




OFFICE POLICIES!!
Here are a few of our policies that we would like for you to be aware of:!!
Check In Process!!
1- Insurance card and a valid ID are required during check in for every visit.!
2- A patient/parent/guardian must notify the office of changes in address, telephone 
number or insurance.!
3-All past due balances and copays are due at time of service.  Insurance company 
contracts require that we collect copay on the date of service.!
4-We accept cash/check/debit cards/and most major credit cards.!
5-Private pay patients will be asked to pay a deposit of $150.  If the office visit is less 
$150 you will receive a refund of the difference.  Some private pay fees may be eligible 
for a discount if paid in full on the date of service.!
6-If you have a high deductible plan you may also be asked for a $150 deposit.  After 
you receive an explanation of benefits you may call our office for a refund of difference 
in case of overpayment or we will credit your account in case of overpayment. !
7-There is a $25 fee for returned checks. !!
Appointments!
1-Patients who are 15 minutes late for their appointments may have to reschedule.  We 
will try to work you in if time allows.!
2-If you are scheduled for an annual physical or wellness exam and have an active 
problem or illness you will have a copay due to separate insurance filing.!
3-Your appointment spot has been reserved for you.  Please be considerate of other 
patients and give 24 hour notice of cancelled appointments.!
4-No Shows may be charged a $25 fee.!!
Medication Refills!
1-Medication refills for chronic stable conditions can be requested by phone during 
business hours if you have been seen in the previous 3 months.  Please request all 
necessary refills during and office visit. Please note that if you are out of refills you may 
be due for a follow up appointment. !
2-Antibiotics will not be prescribed over the phone. If you feel you or your child may 
need an antibiotic, he/she will need to be seen.!!
Controlled Substances!
1-Certain controlled substances and all Opioid pain medications require an appointment 
for refill.!
2-The Alabama Pain Management Act of 2013 requires any patient on a Schedule II 
Narcotic be seen at least every three months.!
3-All new patients are subject to query in the Alabama Controlled Substance Data Base.  
If the database reveals that you have been dismissed from a pain management clinic or 
have been visiting multiple physicians for narcotic medications we may decline to take 
over or withdraw from your care.  This is subject to each physicians discretion.!



! ! ! ! ! ! ! ! ! ! continued!
Others:!
1-There may be document fees for any form which requires a physician signature.!
2-Medical records can be faxed to other physicians free of charge.  Paper copies of 
records for any other reason are subject to a printing/copy fee according to law 
(CMS.org)!
3-An excused absence for school or work will only be issued if the patient was actually 
seen in the office.!!!
I have read and understand these policies:!!!
____________________________________! Date_____________!!!!!!!!
___I certify that I have never filed a malpractice claim against a physician or hospital.!!
___I have filled a malpractice claim against a physician or hospital.!!
! Explanation_____________________________________________________!!
____________________________________________________________________!!!!!
Signature____________________________! Date______________

http://CMS.org






!!!
CONSENT FOR MEDICAL CARE AND PRIVACY NOTICE!!!

I understand that my health conditions may require diagnosis and treatment.  I hereby 
voluntarily consent to such treatment services, and procedures as ordered by my doctor, his 
consultants, associates and assistants.  I also understand that occasionally student doctors and 
others in professional training programs may be among those who care for me.!!
I authorize Columbiana Clinic to discuss my medical history, diagnosis, treatment and prognosis 
as authorized by the HIPPA privacy act as it is enforced by the Department of Health and 
Human Services (HHS.gov). I have the right to add anyone or any organization that I do not 
wish to have my medical information by requesting in writing at any time.!!
I understand there are times when Columbiana Clinic has to release information without my 
consent as outlined in the notice of privacy practices.  For example, to other doctors and health 
professionals as necessary, to government agencies as authorized by law, to insurance 
companies, and to any court of law which issues a subpoena or court order.  !!
I also understand that Alabama law provides if any health care worker is exposed to my blood or 
other bodily fluid, Columbiana Clinic may perform tests, with or without my consent, on my blood 
or other bodily fluid to determine the presence of any communicable disease, including but not 
limited to Hepatitis, HIV/AIDS and Syphilis.  I understand that such testing is necessary to 
protect those caring for me as a patient and that the results of tests taken under these 
circumstances are confidential and do not become a part of my medical record. !!
In the State of Alabama patients age 14 and above, emancipated minors, and pregnant patients 
may consent for their own medical treatment.!!
I hereby give consent to Columbiana Clinic to discuss my medical condition and any test results 
and/or billing information to the following individuals:!!!
A.________________________________! Relationship _________________________!!!
B.________________________________! Relationship _________________________!!!
C.________________________________! Relationship _________________________!!!
My signature certifies that I have read and understand this privacy notice.!!!
X______________________________________________Date____________________

http://HHS.gov

