WINFIELD FAMILY &
OCCUPATIONAL MEDICINE, PC

GARY FOWLER,MD e ALYSSA WEBB, CRNP e BRITNEY SULLINS, CRNP

NEW PATIENT PACKET

Thank you for considering Winfield Family & Occupational Medicine to
serve your medical needs. We are honored to care for you and your family.

e PLEASE COMPLETE THIS ENTIRE PACKET AND RETURN IT TO
OUR OFFICE WITH ALL ITEMS LISTED BELOW SO THAT WE
CAN SCHEDULE YOUR APPOINTMENT AS SOON AS POSSIBLE.

e PLEASE BRING A COPY OF YOUR PHOTO ID, INSURANCE
CARD, AND A CURRENT LIST OF MEDICATIONS FROM YOUR
PHARMACY, INCLUDING ANY OVER THE COUNTER
MEDICATIONS, VITAMINS, OR SUPPLEMENTS THAT YOU TAKE
DAILY.

e NO-SHOW PoLICY — WE UNDERSTAND THAT LIFE HAPPENS!
HOWEVER, MISSED APPOINTMENTS TAKE AWAY VALUABLE
TIME THAT COULD BE GIVEN TO OTHER PATIENTS IN NEED.
TO PROMOTE ACCOUNTABILITY AND CONSIDERATION FOR
OTHERS, A $50 FEE WILL BE ASSESSED FOR MISSED
APPOINTMENTS WITHOUT NOTICE. WE REQUIRE A COPY OF A
DEBIT OR CREDIT CARD TO KEEP ON FILE. FULL POLICY
AVAILABLE BY REQUEST AT THE FRONT DESK.

191 CARRAWAY DRIVE ® SUITE A ®@ WINFIELD ® AL @ 35594
(205) 487-1586 ® WINDOC@DRGARYFOWLER.COM




WINFIELD FAMILY & OCCUPATIONAL MEDICINE, PC

PATIENT REGISTRATION FORM

LAST NAME: FIRST NAME MIDDLE INITIAL: __
SEX: MORF DATE OF BIRTH: SOCIAL SEC #:

ADDRESS:

CITY: STATE: ZIP:

HOME PHONE: MOBILE: WORK:

EMAIL ADDRESS:

RAcE: ETHICITY:

[1 WHITE/CAUCASIAN [0 NoTt HisPANIC OR LATINO
[1 BLACK/AFRICAN AMERICAN [l HISPANIC OR LATINO
[[1 NATIVE HAWAIAN [[1 DECLINE

[1 OTHER PACIFIC ISLANDER

[1 AsSIAN

[1 AMERICAN INDIAN MARITAL STATUS:

[1 ALASKANATIVE [1] MARRIED

[1 OTHER [l SINGLE

[1 UNKNOWN [1 WIiDowWED

] DeECLINE ] DwvoRrRCED

EMERGENCY CONTACT INFORMATION:

NAME: RELATIONSHIP:

CELL PHONE: WORK PHONE: HOME PHONE:

PLEASE PROVIDE A COPY OF THE FRONT AND BACK OF YOUR INSURANCE CARD
(OR)
COMPLETE THE INFORMATION BELOW.

PRIMARY INSURANCE: PoLICY #:
INSURED’S EMPLOYER: GROUP #:
INSURED’S NAME: INSURED’S SOCIAL SEC #:
INSURED’S DATE OF BIRTH: PoLicy EFFECTIVE DATE:
SECONDARY INSURANCE: PoLicy #:
INSURED’S EMPLOYER: GROUP #:
INSURED’S NAME: INSURED’S SOCIAL SEC #:

INSURED’S DATE OF BIRTH: PoLicY EFFECTIVE DATE:




WINFIELD FAMILY & OCCUPATIONAL MEDICINE, PC
DISCLOSURES & CONSENTS

PATIENT NAME: DATE OF BIRTH:

First Name Middle Initial Last name

ASSIGNMENT OF INSURANCE BENEFITS:

| hereby authorize direct payment of my insurance benefits to Winfield Family & Occupational Medicine, PC for services
rendered to me or my dependents by the physician or providers under his/her supervision. | understand that it is my
responsibility to know my insurance benefits and whether the services | am to receive are a covered benefit. | understand
and agree that | will be responsible for any co-pay or balance due that Winfield Family & Occupational Medicine, PC is
unable to collect from my insurance carrier for whatever reason.

