
City State Zip

City State Zip

City State Zip

City State Zip

Birth date Email Address Pharmacy Phone NumberMarital Status (circle)

M           S           D           W

Referring Doctor/Primary Physician Where did you hear about Sparks & Favor?

Name of Policy Holder Date of Birth

Address

INSURANCE INFORMATION

Insurance Company Contract/Policy Number

Name of Employer Group Number

Address

Relationship

Insurance Company Contract/Policy Number

Name of Employer Group Number

Relationship

Relationship

Address

In Case of Emergency Please Notify:

Name

Name of Policy Holder Date of Birth

Patient or Responsible Party _________________________________________________________     Date__________________________

ALL OTHER INSURANCE

Primary Phone Number      Home   o  Cell  o Work Phone Number

Name SSN

Address

Home Phone Number Cell Phone Number Work Phone Number Pharmacy Name

Place of Employment Occupation

Place of Employment Primary Phone Number      Home   o  Cell  o Work Phone

Spouse/Partner's Name Birth date Occupation

MEDICARE ASSIGNMENT

I hereby authorize Sparks & Favor, PC to release any information acquired in my examination or treatment to any insurer, government agency providing benefits, or to 

anyone for charges. I hereby assign and authorize payment directly to Sparks & Favor, PC of all benefits payable under the terms of any insurance policy listed above. I 

realize the insurance, and/or liability claims may not pay all of the bill. I agree to pay the difference or the entire bill if necessary.  I also agree to pay costs of collection, 

including Attorney's fee and waive my exemption under the constitution and laws of the State of Alabama.

Patient or Responsible Party _________________________________________________________     Date__________________________

Statement to permit payment of medical benefits to physicians.

I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act is correct. I authorize any holder of medical or other 

information about me to release to the Social Security Administration or its intermediaries or carriers any information needed for this or related Medicare claim. I 

request the payment of authorized benefits be made on my behalf. I assign benefits payable for physicians service or organization furnishing the services or authorize 

such physician or organization to submit a claim to Medicare for payment to me.









(name) (relationship) (phone)

(name) (relationship) (phone)

(name) (relationship) (phone)

(name) (relationship) (phone)

(name) (relationship) (phone)

(Patient's Signature) (Date)

Patient Contact Information

Patient Name:  _______________________________________________________________________________

_________________________________       _________________________________       ________________________________

Any physician, staff, employee, or representative of Sparks & Favor PC has my permission to discuss my account and 

medical conditions—which may include symptom, treatments, diagnosis, test results, medications or any other type of 

protected health information—with the following persons in order to facilitate and coordinate my care, treatment, and 

payment. 

Check here if you choose NOT to allow access of your medical records to anyone.

Date of Birth:  ______________________________________________________________________________

_______________________________________________________________      ____________________________________

Note Regarding Annual Exams

A yearly exam without a co-pay does not apply to visits addressing problems or complaints (such as abnormal bleeding, 

menopausal symptoms, breast pain, etc.). For our patients’ convenience, our physicians are very pleased to address any 

concern or problem you may have at the same time as your yearly exam. Please be aware, however, that an office visit 

will be submitted to your insurance company and a co-pay may be required. 

_________________________________       _________________________________       ________________________________

_________________________________       _________________________________       ________________________________

_________________________________       _________________________________       ________________________________

_________________________________       _________________________________       ________________________________

I understand that authorizing the release of my information to the above individual(s) is voluntary and does not affect my 

access to treatment. I can withdraw this permission by signing a new form at any time. This authorization will remain in 

effect until I change or revoke it. I understand that if this information is shared with the above individual(s) it may be 

subject to re-disclosure by the individual(s).


