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We are thankful you’ve chosen us for your healthcare journey.

We are now using Phreesia for appointment reminders and electronic check in. Please use this resource to 
shorten wait times and help our staff work most efficiently during your visit. Once you answer the questions, 
they will save in case you can’t complete check in all at once. You can return to the text message you received 
and continue the check in process from that link at any time. You may also contact us by responding to that 
text message. 

Phreesia will contact you 7 days and again 48 hours before your appointment to remind you of your 
appointment date and time and allow you to electronically check in. If you have a conflict with your scheduled 
appointment, please notify our office as soon as possible. This information is also available on the patient 
portal. You will receive your patient portal invitation via email at your first appointment. No patient will be 
seen without an appointment. 

We require your insurance cards at every visit. Please have your most recent insurance cards ready for the 
receptionists when they call you to their desk to check in. This can be completed in  
Phreesia as well. 

Your copay is due at the time of your visit and will be collected at check in. Please consult your insurance 
company regarding any questions about your specialist copay. 

If you have an insurance plan that requires an insurance referral to be seen by a specialist, that is the patient’s 
responsibility to contact your primary care physician regarding your referral prior to your appointment.  This is 
the policy of your insurance company.  We are not allowed to obtain a referral for any of your visits here. If 
there is not a referral on file, any outstanding balances become patient responsibility. 

 Most of our physicians utilize wonderful nurse practitioners. You have likely already met the one(s) working 
with your physician in their clinic. Patients will rotate seeing the physician and the NP during your care here. 
The nurse practitioners were trained directly by your physician. The care plan and medical decision making is 
100% in collaboration with the physician regardless of which provider you see that day.  

Once you establish care with a provider in our office, you will remain with that provider and their team. It’s 
our policy that we do not allow changing of physicians within the practice. If your provider is out for a leave of 



absence, one of our other providers will care for you in their absence. 

For our Medicare patients, your deductibles renew each January.  You are responsible for this deductible each 
year AFTER Medicare is billed for your visit. 

Any questions you may have concerning our fees, payments, or insurance claims should be directed to our 
billing staff at 205-930-3002. 

If copies of records or lab reports need to be sent to another doctor, please inform your physician’s nurse at 
the time of your visit or make those requests through the portal.  If you, an insurance company, or an 
attorney's office need your records, we must first have a signed authorization of release to send the records. 
There are fees for completion of forms and copies of records released to the patient.   

Due to a high volume of calls, you will get an automated attendant when you call our office. This allows us 
to call you back with the information you need instead of making multiple calls. To schedule an appt, choose 
option 5 and to leave a message for the nurse, choose option 6. Please leave your name, date of birth, the 
physician you see in our office, and a phone number where you can be reached. Not leaving this information 
may make it impossible to locate you in our system and we will not be able to return your call.  

To request a refill, please contact your pharmacy so they can request it electronically. This is the most efficient 
way to process these requests, including narcotic prescriptions. If you leave a message for the nurse, they will 
return your call by the end of the day.  Please leave only one message; messages left after 3pm may be 
returned the following business day. 

Thank you for reviewing our policies. If you have any questions, please feel free to contact me directly.

Kindest regards, 

Holleigh Seales 
Holleigh Seales 
Practice Administrator 
205-930-3005

I have read this letter and agree to the practice policies and procedures shared in this document. 

Printed Name 

Signature 

Date 

Patient’s Date of Birth 



Patient Information (Please Print)

_ Referring Doctor _____________________________________

Primary Care Doctor ____________________________  Pharmacy _______________________

(First and Last) ____________________________________________________

Email Address __________________________________________________________________

Mailing Address ________________________________________________________________

City ______________________________________ State ______________ Zip ______________

Home Phone ____________________________ Cell Phone _____________________________

Other Contact Phone (if any) ______________________________________________________

Date of Birth ______/______/______              Social Security # _______ - ______ - _________

______________________________________________________________

Business/Work Phone _____________________________________ Marital Status  S   M   D   W

Language Preference____________Race______________Ethnic Group_________Gender  M   F

___________________________________________________________

____________

Emergency Contact:

________________________________ Relationship: _____________ Phone: _______________

Insurance Information
Please tell us which insurance is primary if you have more than one

Medicare # ____________________________________________________ Primary  Secondary

Medicaid # ____________________________________________________ Primary  Secondary

Insurance Company: ____________________________________________ Primary  Secondary 

Subscribers Name: ______________________________________________________________

Policy # ___________________________________________ Group # _____________________

Subscribers Date of Birth: _____/_____/_____ Amount of Specialist Co-pay $ ___________

All co-pays and payments are due at the time of service



Patient Confidentiality Form

I understand that Rheumatology Associates has a legal and ethical responsibility to 
maintain patient privacy, including obligations to protect the confidentiality of patient 
information and to safeguard the privacy of patient information.  I may elect to provide 
Rheumatology Associates three names of individuals who may obtain information 
concerning my treatment.

______________________________
Name

______________________________
Relationship

______________________________
Name

______________________________
Relationship

______________________________
Name

______________________________
Relationship

I understand that on occasion Rheumatology Associates may have the need to contact 
me at home or work.  Employees of Rheumatology Associates may:

(please initial one)

__________ leave non detailed messages on any number provided by the patient

__________ leave detailed messages on any number provided by the patient

__________ not leave messages 

I agree that my obligations under this agreement regarding patient information will 
continue as long as I am a patient of Rheumatology Associates, or at the time I provide 
written revocation of this document.

________________________________________   _________________________
Patient Signature Date



Agreement to Pay

Please read the following and sign below:

I understand and agree that I am financially responsible to pay all amounts and charges submitted by 
Rheumatology Associates for services rendered during the course of my treatment, including hospitalization, 
unless the physician or contractors are otherwise obligated to accept payment from a third-party payer.

I understand and agree that I am financially responsible to the Physician even though there may be insurance 
or other third-party coverage. Failure to make payments when requested is the basis for legal action and I agree 

I understand and acknowledge that payment is due in full upon receipt of an invoice statement.

I agree that my obligations to make payments are joint and reasonable and that the Physician may pursue either
or both parties for payment, and that I, and not any insurance company, will be solely responsible for the entire 
bill, even though the cost of this medical care may exceed the amount reimbursed by third-party insurers.

====================================================================

Responsibility for Non-Covered Services

The physician may determine that there are certain routine services that are necessary for the maintenance of 
good health and standard medical care that are not covered by your Blue Cross, PMD contract, other insurance 
contract, HMO, or other third-party insurance coverage. Charges not covered may include services, and/or any 
annual deductibles, or co-pays. The Physician will only order tests that are deemed medically necessary in the 

I acknowledge and understand this non-covered service policy of the Physician. I agree to be fully responsible 
for all charges by the Physician for such non-covered charges in amounts set forth on a fee schedule which will 
be available at my request.

______________________________________________________________________
Date Patient

______________________________________________________________________
Date Responsible Party
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