MEDICARE/MEDICAID/CHAMPUS INSURANCE BENEFITS:

| certify that the information given by me in applying for payment under these programs is true and correct. | authorize
the release of any of my or my dependent's records that these programs may request. | hereby direct that payment of
my or my dependent's authorized benefits be made directly to Winfield Family & Occupational Medicine, PC or the
physician on my behalf.

AUTHORIZATION TO RELEASE NON-PUBLIC PERSONAL INFORMATION:

| certify that | have received and read a copy of the Winfield Family & Occupational Medicine, PC Notice of Privacy
Practices. | hereby authorize Winfield Family & Occupational Medicine, PC or the physician individually to release, use,
and disclose any of my or my dependent's protected health information, medical or incidental non-public personal
information that may be necessary for medical evaluation, treatment, consultation, or the processing of insurance
benefits, as a covered entity under the HIPAA laws.

NO-SHOW AND LATE CANCELLATION POLICY ACKNOWLEDGEMENT:
| understand and agree that if | fail to cancel or reschedule my appointment within a reasonable time frame, preferably
24 hours in advance, the medical practice reserves the right to charge a no-show fee to my debit or credit card on file.
This fee is intended to compensate for the reserved time and resources that could have been allocated to other patients.
| authorize Winfield Family & Occupational Medicine, PC to process this charge as outlined in the practice's policies. |
acknowledge that it is my responsibility to notify the office in a timely manner to avoid this fee.

AUTHORIZATION TO MAIL, CALL, SMS TEXT OR E-MAIL.:

| authorize Winfield Family & Occupational Medicine, PC to contact me via phone call, SMS text message, or email
regarding my healthcare, including but not limited to appointment reminders, referral arrangements, and diagnostic test
results. | understand that these communications may contain sensitive health information and that it is my responsibility
to ensure my contact details are accurate. | acknowledge that | have the right to rescind this authorization at any time
by providing written notice to Winfield Family & Occupational Medicine PC. Until such notice is received, | consent to
these communications for the purpose of facilitating my care.

LAB/X-RAY/DIAGNOSTIC SERVICES:

| understand that | may receive a separate bill if my medical care includes lab, x-ray, or other diagnostic services or the
reading of such services. | further understand that | am financially responsible for any co-pay or balance due for these
services if they are not reimbursed by my insurance for whatever reason.

CONSENT TO TREATMENT:
| hereby consent to evaluation, testing, and treatment as directed by my Winfield Family & Occupational Medicine, PC
physician or his/her designee.

PATIENT SIGNATURE: DATE:

GUARANTOR SIGNATURE: DATE:
(IF DIFFERENT FROM PATIENT)

PRINT GUARANTOR NAME:




WINFIELD FAMILY & OCCUPATIONAL MEDICINE, PC
PHARMACY & MEDICATION INFORMATION

PATIENT NAME: DATE OF BIRTH:

First Name Middle Initial Last name

CURRENT MEDICATIONS

PLEASE LIST ALL PRESCRIPTIONS, VITAMINS, SUPPLEMENTS, AND OVER THE COUNTER MEDICATIONS

MEDICATION NAME STRENGTH TIMES PER DAY
Example: Ibuprofen 200 mg 2 tablets twice perday
DRUG ALLERGIES:
DRUG: REACTION TO DRUG:
DRUG: REACTION TO DRUG:
DRUG: REACTION TO DRUG:
DRUG: REACTION TO DRUG:

