
            PATIENT INFORMATION
                       Please Print

Today's Date:  __________        
PLEASE FILL IN ALL INFORMATION COMPLETELY                  New Patient     Yes or No
Patient's Name:      First                 MiddleMiddle                Last Sex: M / F     Date of Birth     Age

 
Patient's SS#
Patient's Street Address: City           State              Zip Code

Patient's Home Phone Number: (With Area Code) Work Number:                      Cell Number:

Patient's Employer: Type of Work: How Long Employed:

Marital Status:     Spouse's Name Nearest Relative Name and Phone Number
  M   S    D    W

Responsible Party Information (If Patient Please Leave Blank)
Name: First Middle Last Sex: M / F     Date of Birth     Age

Address: City State          Zip         Phone# With Area Code

Who referred you to our office? Physician Family/Friend Yellow Pages
Internet Site (please specify site) ______________________

Name of Family Physician: City/State Phone Number: With Area Code

Is this a Claim Workers Compensation?    YES  /   NO Name of Case Manager and Phone #

Company to Be Billed: Adjuster's Name Phone # With Area Code                 Fax # With Area Code

Claim Number: Date of Injury:

INSURANCE INFORMATION
Primary Insurance Carrier: (Please Circle)  Blue Cross / Medicare / UHC / Aetna / Cigna / Other  _____________
Policy Number: Group # Policy Holder's Date of Birth

Secondary Insurance Carrier: (Please Circle)  Blue Cross / Medicare / UHC / Aetna / Cigna / Other  _____________
Policy # Group # Policy Holder's Date of Birth

PATIENT'S SIGNATURE: RESPONSIBLE PARTY'S SIGNATURE:

______________________________________________ __________________________________________
(Signing Indicates All Information On This Page Is Valid and Correct)



 
 
 

ALABAMA NEUROSURGEONS, P.C. 
 

FINANCIAL POLICY 
 
 
 
Thank you for choosing us as your health care provider.  We are committed to giving you 
our valued patient, superb care and exceptional service.  Please understand, however, that 
part of your treatment is also payment of medical services rendered.  To better serve our 
patients, we are committed to the following Financial Policy: 
 

- Payment is expected at time services are rendered 
- We accept cash, check, Visa, Mastercard and many major credit cards 
- Please read and sign Financial Policy 
- We would be happy to answer any questions or address any concerns 

 
INSURANCE 
 
We may accept assignment of insurance benefits.  However, we do require a co-pay to be 
paid at the time services are rendered.  If the insurance company does not pay the 
balance, the remaining portion will then be the responsibility of the patient.  Once the 
proper paper work is filled out with the insurance information included, we will be happy 
to file your insurance claim.  However, if your insurance company has not paid the 
balance due in full within 60 days, the balance may become the patient’s responsibility.  
If you do not have insurance coverage, payment is required in full at the time services are 
rendered. 
 
Our practice is committed to providing the best treatment for our patients, and we charge 
what is usual and customary for our area.  Please be aware that some and perhaps all of 
the services may be non-covered and not considered reasonable and necessary under 
some insurance programs. 
 
I hereby waive all rights of exemption of property under the Constitution and Laws of 
Alabama and agree to pay any costs of collecting, attempting to collect or securing this 
debt, including reasonable attorney’s fee. 
 
Thank you for understanding our Financial Policy.  This Financial Policy will help keep 
our fees to a minimum and better serve you.  Please let us know if you have any 
questions or concerns. 
 
I have read, understand, and agree to this Financial Policy. 
 
 
___________________________________  Date _______________ 
Signature of Patient or Responsible Party 
 



 
 
 
 
 
 
 RELEASE OF MEDICAL INFORMATION 
 

1. I, __________________________, hereby give my consent to _______ 
 
______________________________ for release of my medical records 
to: 
 

 Thomas A. Staner, M.D.            OR       Dr Tuan Nguyen MD  PC 
Alabama Neurosurgeons, PC          7500 Hugh Daniel Drive Suite 200 

 7500 Hugh Daniel Drive Suite 200         Birmingham, AL 35242 
Birmingham, AL 35242                         Fax# (205)991-8287 
Fax# (205)991-8287                                   
 

2. Information from the medical record of: 
 

Patient Name: ___________________________________________ 
 
Birth Date: ___________________________________________ 
 
Social Security Number:  __________________________________ 
 
Phone:  ___________________________________________ 

 
3. Information to be released including : __________________________ 

pertaining to the care of this patient. 
 

