Employer:

Contract or group:

Relationship of patient to policy holder:

Insurance Company (Secondary):

Policy holder's name: Birthdate: ! !

Employer:

Contract or group:

Relationship of patient ta policy holder:

Referred by:

CONSENT FOR TREA'I:MENT: - | consent to necessary treatment, including drugs, medicine, performance of operations and conduct of X-ray, or other
studies that may be used by the attending physician, his nurse or staff.

AUTHORIZATION FOR RELEASE OF INFORMATION - | authorize TRI-CITY NEUROLOGY LLC to furnish any medical information requested by
insurance companies with whom | have coverage, any public agency which may be assisting in payment of my care, or my employer who is providing
payment of my medical bills due to an on the job injury.

ASSIGNMENT OF BENEFITS - | hereby autharize payment directly to TRI-CITY NEUROLOGY LLC of benefits otherwise payable to me including major
medical insurance and payment of surgical or medical benefits, but not to exceed the TRI-CITY NEUROLOGY LLC charges for these services. | under-
stand that | am financially responsible to TRI-CITY NEUROLOGY LLC for charges not covered by this assignment. | authorize the refund of overpaid
insurance benefits where my coverages are subject to coordination of benefits.

GUARANTEE OF ACCOUNT - For services furnished by TRI-CITY NEUROLOGY LLC | hereby guarantee the payment of all accounts for services
rendered. For payment of said accounts for services | hereby waive all claims of exemption under the State of Alabama and agree to pay, if necessary,
all costs of collection, including attorney's fee.

SIGNATURE: DATE:
REORDER FORM MBF PERRY CO. + 800-304-7008 « TRI CITY (7-09)



4402 Cogswell Ave, Pell city AL 35125


Tri-city neurology LLC
4402 Cogswell Ave, Pell city, AL 35125

Health history questions

The health related questions are to help understand your medical problems. All questions are OPTIONAL and

confidential.

Date of Visit:
Main reason for today’s visit:

Other concerns:

ALLERGIES
List any allergies to medications
ALLERGY REACTION
1.
2.
3.

PREFERRED PHARMACY

MEDICATIONS
List current medications: OR provide a separate.
DRUG NAME DOSE
1.
2.
3.
4,
5.
6.
7.

PAST MEDICAL HISTORY
Oiabetes OJHead trauma DNumbness/t‘ininng
DHypertension OHeart disease OBsack pain
Ocholesterol problems Osrain aneurysm ONeck pain
DStrokes/TIA DDepression DTremor
Oseizures DFibromyaIgia Jparkinson's Disease
DAnxiety OArthritis O
OMigraines DCancer O
JHeadaches OSIeep problems O

O O

SURGICAL HISTORY
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Smoking status

Dominant Hand

Marital status

Caffeine use
Alcohol use
Chewing tobacco
Exercise

Street Drugs
Living Situation

Occupation

Opiabetes
Ostroke
Oseizure
DMigraines
OJbementia
OHeart disease
DDepression
Ounknown

SOCIAL HISTORY

OnNever Oused to O Somedays
O Daily Packs/day. Cig/day
Origur  Overr OsotH
Omarried  UDivorced DSingIe

Opomestic partner

Onone
Onone
Onone
OnNone
DNone
Oalone
ONone

DSeparated
Osome OModerate
Osome OModerate
Osome OModerate
Osome OModerate
Oweed Ococaine

DWith others
D Disabled D Retired

FAMILY HISTORY DAdopted
UJslood pressure

OTia

Oremor

(JHeadaches
OAaizheimer’s

JBrain cancer

DAnxiety

O

O unknown
Years of smoking

DUnknown

DWidow

DHeavy
DHeavy
DHeavy
DHeavy
OMeth
Oother

O

DOther

Ocholesterol problems
Osrain Aneurysm
Jparkinson’s
DMuItipIe Sclerosis
DBIeeding problems
DSpine problems.

Uother
O



General

Orever

Ochills

DFatigue
DWeight gain
C]Weight loss
Ear/Nose/Throat
Oear pain
DDifﬁcuIty hearing
C]Dry mouth
ONose bleeds
OMouth ulcers

Osinus pressure
Oear ringing
O

Respiratory
C]Cough

Oshortness of breath
DBIoody cough
C]Wheezing
C]Snoring

DSIeep apnea
Cardiovascular

Ochest pain with exertion
Ochest pressure/heaviness
DPaIpitation
C]Light—headed on standing
DBreathing problem lying

DBreathing problems walking

DLeg swelling
O

@)
O
O

Other comments:

Review of systems [\/ all that applies to you]

Musculo-skeletal
OBack pain

ONeck pain
OMuscle aches
Oioint pain
Oshoulder pain
Psychiatric
DDepression/mania
DAnxiety
Oinsomnia

OPanic attack
DPersonaIity problems
Orear for safety
C]Schizophrenia

O

Eyes
Ovision change

ODbouble vision
DDroopy eyes
Ocolor vision problems
C]Eye redness/dry eyes
OBlindness