PHARMACY INFORMATION

PHARMACY NAME: PHONE:

PHARMACY ADDRESS:




WINFIELD FAMILY & OCCUPATIONAL MEDICINE, PC

GARY FOWLER,MD e ALYSSA WEBB, CRNP e BRITNEY SULLINS, CRNP

PHONE (205) 487-1586 @ FAX (205) 487-1589

AUTHORIZATION FOR RELEASE OF INFORMATION

I DO NOT WISH TO HAVE TEST RESULTS OR OTHER INFORMATION RELEASED
TO ANY PERSON OTHER THAN MYSELF

I DO WISH TO HAVE TEST RESULTS OR OTHER INFORMATION RELEASED TO THE
FOLLOWING:

NAME: RELATION TO PATIENT:
NAME: RELATION TO PATIENT:
NAME: RELATION TO PATIENT:
NAME: RELATION TO PATIENT:
SIGNATURE: DATE:

(PATIENT OR LEGAL GUARDIAN)

*IF THE PATIENT IS 14 YEARS OF AGE OR OLDER THEY HAVE THE RIGHT, BY LAW, TO
DETERMINE WHO HAS AUTHORIZATION FOR THEMSELVES. PARENT/ GUARDIANS MAY
WITNESS BUT MAY NOT SIGN FOR PATIENT.

**THIS AUTHORIZATION WILL EXPIRE 10 YEARS FROM THE DATE OF THE SIGNATURE. IT
IS THE RESPONSIBILITY OF THE PATIENT TO NOTIFY THIS OFFICE OF ANY CHANGES IN
THE INFORMATION. IF CHANGES DO OCCUR, THE PATIENT MUST COMPLETE ANOTHER
AUTHORIZATION FOR RELEASE OF INFORMATION.



WINFIELD FAMILY & OCCUPATIONAL MEDICINE, PC
NOTICE OF PRIVACY PRACTICES

This notice describes how medical information about you may be used and disclosed and how you can get access to this information.
PLEASE REVIEW THIS INFORMATION CAREFULLY. This notice applies to Winfield Family & Occupational Medicine, PC, the
doctors and other healthcare providers practicing at this facility.

It is our legal duty to protect the privacy of your information. We are providing this notice to you so that we can explain what our privacy
practices are. We follow the practices described in this notice or the current notice in effect. We reserve the right to change our policies
and notice of privacy practices at any time. If we make a significant change in our policies, we will change this notice and post the new
notice. You can also request a copy of our notice at any time. For more information about our privacy practices or to place a complaint
or report a concern or conflict regarding our privacy practices, call the number listed below:

WINFIELD FAMILY & OCCUPATIONAL MEDICINE, PC - PRIVACY OFFICER: (205) 487-1586 - EXT #100

You may also send a written complaint to the United States Department of Health and Human Services by completing their Health
Information Privacy Complaint Form Package, which is available at https://www.hhs.gov/hipaa/filing-a-complaint-process/index.html,

if you feel we have not properly handled your complaint. Print and mail the completed complaint and consent to: Centralized Case
Management Operations, US DHHS, 200 Independence Ave SW, Room 509F HHH Bldg., Washington, DC 20201. Under no
circumstance will you be retaliated against for filing a complaint.

We may use health information about you for your treatment purposes, to obtain payment, or for healthcare operations and other
administrative purposes. For example, we may use your information in treatment situations if we need to send your medical record
information to a specialist or physician as part of a referral for continuity of care. We may send your health information and other
identifying information to Medicare, Medicaid or other health insurance plans for our billing purposes. Your information will be used
when processing your medical records for completeness and comparing patient data during our efforts to continually improve our
treatment methods.

Under certain circumstances we may be required to disclose your health information without your specific authorization. Examples of
these disclosures are requirements by state and Federal laws to report cases of abuse, neglect, or other certain law enforcement purposes;
for public health issues; to health oversight agencies; for judicial and administrative proceedings; for death and funeral arrangements;
for organ donation; for special government functions including military and veteran requests, and to prevent serious threat to health or
public safety. We may also contact you after your current visit for future appointment reminders or to provide you with information
regarding treatment alternatives or other health related services that may be of benefit to you. We will obtain your written authorization
for any other disclosures beyond the reasons listed above. Do remember, if you do authorize us to release your information, you always
have the right to revoke that authorization later. We will be happy to honor that request except to the extent that we may have already
acted.

As a patient you have rights regarding how your information can be used and disclosed. These rights include access to your health
information. In most cases, you have the right to look at or receive a copy of your health information. This may take up to 30 days to
prepare and there may be a preparation fee associated with making any copies. You can also ask for an accounting of disclosures. This
is a list of instances in which we have disclosed your information for reasons other than treatment, payment and operations. We can
provide you with one list per year without charge; all additional requests in the same year will be subject to a nominal charge. If you
believe that the information we have about you is incorrect or if important information is missing, you have the right to request that we
amend or correct the existing information. There may be some reasons that we cannot honor your request for which you submit a
statement of disagreement. You can request that your health information be communicated to you at an alternate location or address.
Finally, you can request in writing that we do not use or disclose your information for any reason described in this notice except to
people involved in your care or when required by law, or in emergency circumstances. We are not legally required to abide by such a
request, but we will try to honor any reasonable requests.

SIGNATURE: DATE:
(PATIENT OR LEGAL GUARDIAN)

Revised 2/25/25


https://www.hhs.gov/hipaa/filing-a-complaint-process/index.html

WINFIELD FAMILY & OCCUPATIONAL MEDICINE, PC

DRUG SCREEN PROTOCOL

IF YOU ARE TAKING A CONTROLLED SUBSTANCE, BE ADVISED THAT YOU
WILL BE REQUIRED TO UNDERGO ROUTINE DRUG SCREENING. THIS
PROTOCOL IS PART OF OUR MEDICATION MONITORING PROGRAM. THESE
RESULTS ALLOW OUR PROVIDERS TO PROPERLY PRESCRIBE MEDICATION
AS PART OF YOUR TREATMENT PLAN. YOUR PROVIDER WILL DETERMINE
WHEN YOU WILL BE TESTED BASED ON YOUR MEDICAL NEEDS.

MY SIGNATURE BELOW SIGNIFIES THAT | HAVE READ AND UNDERSTAND
THE DRUG SCREEN PROTOCOL OF WINFIELD FAMILY & OCCUPATIONAL
MEDICINE, PC.

PATIENT/ GUARDIAN/ CAREGIVER SIGNATURE DATE



WINFIELD FAMILY & OCCUPATIONAL MEDICINE, PC
PATIENT MEDICAL HISTORY

PATIENT NAME:

DATE OF BIRTH:

PLEASE CHECK ALL DIAGNOSIS THAT APPLY, PAST OR PRESENT

0 [ o Ay v |

ADD/ADHD

ALCOHOL USE? HOW OFTEN?

ALCOHOL DEPENDENCY
ALLERGIC RHINITIS
ALLERGIES

ALZHEIMERS

ANEMIA

ANXIETY

ARTHRITIS

ASTHMA

ATRIAL FIB
AUTOIMMUNE DISEASE
BACK PAIN

BARRETT’S ESOPHAGITIS
BIPOLAR

BREAST CANCER
CANCER, TYPE:

CARDIOMYOPATHY
CARDIOMYOPATHY ISCHEMIC
COPD

COLON CANCER
CONGESTIVE HEART FAILURE
CORONARY ARTERY DISEASE
CROHN’S DISEASE
DEGENERATIVE DISC DISEASE
DEMENTIA

DEPRESSION

DERMATITIS
DIABETESTYPE1OR 2
DIABETIC NEPHROPATHY
DIABETIC NEUROPATHY
DIVERTICULOSIS

DRUG ADDICTION

ENLARGED PROSTATE

O

s o o

ERECTILE DISFUNCTION
EROSIVE ESOPHAGITIS
FIBROCYSTIC BREAST
FIBROMYALGIA

GASTRIC BYPASS
GASTROESOPHAGEAL REFLUX DISEASE (GERD)
GOUT

HEART ATTACK
HEMACHROMATOSIS
HEPATITIS B

HEPATITIS C

HIGH BLOOD PRESSURE
HYPERCHOLESTEROLEMIA
HYPERTHYROIDISM
HYPOTHYROIDISM
IRRITABLE BOWEL SYNDROME
LIVER FAILURE

LUPUS

METABOLIC SYNDROME
MIGRAINES

OBESITY

OSTEOARTHRITIS
OSTEOPENIA
OSTEOPOROSIS

OVARIAN CYSTS
PARKINSONS DISEASE
PERIPHERAL NEUROPATHY
RHEUMATOID ARTHRITIS
SLEEP APNEA

TOBACCO USE - HOW LONG?
THYROID DISEASE

ULCER, DUODENAL
ULCER, PEPTIC
ULCERATIVE COLTITIS

PLEASE LIST ANY OTHER MEDICAL CONDITIONS OF THE PATIENT:

O
O
O

O
O
O




PATIENT MEDICAL HISTORY (CONTINUED)

PREVIOUS SURGICAL PROCEDURES WITH DATES:

O DATE:
O DATE:
O DATE:

PLEASE COMPLETE THE FOLLOWING:

DATE OF LAST COLONOSCOPY:

DATE OF LAST FLU VACCINE:

DATE OF LAST TETANUS SHOT:

DATE OF LAST COVID VACCINE:
DATE OF LASTPNEUMONIA VACCINE:

LADIES ONLY

DATE OF LAST MENSTRUAL CYCLE:
DATE OF LAST MAMMOGRAM:
DATE OF LAST PAP SMEAR:

Do YOU HAVE AN ADVANCED DIRECTIVE? YES NO
-IF YES, PLEASE BRING A COPY FOR YOUR MEDICAL RECORD

PATIENT/LEGAL GUARDIAN SIGNATURE DATE



WINFIELD FAMILY & OCCUPATIONAL MEDICINE, PC

FAMILY MEDICAL HISTORY

PATIENT NAME:

PLEASE COMPLETE THE FOLLOWING BASED ON YOUR FAMILY HISTORY:

DATE OF BIRTH:

DAD

MoM

SIBLIING

YOUR CHILD

GRAND-
PARENT

HIGH BLOOD PRESSURE

DIABETES

STROKE

ASTHMA

HEART DISEASE

HIGH CHOLESTEROL

SEIZURES

CROHNS DISEASE

CANCER

IF SO, WHAT TYPE OF CANCER:

PATIENT/LEGAL GUARDIAN SIGNATURE

DATE




WINFIELD FAMILY & OCCUPATIONAL MEDICINE, PC

CONTROLLED SUBSTANCE PRESCRIPTION RULES:

OUR PRIMARY GOAL AT WINFIELD FAMILY & OCCUPATIONAL MEDICINE, P.C. IS TO

PROVIDE EXCELLENT CARE FOR OUR PATIENTS. TO DO THIS, WE HAVE MADE A SET

OF POLICIES AND GUIDELINES TO ENSURE WE OPERATE EFFICIENTLY, AS WELL AS

DELIVER EXCELLENT PATIENT CARE IN A TIMELY MANNER.

1.

V.

VI.

PATIENTS MUST GET THEIR PRESCRIPTION MEDICATIONS FROM ONLY ONE DOCTOR
WHILE UNDER THE CARE OF THIS OFFICE. RECEIVING MEDICATIONS FROM MULTIPLE
DOCTORS IS VERY DANGEROUS AND WILL NOT BE ALLOWED. IF IT IS DISCOVERED
THAT A PATIENT IS GETTING MULTIPLE PRESCRIPTIONS, THEY WILL BE DISMISSED
FROM THE PRACTICE. THIS OFFICE WILL PROVIDE YOUR NEEDED MEDICATION
PRESCRIPTIONS UNLESS ANOTHER ARRANGEMENT HAS BEEN MADE. GENERALLY,
ISSUES SHOULD BE ADDRESSED DURING NORMAL BUSINESS HOURS.