4. Purpose of Disclosure: 
_____ Medical Care  _____  Insurance _____  Other 
_____  Personal   _____ Attorney 

 
5. This authorization shall be in effect for 90 days following the date of 

signature.  However, I understand that this authorization may be 
revoked at any time by giving written notice to the facility.  A 
photocopy of this authorization shall constitute a valid authorization. 

 
Signature of Patient or Representative:  ________________________ 
Relationship to Patient:  ___________________   Date:____________ 

 
       NOTICE TO RECIPIENT 

If the materials disclosed contain data related to alcohol and/or drug 
abuse, the information has been disclosed from the records whose 
confidentiality is protected by federal law.  Federal Regulations (42 CFS 
Part 2) prohibits making further disclosure without the specified consent of 
the person to whom the information pertains or otherwise permitted by such 
regulations. 





ALABAMA NEUROSURGEONS, P.C. 
 

 
NAME:_____________________________________ 
 
DATE: ____________________________  
 
 
Explain your symptoms for seeing the Doctor today:  
(i.e. lower back pain, headaches, etc.)  
 
__________________________________________________  
 
__________________________________________________  
 
__________________________________________________  
 
__________________________________________________  
 
__________________________________________________  
 
 
When did this symptom first begin? 
 Very FIRST Time: ______________________  
 Last time:                  ______________________  
 
What event caused your symptoms? (if known) 
 
__________________________________________________  
 
__________________________________________________  
 
__________________________________________________  
 
 
OTHER SYMPTOMS:  
   YES        NO 
Frequent Headaches                       ___         ___  
Vision Problems                               ___         ___  
 (besides eyeglasses)  

 
Hearing Problems                           ___         ___ 
Chest Pain                                         ___         ___  
Breathing Problems                       ___        ___  
Vomiting                                            ___        ___  
Numbness                                          ___        ___  
Urination difficulties  
 Starting urine   ___        ___  
 Losing urine      ___        ___  
Bleeding Problems                          ___        ___  
Other Problems:  
 
___________________________________________________  

 
Allergies: LIST ALL DRUG allergies  
 (also note if allergic to shrimp or IVP dye)  
 
 
CHECK THIS BOX IF YOU ARE NOT ALLERGIC TO 
ANY MEDICATIONS:                                                                                    

 
Have you been diagnosed with any auto immune diseases? 
Yes or No ________ 
Are you currently taking any immune suppressant drugs? 

       Yes or No ________ 

 
 
    PLEASE ANSWER ALL QUESTIONS COMPLETELY!! 
 
    DO NOT LEAVE ANYTHING BLANK 
 
 
Are you presently taking any blood thinning medications                

  (i.e. Coumadin, Plavix, Aspirin or Aspirin products)?  
Yes         if yes, please list below                 No  

  
 
 LIST ALL Medications you are Currently Taking: 
  
 DRUG                         STRENGTH         TIMES A DAY 
 
 ______________          __________             _____________ 
 
 ______________          __________             _____________ 
 
 ______________          __________             _____________ 
 
 ______________          __________             _____________ 
 (IF MORE, USE BACK OF THIS PAGE>>>)  
    
 List all surgeries:                                   YEAR 
  
 ____________________________             ____________ 
  
 ____________________________             ____________       
                                                                                                                          
 ____________________________             ____________                                                                  
         

____________________________             ____________             
(IF MORE, USE BACK OF THIS PAGE>>>)        

                                
 LIST Fractured Bones: 
  _________________________________________ 
                       
 ILLNESS:                                           YES     NO 
    
 High Blood Pressure                        ___       ___ 
 Heart Problems                                 ___       ___ 
 Diabetes                                               ___       ___  
 Ulcers                                                   ___       ___ 
 Seizures                                                ___       ___  
 Cancer                                                  ___       ___ 
 OTHERS (LIST): 

_____________________________________________________ 
 

 Have you had any of the following tests? 
                                                WHERE?                  WHEN? 
                                       (Hospital/Clinic) 
 MRI Scan                       _______________        __________ 
                                             
                                        _______________        __________ 
   
 Myelogram                     _______________        __________ 
                                            
                                                             _______________        __________ 
 
 CAT scan                        _______________        __________ 
 
 X-rays                              _______________        __________ 
   



FOR PATIENTS WITH PAIN




