
Thank you for choosing The Waddell Center for your medical needs. Please complete
the enclosed papenrork and return it to our office as soon as possible. We will then
request your medical records from your previous physician(s). After your records have
been reviewed by the physician of your choice here at The Waddell Center, our office
will contact you regarding your request for an appointment.

Dr. Samantha Ross, M.D. Dr. William Woodall, M.D.
Neha Patel, CRNP Jaclyn Collie, CRNP

Dr. Phillip lngram

lf you already have an appointment scheduled at rhe waddell center, please arrive
30 minutes before your scheduled appointment and bring your drivers license and
insurance cards. lf you are taking any medication (prescription or over the counter),
always bring the actual bottles with you. Do not bring a list. Please bring the bottles
with you. lt is very important that you always bring your medication bottles with you to
every visit.

We look forward to seeing you.

lf you use GPS to find out office, please enter the address as
209 Fitness Way, Athens, AL.
We are located directly across from The Wellness Center.

NOTE:



WADDETLCENTER Fami lytt/ed ici ne
902 Weet Waehington Street

Athens, AL 35611
Phone (256) 216-9777 Fax (256) 216-9776

WELCOME TO OUR PRACTICEI

Your appointment has been scheduled with one of our physicians. We are pleased that you have
selected our clinic as your health care provider. Please complete the enclosed forms with your
signature where indicated and return them on your appointment day.

APPOINTTENTS: Your initial visit with the doctor will consist of routine checking of your vital
signs, weight, etc. and complete discussion of your medical history, medications you are taking,
and health issues you may currently be experiencing. An actual "physical examination" or
"gynecological exam" will be scheduled for 1-2 weeks later with appropriate time allowed to focus
on the actual examination by request. lf you are sick, and seen on an urgent, work-in basis, only
your acute problem will be addressed. You will need to schedule another appointment for any
other medical questions or issues you may have. lf your doctor schedules lab work or x-rays for
you, a letter will be sent to you advising you of the results or requesting that you return to the office
to discuss the results directly with the physician.

INSURANCE: Our office participates in most insurance plans. lf you are unsure about your
insurance coverage, please call your insurance provider for clarification. Remember that your
health coverage is a contract between you and your insurance company. we will assist you in
getting full benefits from your insurance canier. Your co-payment vvill be collected et the time
of the vlsit. lf you accrue an unpaid balance with no effort to pay, you will be denied medical
treatment from our office. We accept cash, checks (payable to WCFM), Master Card, Visa,
American Express, Money Orders and debit cards.

qlLLlNq: Payment is expected at the time of service. lf you do not have insurance coverage,
please discuss financial options with the office staff prior to your visit. As a courtesy, if we accept
your insurance, a statement will not be issued until after your insurance carrier has [aid your
allotted benefits. lf your insurance canier reimbursemen-t is delinquent for g0 days, you may be
asked to contact your insurance carier. Please remember that any balance not iovlred by your
insurance company is your responsibility.

ME9lcATl9NSi ln order to maintain a harmonious flow within the office, we ask that you always
ask for and obtain your medicarion refills at your visit with the physician. ti you catt ioi r!flts, atwiys
allow at least 3 business days for your medication to be sent to your pharmacy of choice.

IlouRs:. our normal business h.ours are Monday through rhursday, g:00 a.m. until 4:30 p.m. and
lriqay 9100 ryn. tilr 12:00., excluding 12:00 to 1:0b tor lunch. our ofiice tetephone numuer is256-216-9777. Please feel free to contact us with any questions or proUemJ - - '-'



m Athens-Limestone
Health Services

PATIENT RIGHTS

Wolcome to Waddoll Center Famlly Mediclne. Our goal isto make your hospital stay as pleasant as posslble. We
want to ensure that each patient at our clinic receives information regarding patient rights. We are committed to provide a
standard of care that ensures our patients are safe from accidental iniury. These fights are stated to publish our
commitment that each patient will receive the best possible care that we can offer.

As a patient at Waddell Center Famlly Medicine your rlghts inctude the following:. The right of access to treatment regardless of race, age, creed, sex or national origin in a safe setting, free from
abuse or harassment.

o The right to roasonable access to care and acceptance for treatment within the clinic's capacity or referral to another
facility when medically appropriate.

. The right to care that is considerate and respectful of your personal values, culture and beliefs.. The right to personal privacy and confidentiality of your personal health. The right to appropriate assessment and management of pain.

. The right to access information contained in your clinical record within a reasonable time frame.. The right to participate in decisions regarding your care, to be involved in planning your care and treatment, and to
receive information nece.ssary to give informed consent.. The right to accept medical care and refuse medical treatment, as permitted by law, and to be informed of the medical
consequences if refused.

. The right to formulate an Advance Directive, such as a Living Will. lnformation will be provided to you upon your
request.

. The right to legally designate a representative decision maker in the event you are incapable of understanding a
proposed treatment or procedure or are unable to communicate your wishes regarding your care and to have effective
communication.

. The right to receive an itemized, detailed explanation of your bill for services and explanation of benefits paid by
insurance.

. The right to voice complaints concerning the quality of care you receive without fear of reprisal, to have those
complaints reviewed, according to our Patient Grievance Resolution Policy, and, when possible, resolved.

lf you have any concems about the care you receive while you are a patient please ask to speak to the Office Manager at any time. lf
you have a patient safety or quality care concem you may also @ntact any one of the following:

1. Joint Commission on Accioditaoon of Healthcarc Organizatons
Office of Quality Monitoring
One Renaissance Boulevard
Oakbrook Terrace, lL 60181
(Fax) 630-792-5636
(Email) complair|t@icaho.oro

2. StetB of Alabama Dept of Pubtic Heatth Hodine
1-800-35&9595 Monday-Friday 8 a.m. to 5 p.m.

3. Athons-Lim€ston6 Hospitat Patient Safety Offlcer
Administration Telephone: 256-23$91 19.

AS

4. CentonB for Modicare and Modicaid Services
7500 Security Blvd., Mail Stop 52-12-25
Baltimore, MD 21 244-1 85O

PATIENT RESPONSIBILITIES
a patient of Waddell Center Family Medicine, your responsibilities include:
T-o provide' to the.besl of your knowledge, complete and accurate information about your present condition, past
illnesses, hospitalizations, medications, and other mafters relating to your health.
To report unexpected changes in your condition.
To follow instructions and adhere to your plan of care.
To review all educational materials given to you.
To report the presence of pain to your physicians and nurses.
To ask appropriate questions when you don't understand.
To cooperate with nurses, physicians, and others who participate in administering your care.
To recognize that your own behavior and actions influence treatment outcomes. 

- -

To recognize that other patients and clinic personnel also have rights.
To act with consideration and respect toward other patients and crinic personner.



Your Riqhts
Following is a statement of your rights with respect to your protected health information.

You have tho rloht to inspect and copv vour protected health lnfomation, Under federal law, however, you
may not inspect or copy the following records; psychotherapy notes; information compiled in reasonable
anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information
that is subject to law that prohibits access to protected health information.

You have tho rioht to r€ouGt a rsstrlctlon of vour orotoctod hoalth informatlon. This means you may ask us
not to use or disclose any part of your protected health information for the purposes of treatment, payment or
healthcare operations. You may also request that any part of your protected health information not be disclosed to
family members or friends who may be involved in your care or for notification purposes as described in this Notice
of Privacy Practices. Your request must state the specific restriction requested and to whom you want the
restriction to apply.

Your physician is not required to agree to a restriction that you may request. lf physician believes it is in your best
interest to permit use and disclosure of your protected health information, your protected health information will not
be restricted. You then have the right to use another Healthcare professional.