PRESCRIPTIONS OR MEDICATIONS THAT ARE LOST, STOLEN, OR OTHERWISE
MISPLACED WILL BE THE RESPONSIBILITY OF THE PATIENT. WE WILL NOT
REPLACE THEM.

WHEN CALLING THE OFFICE, PLEASE CALL ONE TIME. MESSAGES AND PHONE
CALLS ARE REVIEWED AND RETURNED TWICE A DAY. MULTIPLE CALLS AND
VOICEMAILS SLOW DOWN OUR PROCESS AND RESPONSE TIME. IN THE EVENT OF A
TRUE EMERGENCY, YOU SHOULD GO TO THE NEAREST EMERGENCY ROOM OR CALL
o11.

CHRONIC PAIN, WHILE VERY UNPLEASANT, IS AN ONGOING PROBLEM AND NOT AN
"EMERGENCY"'. IT IS THE RESPONSIBILITY OF THE PATIENT OR THEIR CAREGIVER TO
TELL US AT LEAST 2-3 DAYS IN ADVANCE WHEN THEY ARE RUNNING LOW ON
MEDICATIONS.

MEDICATIONS ARE TO BE TAKEN EXACTLY AS PRESCRIBED. YOU ARE NOT TO TAKE
MORE THAN ORIGINALLY PRESCRIBED WITHOUT ORDERS TO DO SO FROM OUR
OFFICE.

IF YOU ABUSE OR IGNORE THESE RULES, YOU WILL BE DISMISSED AS A PATIENT
FROM THIS OFFICE.

BY SIGNING BELOW, YOU ARE ACKNOWLEDGING THAT YOU HAVE READ,
UNDERSTAND, AND AGREE TO FOLLOW THE POLICIES AND GUIDELINES LISTED
ABOVE CONCERNING CONTROLLED SUBSTANCE MEDICATIONS. ANY CONCERNS
WITH THE ABOVE POLICIES AND PROCEDURES SHOULD BE DISCUSSED WITH YOUR
PHYSICIAN OR HIS DESIGNEE.

PATIENT OR CAREGIVER SIGNATURE DATE



WINFIELD FAMILY &
OCCUPATIONAL MEDICINE, PC

IMPORTANT NOTICE

No-Show & Late Cancellation Policy

At Winfield Family & Occupational Medicine, PC we understand that life happens! However, missed
appointments take away valuable time that could be given to other patients in need. To ensure fair access to
care, we kindly ask for at least 24 hours’ notice if you need to cancel or reschedule your appointment.

WHAT HAPPENS IF YOU MISS YOUR APPOINTMENT?

If you do not show up or cancel with less than 24 hours’ notice, a No-Show Fee will apply. This fee will be
charged to the payment method on file as follows:

e $50 per missed appointment.

e Ifno card is on file, the fee must be paid before scheduling future appointments.

e Repeated no-shows may result in limited scheduling options or dismissal from our practice.
EXCEPTIONS FOR EMERGENCIES
We understand that certain emergencies may arise, including:

Medical emergencies (hospitalization, sudden illness requiring urgent care)

Family emergencies (serious illness or loss of an immediate family member)

Unavoidable circumstances (severe weather, car accidents, unexpected transportation issues)

If an emergency prevents you from attending, please contact our office as soon as possible so we can assess the
circumstances and determine the appropriate next steps.

QUESTIONS? WE’'RE HERE TO HELP!

If you have any questions or concerns about this policy, our team is happy to assist you. Thank you for helping
us keep appointments available for all patients! Full policy available by request at the front desk.
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