
PATIENT INFORMATION
First Name:

Address:

HUNTSVILLE RENAL CLINIC, P.C.
810 FrinkliD Street, Suile A

Huntsville, AL 35801

(256) 333-7676

MI: _ Lasl Name

Telephone Cell Phone: (

Emergency Contact Emergency Phone:

Race: Ethnicitv: 0 Non-Hispanic E Hispanic E Wishes lo nol reporl

Spouse's Name:

Suite #:

Employer Phone

Maiden/Previous Name

Patienl's Employer:

Employer's Address:

City: State: _ Zip: :(
If patient is over l8 q4g! a studenr, please check: E Employed O pan-time O Full-time Student

BII,I,IN UARANTOR INFORMATION
First Name:

Address:

MI: _ Last Name

City State: _ Zip
Telephone: (_)

Group No:

Subscriber Name:

Subscriber Sex: _ DOB: / / SSN:

Relationship to Patient:

Employer Address:

SECONDARY INSURANCE:
Group No: Policy No: Copay Amt:
Subscriber Name:

Subscriber Sex:

Subscriber Employer Work Phone

If scheduled appointments are cancelled without 24 hours notice there will be a $25 cancellation fee. _( initial)
I understand that I am financially responsible for the charges not covered by insurance.

Relalionship to Palient:

DOB: / / SSN:

S ignature Date

City: State: _ Zip:
( I )

)I

May we leave messages on your telephone voicemail? 0 Yes O No
Binh Date: / / Sex: _ Marital Status: _ Social Security No.: _

Language: _ Referring Physician: _

INSURANCE INFORMATTON
PRIMARY INSURANCE:-

Policy No: _ Copay Amr: _

Subscriber Employer: Work Phone:

Employer Address:



General lnformation

Name:

Name you prefer to be called

Race: EAfrican-American
! Asian

E Caucasian

E Hispanic
! lndian

tr Pacific lslander

Date of Birth:

E other:

Allergies Please list any medicines you are allergic to and the reaction you had (e.g. hives, nausea, etc.)

Medications Please list the dose and frequency of all medicalions you lake including over the counter
medications (e.9., aspirin, antacids, vitamins, elc.) and herbal supplements (garlic, cranberry etc.)

1

J

1

2

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

Year of last pneumonia vaccine
Year of Hepatitis B Vaccine

Dialysis History Yes I No
StaruEnd Center Type

Medical lllnesses
Acute Kidney lnjury No
Anemia No
Atrial fibrillation No
Cancer No
CHF No
Chronic kidney disease No
Clotting disorder No
COPD No
Coronary artery disease No
Oiabetes mellitus No
Diabeticnephropathy No
Enlarged Prostate No
ESRD No

GERD
Gout
Hepatitis
HIV/AIDS
Hyperkalemia
Hypedipidemia
Hyperparathyroidism
Hypertension
Hyponatremia
Hypothyroidism
Kidney stones
LUPUS

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

No
No

No
No

No
No
No
No
No

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

No
No

No

No

Date:

lmmunizations
Year of last flu vaccine _



Surgical History
Bladder surgery No
Thyroid surgery No
Kidney removal No
Kidney stone surgery No
Parathyroid surgery No
Transplant No

Family History:
Anemia:
Autoimmune disease:
Cancer:
Diabetes:
Hyperlension:
Kidney Disease:
Heart Attack:

Status: Father
Mother

Packs/day

Years:

Kidney biopsy No
CABG No
Cardiac slent No
Dialysis access surgery No

Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes

!
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!
n

!
tr
tr
tr
!
!
tr

n
!
!
!
n
tr
!
! Living

E Living

Mother
Mother
Mother
Mother
Mother
Mother
Mother

E Deceased
n Deceased

Sibling
Sibling
Sibling
Sibling
Sibling
Sibling
Sibling

E unkno*n
E unknown

Father
Father
Falher
Father
Father
Father
Father

! cniro
n cniro
! cnna
! cniro
D cntro
E cniro
E cnito

E othet
E ottet
n otner
! other
! omer
X ott'er
E otner

Social History

Tobacco use: f]cunent user n Former user n Never used E unknown

Type: ! Cigarettes n Pipes E cigars ! chewing Tobacco ! Snuff

Alcohol Use:

Drinks/}Veek
YeslNolDefer

wine

Quit Date

Counseling Given: Yes I No

beer _ liquor _ standard drinks

Recreational Drug Use; Yes lNo lDefer
Typ€s of drugs used: _
UseA^reek:



0
H U NTSVILLE
Rewldilw,P.C,

GENERAT COMMUNICATION PREFERENCES

We would like to know how to best co.nmunicate with you. Please mark the boxes below giving us
permission to call, email, and/or text you.