You have the rloht to reouest to recelve confldential communicattons from us bv alternative means or at an
altematlvo locatlon. You have the rioht to obtain a papor copv of this notice from us, upon request, even if
you have agreed to accept this notice altematively i.e. electronically.

You mav have tho rloht to havo vour phvslclan amond vour protoctod health information. lf we deny your
request for amendment, you have the right to file a statement of disagreement with us and we may prepare a
rebuttial to your stetement and will provide you with a copy of any such rebuttal.

You have the rio to leceive an accountino of dlsclosures we have made. if an of vour Drotected

We Ps€rve the right to change the terms of this notice and will inform you by mail of any changes. You then have
the right to obiect or withdraw as provided in this notice.

Gomplalnta
You may complain to us or to the Secretary of Health and Human Services if iou believe your privacy rights have
been vi-olated by_us. You may file a complaint with us by notifying our privacy contact of youi coniplaint. -
We will not rstallate aoainst vou for filinn a comolalnt.

2. Patient Copy

health information,

This notice was published and becomes effective on/or before_luliljllL3@lL



HIPAA Notice of Privacy Practices
WADDEL CENTER FAMILY MEDICINE

THIS NOTICE DESGRIBES HOW MEDICAL INFORMATION ABOUT YOU IIIAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION, PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (pHl) to
carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or required
by law. lt also describes your rights to access and control your protected health information. "Protected health
information" is information about you, including demographic information, that may identify you and that relates to
your past, present or future physical or mental health or condition and related health care services.

1. Usea and Disclosures of Protected H6a h lnformatlon

Uses and Dlsclosuros of Protectod Hoalth lnfomatlon
Your protected health information may be used and disclosed by your physician, our office staff and others outside
of our office that are involved in your care and treatment for the purpose of providing health care services to you, to
pay your health oare bills, to support the operation of the physioian's practice, and any other use required by law .

Troatment We will use and disclose your protected health information to provide, coordinate, or manage your
health care and any related services. This includes the coordination or management of your health care with a third
party. For example, we would disclose your protected heatth information, as necessary, to a home health agency
that provides care to you. For example, your protected health information may be provided to a physician to whom
you have been referred to ensure that the physician has the necessary information to diagnose or treat you.

Pavmont: Your protected health information will be used, as needed, to obtain payment for your health care
services. For example, obtaining approval for a hospital stay may require that your relevant protected health
information be disclosed to the health plan to obtain approval for the hospital admission.

Hoalthcare ODeratlons: We may use or disclose, as-needed, your protected health information in order to support
the business activities of your physician's practice. These activities include, but are not limited to, quality
assessment activities, employee review activities, training of medical students, licensing, and conducting, or
arranging for other business activities. For example, we may disclose your protected health information to medical
school students that see patients at our office. ln addition, we may use a sign-in sheet at the registration desk
where you will be asked to sign your name and indicate your physician. We may also call you b, name in the
waiting room when your physician is ready to see you. We may use or disclose your protectei healih information,
as necessary, to contact you to remind you of your appointment.

!v€ may use or disclose your protected health information in the following situations without your authorization.
These situations include: as Required By Law, Public Health issues as required by law, Communicable Diseases:
Health Oversight Abuse or Neglect: Food and Drug Administration requirements: Legal proceedings: Law
Enforcement: Coroners, Funeral Directors, and Organ Donation: Research: Criminal Activfu: Military Activity and
National Security: Workers' Compensation: lnmates: Required Uses and Disclosures: Uniler the law, we'must
make disclosuros to you and when required by the Secretary of the Department of Health and Human Services to
investigate or determine our compliance with the requiremenis of Section tOl.SOO.

other Pemittod and Roquirod Usos and Discloeures Will Be Made Only With Your Consent, Authorization or
Opportunity to Object unless required by law.

You may rovoks thls authorlzation, at any time, in writing, except to the extent that your physician or the
physician's practice has taken an action in reliance on the use or disclosure indicated in the a;thorization.

