HH System Clinics Registration Update Sheet

Patient: Date of Birth: __________ Fin#__________

I authorize HH System Clinics to leave the following messages on my answering machine/voicemail:

Reminder appointments calls

Lab and/or Test results

FINANCIAL FEES: [ understand the following fee will be charged:

¢ Afee of $25 per form for completion of comprehensive forms. A fee will NOT be assessed for simple
forms such as Work Excuse, School Excuse or application for Indigent Assistance for Medications.

FINANCIAL ASSISTANCE: I understand that financial assistance may be available for individual patients who are
uninsured or who otherwise meet financial aid criteria. The hospital’s overall ability to remain financially stable
and provide essential health care services to all members of our community is dependent upon financial resources
available to cover services provided to patients. My assistance in providing such information is necessary to
determine possible financial aid available to me. If I am uninsured and need financial assistance, I may contact a
Financial Counselor and make a request to see if I qualify at 256-265-9438.

I hereby consent and authorize my physician and/or Allied Health professional to render usual and customary
medical/emergency treatment that they deem advisable and necessary. I also authorize HH System Clinics to

electronically request my medication history if my pharmacy participates in electronic prescribing in order to
assist the provider in prescribing necessary medication therapy.

I authorize HH System Clinics to release any information regarding services rendered to me to third party payers
in consideration of payment for my care or to other healthcare providers involved in my care. I understand
payment of all insurance benefits, basic and major medical for this period of service must be made directly to HH
System Clinics. If the check must be made out to me, I understand the check must be sent to this address: PN
Billing P.O. Box 2705 Huntsville, AL 35804. I understand the HH System Clinics must collect for all charges not
covered by insurance payments. Payment for all collection costs, securing, or attempting to collect and secure
including reasonable attorney fees or Collection Agency fees, whether suit be necessary or otherwise is the
financial responsibility of the patient and guardian. Patients who are considered a legal adult are financially
responsible for all services rendered.

I acknowledge that a copy of the Notice of Privacy Practices for HH Health System has been made available to me.
In connection with the Notice, I also acknowledge that I have been provided with an opportunity to ask questions
regarding the Notice and its contents. [ understand that the most current version of the Notice will be posted with
the Health System and on www.huntsvillehospital.org.

I agree in order for HH System Clinic to service my account or to collect monies I owe, HH System Clinics and/or
our agents may contact me by any telephone number associated with my account, including wireless telephone
numbers, which could result in charges to me. HH System Clinics may also contact me by sending text messages



or emails, using any email address I provided. Methods of contact may include pre-recorded/artificial voice
messages and/or use of automatic dialing devices, as applicable. I have read this disclosure and agree that HH
System Clinics, its employees, and/or agents may contact me as described.

I authorize photography for purposes of clinical treatment and staff education. I understand that any images or
photographs will be used solely for these purposes and that I have the right to revoke this authorization or to
refuse to be photographed at any time. I understand that only hospital authorized or issued equipment will be
used to take photographs, and that my privacy and confidentiality will be maintained in the use of these images.

Signature of Patient/Authorized Representative on behalf of patient:

Printed Name of Person Authorized to sign for patient:

Basis of Authority to sign for Patient:

The patient was provided with a copy of the Notice of Privacy Practices and a good faith attempt was made to
obtain the patient’s signature acknowledging receipt of the Notice. An Acknowledgment was not obtained because

Witness/Employee Signature: — Employee ID:




