
A FEW NOTES: 

 

Please complete ALL of the attached forms. Bring them 

completed to your visit. 

 

Bring DL and Insurance cards--- we verify this at EVERY visit 

 

We accept Cash, Credit, or debit for copays and deductibles 

(checks, American Express, or Discover are NOT accepted) 

 

Please list ALL medications, including supplements and 

vitamins, as well as the dose and instructions on the med list 

provided. 

 

Please make sure you have all of the above items or your 

appointment will be prolonged and may require rescheduling. 

 

Call 205-593-4200 if you have questions. 

 

We look forward to seeing you! 

 

 



Functional Medicine of Alabama 

Patient Demographics 

Last: ___________________ First: ___________________ Middle: _____________ 

Mailing Address: _____________________________________________________ 

City: _____________________ State: __________________ Zip: _______________ 

Home Phone: ________________ Cell: _______________ Work: ______________ 

DOB: _________________ Sex: ________ Marital Status: ____________________ 

Email: __________________________ may we share information via email yes/no 

Social security #: ________________________ DL #: ________________________ 

Occupation: ___________________________ Employer: _____________________ 

Insurance 

Primary: _____________________________ Secondary: _____________________ 

Insurance subscriber, if other than patient: ________________________________  

DOB: ___________ relationship: ____________________ 

Emergency Contact 

Name: _________________________ Relationship: ________________________  

Phone: ____________________________________ 

Consent to share information with the following individuals: 

_____________________  _________________________  ___________________       

Consent to treat 

I, the undersigned patient, hereby authorize Dr. St. Petery and her staff to 
administer diagnostic testing, procedures, and treatments as considered necessary 
based on the findings during the course of the examination and treatment. I 
hereby certify that I have read and fully understand the above Consent to Treat. I 
also certify that no guarantee or assurance has been made as the end results 
following my treatment.  

Patient Signature: ___________________________________ Date: ___________ 

Witness Signature: ___________________________________ Date: ___________ 



Assignment of Benefits 

I, _______________________, hereby assign all medical and or/surgical benefits, to include major medical 

benefits to which I am entitles, including government sponsored programs, private insurance, and any other 

private insurance plans for services rendered by Functional Medicine of Alabama, PC. This assignment will 

remain in effect until revoked by me in writing. I hereby authorize Functional Medicine of Alabama, PC to 

release all information necessary to secure payment of said benefits.  

Financial Responsibility and Non-coverage statement 

I, ______________________, am responsible for all charges on this account. I am aware that there are 

services that may be rendered that may not be covered by insurance. This could include services beyond 

maximum benefits allowed in a calendar year, not medically necessary, etc. I understand that if services are 

billed to my insurance and are denied for any reason, that I am financially responsible. This includes denials for 

maximum benefits paid, non-coverage, insurance termination, unmet deductibles, etc. I understand that my 

claims are being filed as a courtesy and that any balance that remains is my responsibility. Overdue accounts 

may be placed with a collection agency or an attorney for collection. In the event that my account is turned 

over to a collection’s agency or attorney, I agree to pay the collection charges, attorney fees, court costs, and 

any other reasonable costs to collection. 

HIPAA Patient Consent 

I understand that under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I have certain 

rights to privacy regarding my protected health information. I understand that this information can and will be 

used to: 

-Conduct, plan, and direct my treatment and follow-up among the multiple healthcare providers who 

may be involved in my treatment, both directly and indirectly. 

 -Obtain payment from third party payers 

 -Conduct routine healthcare operations, such as quality assessments and physician certifications. 

 

By reading this paper, I have been informed by Functional Medicine of Alabama, PC of the existence of the 

office’s Notice of Privacy Practice, which contains a more complete description of the uses and disclosures of 

my health information. I realize that I have the right to review the office Notice of Privacy Practices prior to 

signing this consent. I understand that this organization has the right to change its Notice of Privacy Practice 

from time to time, and that I may contact this organization at any time (during routine business hours) to 

obtain a copy of the Notice of Privacy Practice. 

I understand that I may request in writing that Functional Medicine of Alabama, PC restrict how my private 

information is used or disclosed to carry out treatments, payment, or healthcare operations. I also understand 

that Functional Medicine of Alabama, PC is not required to agree to my requested restrictions, but that if they 

do agree, the office will be bound to abide by such restrictions. 

I understand I may revoke this consent in writing at any time. 

Printed Name: ______________________________________________________________________________ 

Patient Signature: __________________________________________________ Date: ___________________ 

 



 

Functional Medicine of Alabama, PC 

Payment Policy 

 
We are committed to providing you with quality and affordable healthcare. Because some of our patients have had questions 

regarding patient and insurance responsibility for services rendered, we have been advised to develop this payment policy. Please 

read it, ask us any questions you may have, and sign in the space provided. A copy will be provided to you upon request. 

1. Missed appointments: Our policy is to charge $150.00 for all missed appointments not cancelled with a notice of 24 business 

hours prior to the scheduled visit. Saturday and Sunday are not included in business days and messages left on those days are 

not valid and will result in a missed appointment fee. Monday appointments must be cancelled by close of business the 

Thursday prior to the appointment. These charges will be your responsibility and billed directly to you. Phone call reminders and 

emails are a courtesy and do not excuse a missed appointment. Please help us to serve you better by keeping your regular 

scheduled appointment. In the event of a missed appointment you will be charged $150.00. 

2. Insurance: We are participating providers with several insurance plans. We will file all of the insurance claims for these plans. 

Please remember that insurance is a contract between the patient and the insurance company an ultimately the patient is 

responsible for payment in full. If your insurance company does not pay the practice within a reasonable period of time, you 

will be billed. We will submit your claims and assist you in any way we reasonably can to help get your claims paid. Your 

insurance company may need you to supply certain information directly. It is your responsibility to comply with their requests. 