1. Patient Copy



WADDELLGENTER Fami lytt/ed ici ne

Last Name

Male/Female_ SS#

First Name Middle

Marital Status Date of Birth

Email Address

Prefened Pharm

EMERGENCY CONTAGT:

Name Phone

RESPONSIBLE PARTY INFORMAT|ON (lf Not Selfl

Full Name

Relationship

Contract # Group #

Contract # Group #

-How did you hear about us? _Source Magazine _Facebook _Friend/Family

_lnternet search _Hospital lnpatient _Billboard _Postcard _Radio Other

I hereby authorize and direct payment to Waddell Center Family Medicine for medical benefits,
if any, otherwise payable to me under the tems of my insurance. I underctand that I am
financially reaponsible for the charges not covered by this authorization. I understand that
checks returned for non-payment will incur a $30.00 fee. I hereby authorize Waddell Center
Family illedicine to release any information acquired in the counse of my examination or
treatment to my insurance company for the purpose of processing claims for medical
services. I underctand that regardless of my insurance status, lam solely responsible for
payment of any eervices rendered to me, or on my behalf, whether or noi paid by my
insurance company.

PatienuResponsible Party Signature Date

902 West Washington Street
Athene, AL 35611

Phone (256) 216-9777 Fax (256) 218-9776

PATIENT INFORI'ATION:

Race_ Ethnic Group____-_ Primary Language Spoken

Street Address City/State_ Zip-
Home Phone_ Cell Phone_ Work Phone_

Preferred Reminder Method_

Street Address_ City/State_ Zip-
Home Phone_ Cell Phone_ Work Phone_
Date of Birth_ Marital Status_Ss#_ Relationship_
Type of lnsuranco _
Secondary lnsurance _



lnclement Weather Policv

ln the event of inclement weather, please call our office to confirm if we are open
or closed.

Aooointmen t No-Show Policv

Effective August ft, 2012

It is the policy of Waddell Center Family Medicine to monitor and manage
appointment no shows. Any patient who fails to arrive for a scheduled
appointment without canceling the appointment less than twenty-four (24) hours
prior to the scheduled time is considered a "no show." The first time a patient is
a no show; they will be reminded of the no-show policy with a letter. Once the
patient has been a no show for the second time, the no-show fee will be charged
and another letter will be sent. The no-show patient fee is $25.00, as set by
Waddell Center Family Medicine, for failure to show. A patient who consistently
fails to present themselves more than five (5) times can be dismissed from
Waddell Center Family Medicine.

Please initial here

Medication Refill Policv

Effective January 23rd, 2013

It is the responsibility of each patient to bring all of their medications, in
the original bottles, to each visit. Lists of medicines are not acceptable due to
possible error and lack of information.

It is imperative to notify the nurse if there is a need for any refills at the time of
each visit. Calling at a later time for refills may cause a delay in receiving your
medications.

Please allow at least 3 business days for medication refills that are requested by
call in.

_Please initial here

Forms Requests

There will be a $30.00 charge for certain forms that require that require the
doctor to complete. Please allow S-7 business days to complete.

Patient's Signature Date



Ittladdell Center Family Medicine

Patient Health Assessment
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Do you live alone? lf no, with whom do you
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Do you otnenfly use nlcotlne? lf yes, wtrat do you use? (Clrcle Clgarettes, plpe, dgar, srnckeless tobacco, nimtine gum/patdr?)
Howmudrpoday?_Forhwmanyyears? .
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lf yes, what klnd?
Do you have probluns sleeplng?

o

D

tl
E]

tr

lf yes,

Wll you need help in planning for your
Do yu walk lndependenty? lf not,

Do yol need help wih feeding tr dreoslng tr bathing O tolleting tr

Domeetlc Vlolence
Yes No

lf yes,

Arc you being abused, lnJured or frighten€d by anyone at home u ln another ama of your llfe?