Skin

Oskin rash

Dltching

Oskin growth
OEczema

DEasy bruising

Endocrine
C]Appetite change
Olincreased thirst
OHot flashes

Oincreased sweating

Neurological
Oseizures  OTremor

Oweakness
OHeadaches/Migraines
DMemory problems
Obizziness

DVertigo

ORestless leg

DSIeep problems
C]Fainting
DNumbness/tininng
Ostroke symptoms/TIA
Oattention problems.
Oconfusion

Orproblem speaking
Gl

OAbdominal pain.
ODifﬁcuIty swallowing
DBIoody stool.
Dlndigestion.
OnNausea

OVomiting.
GU/OBGYN

OLoss of bladder control
DDifﬁcuIty urinating
OBlood in urine
Oprostate problems.

O

Allergy/Immunology.

DFrequent sneezing
Dltching
OHives

Oimmune deficiency

Patient/guardian signature



Medication History Authorization Form
Authorization to Access Medication History

| hereby authorize Tri city neurology, its physicians, and authorized clinical staff to access and
review my medication 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 Privacy

| understand that: This authorization is voluntary, and | 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

Portability and Accountability Act (HIPAA). Tri city neurology is committed to maintaining the
privacy and confidentiality of my health information.

Expiration
This authorization remains in effect until revoked in writing
Patient/Authorized Representative Signature

Signature:

Printed Name:
Date:

If signed by someone other than the patient:
Relationship to Patient:
Legal authority to act (e.g., parent, guardian, POA):




COMMUNICATION AUTHORIZATION FORM/ NEW PATIENT PAPERWORK

TRI-CITY NEUROLOGY LLC
ALTERNATIVE PEOPLE COMMUNICATION
AUTHORIZATION FORM

PATIENT NAME:

PATIENT PHONE NUMBER:

WHEN IT COMES TO YOUR MEDICAL TREATMENT, WE STRIVE TO COMMUNICATE WITH YOU IN AS TIMELY AND
PROFESSIONAL MANNER AS POSSIBLE. THERE ARE CERTAIN OCCASIONS WHEN FAMILY MEMBERS, FRIENDS OR
OTHERS MIGHT BE INVOLVED IN YOUR CARE AS A PATIENT AND YOU WILL WANT OUR OFFICE TO BE ABLE TO
COMMUNICATE DIRECTLY WITH THEM. IN ORDER TO PROTECT THE PRIVACY OF YOUR HEALTH INFORMATION, PLEASE
SHARE WITH US THE NAMES OF ANY OF THE OTHER PEOPLE WITH WHOM WE CAN DISCUSS YOU CARE AND SHARE
YOUR PROTECTED HEALTH INFORMATION.

PLEASE LIST ANY OTHER PEOPLE WITH WHOM YOU AUTHORIZE OUR OFFICE TO DISCUSS
ASPECTS RELATED TO YOUR CARE:

NAME: RELATIONSHIP TO PATIENT:
NAME: RELATIONSHIP TO PATIENT:
NAME: RELATIONSHIP TO PATIENT:

Are there any other numbers you would like to be contacted at?

Home Phone: Work Phone:

Okay to leave message on machine? Okay to leave message?
Leave message to call us back?

Leave detailed message (re: tests results, appointment times, ect)

PATIENT SIGNATURE: DATE:




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 PRESCRIBED for you. Controlled substances include
pain medications, anxiety medications, sleep medications, ADHD medications, narcolepsy
medications, certain seizure & migraine medications.

Purpose
| acknowledge that controlled substances are prescribed to manage specific medical conditions
and must be used responsibly to avoid misuse, dependency, or diversion.

Patient Responsibilities

| will take medications exactly as prescribed.

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

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

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

| will keep medications secure and understand that lost/stolen prescriptions will not be replaced.
| agree to random urine or blood drug screens [at my cost] and/or pill counts as required.

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

| 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.

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

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

The provider may discontinue medications if:

1. |violate this agreement.
2. My condition no longer requires them.
3. There is evidence of misuse or diversion.

Termination 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:

| authorize my provider to access my prescription history through the Alabama Prescription Drug
Monitoring Program (PDMP). & permit to contact previous pharmacies or physicians to obtain
information if needed.

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.

Patient’s Signature:

Date:

If Patient is a Minor or Unable to Sign:

Authorized Representative Name:

Relationship to Patient:

Signature of Representative:




Authorization 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 notifications
Prescription 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 communication. You understand and acknowledge the
following Message & data rates may apply depending on your wireless carrier plan.

Consent is not a condition of purchase or service.
You may opt out of SMS communications at any time by replying “STOP” to any message.

If you need assistance or more information, 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 sensitive information by text.

Authorization Information

Full Name:

Mobile Number: ( ) -

Date of Birth (if applicable):

Consent to Receive SMS: 0 Yes o0 No

Signature