Please be aware that the balance of your claim is your responsibility whether or not your insurance company pays your claim.  

3. Copays and deductibles: All copays and deductibles must be paid at the time of service. This arrangement is part of your 

contract with your insurance company. Failure on our part to collect copays and deductibles from patients can be considered 

fraud. Please help us in upholding the law by paying your copay at each visit. 

4. Non covered services: Please be aware that some, and perhaps all, of your services you received may be non-covered or not 

considered reasonable or necessary by Medicare of other insurers. You must pay for these services in full at the time of visit. 

5. Proof of insurance: All patients must complete our patient information before seeing the doctor. We must obtain a copy of your 

driver’s license and current valid insurance to provide proof of insurance. If you fail to provide us with the correct insurance 

information in a timely manner, you may be responsible for the balance of the claim.  

6. Coverage changes: If your insurance changes, please notify us before your next visit so me can make appropriate changes to 

help you receive your maximum benefits. If your insurance company does not pay your claim in 45 calendar days the balance 

will automatically be billed to you.  

7. Nonpayment:  If your account is over 90 days past due, you will receive a letter stating that you have 20 days to pay your 

account in full. Partial payment will not be accepted unless otherwise negotiated. Please be aware that if a balance remains 

unpaid, we will refer your account to a collection agency and you and your immediate family members will be discharged from 

this practice.  

8. Non participating insurance accounts/self-pay: We contract with some insurance carriers, but not all. If you are insured by a 

company with which we do not contract, you will be considered a self-pay patient and full payment is due at the time of service. 

We can supply you with the statement of your charges. You may submit this, along with any additional forms your insurance 

requires, to your insurance company for reimbursement. Due to many different insurance products, our staff cannot 

guarantee your eligibility and coverage. It is your responsibility to check with your insurer’s member benefits department 

about services and providers before your appointment.   

_________ I have non-participating insurance policy and will be self- pay 

_________ I have no health insurance and will be self-pay 

9. Forms of payment: We accept cash, Visa, and Mastercard. NO checks, American express or Discover. Our practice is committed 

to providing the best treatments to our patients. Our prices are representative of the usual and customary charges for our area. 

Thank you for understanding our payment policy. Please let us know if you have questions or concerns. 

10. Supplements: All supplement sales are FINAL. It is the patient’s responsibility to check supplements to see if they are allergic to 

any of its ingredients. NO REFUNDS OR EXCHANGES ARE ALLOWED. 

 

I have read and understand the payment policy and agree to abide by its guidelines. 

 

Signature of patient or responsible party: ____________________________________________ Date: ______________ 

 

Staff signature: __________________________________________________________________Date: ______________ 



Medication List 

Name: _____________________________________________________ DOB: _________________________ 

Allergies:_________________________________________________________________________________ 

Please list all medications, including supplements, as well as the strength and instructions: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 



History and Physical 

Name: ________________________________________________________ DOB:_______________________ 

Hospitalizations/Surgery 

Date: _________ Reason: _________________________        Date: _______  Reason: ___________________ 

Date: _________ Reason: _________________________        Date: _______  Reason: ___________________ 

Date: _________ Reason: ________________________           Date: _______ Reason: ___________________ 

Medical History 

____Allergies                     ____Diverticulosis               ____Kidney stones             ____Throat-frequent sore 

____Anemia                      ____Fatigue- chronic           ____Lactose intolerant     ____Urination-loss of control 

____Swollen ankles         ____Gallbladder trouble     ____Mental illness             ____ urination-decrease 

____Appetite- loss of      ____Gout                               ____Osteoporosis              ____urination-painful 

____Asthma                      ____Headaches                    ____Thyroid disease          ____Varicose veins 

____Back Pain                   ____Heart Murmur             ____Prostate disease         ____venereal disease 

____Bone/Joint injury     ____Hemorrhoids                ____Psoriasis/Eczema        ____ Other 

____Bowel changes         ____Hernia                           ____Sexual/Menstrual            ________________________ 

____Cancer                        ____High blood pressure  ____Sinus issues                       _______________________ 

____Convulsions               ____Indigestion                  ____Stool-bloody                      _______________________ 

____Constipation              ____Infections-recurrent  ____Stroke                                ________________________ 

____Diabetes                     ____Jaundice/Hepatitis     ____swallowing difficulty 

____Diarrhea                     ____Kidney stones             ____sleep issues 

Family History 

                                             Father                       Mother                 Sibling                     Grandparent 

Alcoholism                          ________                ________             _________               __________ 

Asthma        ________                 ________             _________               __________ 

Bleeding disorder              ________                 ________             _________               __________ 

Cancer         ________                 ________             _________               __________ 

Diabetes        ________                 ________             _________               __________ 

Epilepsy/Seizures       ________                 ________             _________               __________ 

Glaucoma        ________                 ________             _________               __________ 

Heart Disease         ________                 ________             _________               __________ 

High blood pressure          ________                 ________             _________               __________ 

Kidney disease                   ________                 ________             _________               __________ 

Mental illness                    ________                 ________             _________               __________ 

Osteoporosis                     ________                 ________             _________               __________ 

Stroke                                  ________                 ________             _________               __________ 

Thyroid Disease                 ________                 ________             _________               __________ 

______________              ________                 ________             _________               __________ 

______________               ________                 ________             _________               __________ 

Habits 

Alcohol: yes / no    amount:____________________          Exercise: _____________________ 

Coffee: yes / no      amount:____________________          Smoker: yes / no / former    amount: ____________ 

Caffeine: yes / no  type/amount:______________           salt intake: ___________________________________ 

 



 





 



 



 



 