Beliefa. Hohts. and Valuer
Yes No

Do you have ethnlc, religious, splritual or oJtural prac{ces that need to bo part of yourcare?o

tr
u
tr
tr

tr

trl

tr
tl
tr
tr

tr

Do yor have ffnancial onems related to your medical care? Clrcle thoee that
Do you have chlldren? Hour many? Adutt_ Minor_

apply: job insurance other

Do you have a guardian? lf yes,

Do you have an Advanoe Diredlve (e,g,livlng wlllordunable
admlssion. lf not, informaton ls available upon request.
Are you an organrtssue donof

medlcal porcr of attomey)? lf yee, bring a copy with you to the offlce upon your

tr
tr

tr

tl

D

tr
tr

tr u



Patient's Name: Date of Birth:
Familv History (Complete Health lnformation about vour family)

List any other family history on back of this

MEplcATtoNS CURRENTLY tN USE
All llledlcdom must be lhbd below or rw have a risht not to hke vou as a Patient

on

"Our ofilce does NQI prescrlbe long brm t{arcotlc.s or any Controlhd tedlcatlons for Anxlety.**
Those arc rnanaged wih your paln dinic aM/or menhl heallh center

ALLERGIES

D t{O KIIoIIU DRUG ALLERGIES 
check Appropdate All€rgy, Thsn vffib spectllc Allergy / Reac'tion

!
Ptr OTHER:

Alzhoime/s / Dementia Father Mother Slbling Grandparent Other:

Asthma, Hay Fever Father Mother Sibling Grandparent Other:

Cancer, Type: Father Mother Sibling Grandparent Other:

Cataracts Father Mother Sibling Grandparent Other:

CHF Father Mother Sibling Grandparent Other: 

--
CVA / Stroke Father Mother Sibling Grandparent Other:

COPD Father Mother Sibling Grandparent Other:

Diabetes Father Mother Sibling Grandparent Other: 

--Gl Problems Father Mother Sibling Grandparent Other:

Glaucoma Father Mother Sibling Grandparent Other: 

--Heart Aftack Father Mother Sibling Grandparent Other:

Heart Bypass Father Mother Slbling Grandparent Other:

Heart Disease Father Mother Sibling Grandparent Other:

Heart Stent Father Mother Sibling Grandparent Other:

Hyperlipidemia Father Mother Sibling Grandparent Other:

Hyperlension Father Mother Sibling Grandparent Other:

Kidney Problems Father Mother Sibling Grandparent Other: _
Father Mother Sibling Grandparent Other:

Father Mother Sibling Grandparent Other:Thyroid Disease

Seizures

Other: Father Mother Sibling Grandparent Other:

Othen Father Mother Sibling Grandparent Other:



I

WADDELL CENTER FAMILY i,lEDICI}IE PAST MEDICAL HISTORY FORM

Name

Date of Birth

Chect lhe box f tho condlflor porhlm b you 8nd xlIltc comment8 It necGsary.

Respiratory
Comment

tr Asthma
T] COPD
D Emphysema
tl Slnus problems
n Sbsp Apnea
trTB
o Oth6r

Gastrolntestlnal
Comrnent

o Constlpation
o Dlanhea
B Diverdculosls
tr GERD
tr Heartbum
a Hepatjtls
tr Hiatalhemia
o Jaundico
tr Othor

Gsnltourlnarv
Comment

O Kidney Dlsease
o Kidnoy Stone
tl Prostate Dis€ase
O UTI
o Othsr

B Anxloty
O AIDSiIIIV
B Cancar
El Cataracts
tr D€pr€3don
o Dlabetos
o Ey€ Probl€ms
O Glaucoma
o Hoadng Poblems
o Pedpheral Artery Dz
D Rheumatlc Fsver
tr STD
Cl Thyrold Dlseaso
tr Othor

