




PELL CITY INTERNAL & FAMILY MEDICINE 

PAPER WORK CHARGE/AUTHORIZATION & CONSENTTO TREAT/NO SHOW POLICY ACKNOWLEDGEMENT 

PAPER WORK: There is a charge for filling out any forms (FMLA, VA Forms, Disability Forms & any letters) by your physician 
and/or staff when needed. ALL FMLA & DISABILITY FORMS ARE SENTTO A THIRD PARTY COMPANY that will contact you for 
payment once complete. If you have any questions regarding this policy, please reach out to your provider Monday- Thursday 
8am - 4pm. 

AUTHORIZATION & CONSENT TO TREAT 

Assignment and Release: I hereby assign my insurance or other third party carrier benefits to be paid directly to the Physician Practice, 
realizing I am responsible for any resulting balance. I also authorize the Physician to release any information required to process this claim 
to my insurance carrier and/or to my employer or prospective employer. I acknowledge that I am financially responsible for services 
rendered, and failure to pay any outstanding balances may result in collection procedures being taken. Further, I agree that if this account 
results in a credit balance, the credit amount will be applied to any outstanding accounts of mine, or to a family member whose account I 
am guarantor for. 

Consent for Treatment: I hereby authorize the physicians, mid level providers, nurses, medical assistants, and other practice staff to 
conduct such examinations, and to administer treatment and medications as they deem necessary and advisable. 

No Show Policy: I understand if I fail to come for a scheduled appointment or cancel less than 24 hours prior to the appointment, I will 
be considered a "no show". A no show fee of $50.00 per occurrence may be charged. Ongoing occurrences of no shows may result in 
dismissal from the Practice. 

I understand the Financial and No Show Policy, Authorization and Consent for Treatment, and hereby agree to them: 

SIGNATURE OF PATIENT OR GUARDIAN: ______________ DATE: __ / __ ./ __ 

FRONT & BACK 







PELL CITY INTERNAL & FAMILY MEDICINE 

PATIENT AUTHORIZATION TO USE OR DISCLOSE PROTECTED HEALTH INFORMATION 

I hereby authorize the disclosure of my individually identifiable health information as described below, I understand that this 
authorization is voluntary. I understand that if the organization authorized to receive the information is not a health plan or health care 
provider, the release information may no longer be protected by federal privacy regulations. 

Patient Name: 
-------------------

Date of Birth: ___ ! ___ ! __ _ 

Persons/Organizations providing the information: Sending or Receiving: ________ _ 
Pell City Internal & Family Medicine 

CIRCLE YOUR PROVIDER: 
Dr. Rick Jotani /Dr.Barry Collins/ Dr. llinca Prisacaru /Dr.Jeffrey Jackson 

41 Eminence Way, Suite A 
Pell City, Alabama 35128 
Phone: (205) 884-9000 Fax: (844)689-2691 

Specific description of information (including patient demographics and dates of treatment/office visits). 

o All medical records and office notes from the last 3 years (including HIV/AIDS, STDs, mental illness records and alcohol and/
or drug abuse).

o Other: ________________________________ _

I understand that I have the right to revoke this authorization, in writing, at any time by sending such written notification to the Privacy 
Officer at 41 Eminence Way, Suite A, Pell City, Alabama 35128. I understand that a revocation is not effective to the extent that my 
physician has relied on the use or disclosure of the protected health information, or if my authorization was obtaining insurance coverage 
and the insurer has a legal right to contest a claim. 

Pell City Internal & Family Medicine will not condition my treatment, payment, enrollment in a health plan or eligibility for benefits on 
whether I provide authorization for the requested use or disclosure. 

I understand I have the right to: 
• Inspect or copy the health information to be used or disclosed as permitted under the law.
• Refuse to sign the authorization.

The use or disclosure requested under this authorization may result in financial gain to my physician from a third party. 

This authorization will expire on--�! ___ ! ___ . After this date Pell City Internal & Family Medicine 
can no longer disclose the patient's protected health information without first obtaining a new authorization form. 

I fully understand and accept the terms of this authorization. 

SIGNATURE OF PATIENT OR GUARDIAN: ______________ DATE: __ / __ / __ 
