Home Phone Number:

Mobile Number:

EmailAddress:

Home Phone Mobile Phone Email Text Messase All

Appointments:

Lablfest Results:

Messages from P hys icia n/Sta ff:

Patient Signature: Oate:



a
H U NTSVILLE
RenalClinir,,PC

PATIENT CONTACT INFORMATION SHEET

PATIENT NAME:

PATIENT DATE OF BIRTH:

Any physician, staff, employee, or representative of Huntsville Renal Clinic, p.C. has my
permission to discuss my account and medical conditions which may include symptoms,
treatments, diagnosis, test results, medications or any other type of protected health
information with the following persons in order to facilitate and coordinate my care, treatment
and payment.

Name Relationship Phone Number

Name Relationship Phone Number

Name Relationship Phone Number

Name Relationship Phone Number

Name Relationship Phone Number

I understand that authorizinB the release of my information to the above individual(s) is voluntary and does not
affect my access to treatment. I can refuse to sign this form. I can revoke it by writing to Huntsville Renal Clinic,
P C. or by completin8 a new form at any time. This authorization will remain in effect until lchange or revoke it. I
understand that if information is shared with the above individual(s) it may be subject to redisclosure by the
individual(s).

Patient Signature: Date:



h
H UNTSVILLE
ReralChnic,P.C.

PATIENT OWTEDGEM FORM

_ 1. ln case of emergency, call 911 or go to the nearest Emergency Room.

- 
2. All patients must have a Primary care physician to manage non-nephrology related problems.

We are a specialty practice limited to Nephrology issues.

-3. 
All patients must bring Al-L medications (prescription and over the counter). your physician

needs to be aware of any medication changes to ensure that all prescription refills are correct.

_ 4. Please allow up to 48 hours for any and all prescription refills.

_ 5. We do not manage chronic pain or refill any medications for pain.

- 
6. lf you use a lab other than Huntsville Hospital or have labs done at another physician,s office,

please bring your lab results with you to our office or call 48 hours prior to you appointment so we can
try to obtain your lab results.

- 
7. At the time of checkout you will be given: next appointment, current medication list and lab

orders for your next appointment.

- 
8. Due to the quantity of labs drawn, we do not call lab results unless there is a need for further

test or medication changes. Lab results may be reviewed on your patient portal after your physician has
reviewed the results.

_ 9. Our office does not perform any kind of disability determination exam.

- 
10. lf you cancel your scheduled appointment without a 24 hour notice there will be a S2s

cancellation fee.

Patients Name DOB Date



HUNTSVILLE

FINANCIAL POLICIES, EFFECTIVE January L,2O2O

We accept Cash, Visa, MasterCard and Oiscover for your convenience

ln order to file insurance forms from our office, we require all information to be completed on the
patient registration form every visit. Please present insurance card(s) at each appointment.

Self-Pay: lf you do not have insurance, payment will be due at the time of service.
First visit - S75 is due at time of visit and you will be billed for the remainder balance.
Sub sequential visits - S50 is due at time of visit and you will be billed for the remainder balance.

we do not bill for copays and deductibles. Failure to pay your copay and deductible at the time of
service may result in the need to reschedule your appointment.

Billing: For questions regarding your bill, the billing office may be reached at (256) g81-8455.

Non-covered Services: The following are considered "Non-Covered Services', by most insurance
companies.

o Forms completion: Disability, Travel, Release from Work, prior Authorizations, and
other forms not required by insurance plans will require a $25 charge in addition to your
office visit charge.

Your medical record is strictly confidential. No information regarding our patients will
be released without written authorization from the patient or patient's guardian. We
have a standard release form that you may sign if you should need copies ofyour
medical records. We will forward your records to other physicians at no cost to you.
However, if you need copies for insurance companies or other services, we charge a
nominal fee for the copying of your records.

Patient's Signature Date

RenalClinic,PC

Copays are due when services are rendered.



HUNTSVILLE
RenalClintr,,P.C.

cancellations/Reschedullno: lf you cannot keep an appointment, please notify our office at leasl 24
hours prior to your scheduled appolntment. lf a 24 hour prior notice is not received by our ofiice, you

may be charged a $25 non-cancellation tee.

Prescriplions and Retills: The best time to get a prescription relill is at your regularly scheduled
appointmenl.

Please obtain your refills during physician visits.

. We rerill prescripiions during ofiice hours only. please allow a 24 hour turnaround tor all
prescription requosts.

lf you run out of your medication prior to your nexl scheduled visit and your cunent
prescriplion bottle indicates that you haye refills remaining, please first contacl your pharmacy
lo have a refill request senl eleclronically to our ofiice.

Please note that we do not refill prescriptions written by other physicians

' Also please not6 that we do nol prescribe narcotics for chronic pain. Discuss any pain issues with
your physician during your scheduled ofiice visit.

Thank you tor choosing our ofrice tor your medical carel your health is our primary concem. with
changes in healthcare recently, we haye adopted the tollowing oflice policias.

Aopointments: Please anive at leasl '15 minules prior to your scheduled appointment. we will ask you
to sign in and present your insurance card(s) at every visit. we appreciate your patience with our
receplionist at the check-in desk. Have a complele updated list of your medications with you at each
vislt