Other Conditions
Commerlt

Proyious Surperios

Nourolooical
Commsnt

O Dementla
D Flbromyalgia
O Osteoarthritis
o osteopeniao Ost€oporosis
E! Other

Musculoskeletal
Comment

o Arthritis
o Chronic Headaches
o FainuDizzinoss
Cl Migralnes
o Numbness/Weakness
o Seizures
o Stroke
tr Other

Date Reason

Cardiovascular
Comment

o Anemla
Et Anglnac] Heart Dz
O CHF
o Heart Attack
O Hlgh Blood Pressure
B Hlgh Cholesterol
o Pmmaker
trl Valv6 Pr,oblern
o Other

Are there any other rnedical cordltlons not llstsd abo\,e? Ploase list them on back of form



WADDELLCENTER Fami lytVed ici ne
902 West Washington Street

Athens, AL 35611
Phone (2561 21 6-5777 Fax (256) 216-9776

DUE TO THE PRIVACY CONFIDENTIAL ACT, please list the people that you approve to have
access to your information as statod below:

BILLING INFORMATION: Relationshi

Relationship--
MEDICAL INFORMATION: Relationship_

I hereby authorize Waddell Center Family Medicine staff to leave messages regarding my
medical condition, such as lab reports, other test results, medications, and appointment
reminders on my home answering machine. This authorization will be in effect until I have given
written notice to Waddell Center Family Medicine.

Check one of the following:

Agree _ Disagree _

We are required by law to maintain the privacy of, and provide individuals with a notice of our
legal duties and privacy praclices with respect to protected heatth information. lf you have any
objections to this form, please ask to speak with our HIPAA Compliance Officer in person or by
phone at Athens-Limestone Hospital.

Signature below is acknowledgement that you have received this Notice of our Privacy
Practices and agree to all informalion listed above. Signature below also indicates that you
have received a copy of the Patierit Rights & Responsibilities for Athens-Limestone Health
Services Clinics.

Print the Patient's Name:

Patient's Date of Birth:

Signature of patient or patient's representative Date

Relationship_

AUTHORIZATION TO LEAVE MESSAGES:



WADDELL CENTER FAMILY MEDICINE

We are reguired by law to maintain the privacy of, and provide individuals with, this notice of our legal
duties and privacy practices with respect to protec{ed health information. lf you have any objections to
this form, please ask to speak with our HIPAA Compliance Officer in person or by phone at our Main
Phone Number.

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:

Print Name:

Signature

Date

3. Office Copy



Waddell Center Family Medicine
902 W. Washington Street, Athens, AL 35611

Phone: 256-216-9777 Fax: 256-216-9776

Patient Authorization for use and/or Disclosure and/or patient Request to lnspecucopy
Protected Health lnformation.

Patient Name Date of Birth

I hereby authorize Waddell Center Family Medicine to use, disclose, and/or obtain my health
information as follows: (please check all that apply)

Dr. Samantha Ross Dr. William Woodall
Dr. Phillip lngram

Neha Patel, CRNP Jaclyn Collie, CRNp

Please fax records lo 256-216-9776 or mail to 902 w. washington Street, Athens, AL 35611

Disclose health information to:

Obtain health information from:
(Name of Physician or Facility)

(City/State)

(Phone Number)

(Fax Number)

All records, most recent, or specific description of the health information to be
disclosed/obtained (please include dates of service; examples such as drug and alcohol test
results, mental health information, etc.)

By providing this Authorization, I understand as follows:

I understand this Authorization is voluntary. I may refuse to sign this Authorization and my
treatment and/or payment obligations will not be affected. However, pHl (protected health
information) will not be released withoul signature.
I understand that I may revoke this Authorization at any time by notifying Waddell Center Family
center in writing, but if I do, it will not have any effect on disclosures prior to the receipt of the
revocation.
I understand that this Authorization will expire in one (1) year from the date signed.

Today's Date:
(Signature of patient or patient's representative)

(Signature of Witness)

(Printed name of patient's representative, if applicable)

1

3

(Representative's relationship to patient, if applicable)

Today's Date


