
DIANE COUNCE, M.D.                                                                                                  
Board Certified Neurologist                                                                                                       

Neurodiagnostic Facility & Clinic                                                                                                                    
(EEG, EMG, RNS, VIDEO EEG MONITORING, THERAPEUTIC BOTOX) 

Before you can be seen, please have this form filled out in full.  Accuracy is of utmost importance 
in order to deliver appropriate care.  This document is confidential and will become a part of 
your medical record.  You will not be seen unless this form is filled out and signed. 

Name:_________________________________  Date:___________________ 

DOB:______________________________        Age:___________ 

Height:____________________________       Weight:_____________ 

Referring Physician:______________________ Family Physician:_________________________ 

Pharmacy Name and Number: _____________________________________________________ 

 

List the reason(s) why you are here today: 

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

List any medical problems/diagnoses that you have had in the past or currently have: 

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

List any past surgeries and the approximate dates: 

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

List any accidents or injuries: 

______________________________________________________________________________
______________________________________________________________________________ 

 

 

 



Name:__________________________________________________     Date:________________ 

 

Please list all medications and the doses you are currently taking: 

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

Do you:  smoke    yes    no chew tobacco    yes    no use snuff    yes    no 

Do you use alcohol?  yes       no 

 

THANK YOU 

I certify that the above information is correct to the best of my knowledge.  I will not hold my 
doctor or any members of the staff responsible for any errors or omissions that I made in the 
completion of this form. 

 

Signature:____________________________________________Date:_____________________ 

 

 

Acknowledgement of receipt of Notice of Privacy Practices 

 

I have received a copy of the Notice of Privacy Practices for Neurology and Neurodiagnostics  of  Alabama, LLC.     
Dr. Diane Counce reserves the right to modify the privacy practices outlined in this notice. 

Name of Patient:  _________________________________________________Date: _________________________ 

Signature of Patient:  ____________________________________________________________________________ 

Signature of Patient Representative:  _______________________________________________________________  
(If patient is a minor or an adult who is unable to sign this form) 

Relationship of Patient Representative to patient:  ____________________________________________________ 

 

 

 

 

 



NEUROLOGY AND NEURODIAGNOSTICS OF ALABAMA, LLC                                                                                                                                            
HEADACHE SPECIALISTS OF ALABAMA                                                                                                                                                                    
PATIENT INFORMATION                                                                                                                                                                                                            

Full Legal Name_______________________________  Name Normally Used (Nickname)________________    

Street Address (not PO Box)________________________City, State______________ Zip Code______   

Mailing address (if different from above)__________________________________________________ 

Home Phone (         )_____________ Work Phone (         )_____________ Cell Phone (         )_____________ 

Email _________________________________________________ 

Date of Birth____/____/____ Age_______ Sex________ Marital Status_________________________ 

Social Security #____-____-____Driver’s License/State________________ Occupation________________ 

Employer Name__________________________________________________________________________ 

Employer Address________________________________________________________________    

Other Physicians you see____________________________________________________________ 

How did you hear about us?__________________________________________________________ 

SPOUSE’S INFORMATION 

Name_________________________________________ Date of Birth_______________________ 

Address (If different from above)_______________________________________________________ 

Occupation________________________________ Employer Name_____________________________ 

Employer Address________________________________________________________________ 

Home Phone (         )_____________ Work Phone (         ) _____________ Cell Phone (         )_____________ 

INSURANCE INFORMATION 

Responsible Party Name______________________ Phone # (        )__________SSN________________  

Responsible Party Address__________________________________________________________________ 

Primary Insurance_____________________________________________________ Co-Pay $____________ 

Contract #_____________________________ Group #___________________ Effective Date______________ 

Contract Holder’s Name_____________________________ Relationship___________ Date of Birth_________ 

Secondary Insurance___________________________________________________ Co-Pay $____________ 

Contract #_____________________________ Group # ___________________ Effective Date_____________ 

Contract Holder’s Name_____________________________ Relationship___________ Date of Birth_________ 

Other Insurance Information_________________________________________________________________ 

Emergency Contact______________________________ Phone_____________ Relation_________________    

The Clinic and attending physician are authorized to furnish any medical records requested by insurance companies with whom I 
have coverage or any public agency that may be assisting in payment of my care.  My signature is also my authorization of 
assignment of benefits to the Clinic.  I understand that I am directly responsible to Neurology and Neurodiagnostics of Alabama, 
LLC for all charges for medical and procedural services rendered to me, regardless of insurance coverage.  In the event of 
default, I agree to pay all costs of collection, including reasonable attorney’s fees.                                                                                                                                                                                                  

Signature of Responsible Party_______________________________________Date_______________ 



 

FINANCIAL POLICY 
Neurology and Neurodiagnostics of AL                                                                                                                                                                                         

1000 Southlake Park, Suite 200                                                                                                                                                                                                         
Hoover, AL  35244                                                                                                                                                                                                                                   

205-536-8736 

1.  Payment for services rendered is expected at the time of treatment unless 
arrangements are made prior to treatment. 

2.   Our office will file insurance claims for services rendered, however, the patient is not 

relieved of responsibility for payment just because the patient has insurance. 

3.   Patients are responsible for updating all demographic information at every visit.  If 

your insurance is a closed panel, requires a referral or is denied for any reason, you the 

patient, will be responsible for payment in full of the total visit.  Patients are encouraged 

to call their insurance PRIOR to any visit to inquire if visits and procedures require a 

referral as well as whether or not they will be covered. 

4.   Patients must pay co-pays and deductibles due at the time services are rendered.  

Our office is contractually obligated to the insurance company to collect the patient’s 

portion of the bill. 

5.   Balances due that are billed for 90 days will automatically be turned over to the 

collection agency, Amsher.  There is a 50% up charge for all accounts that are turned 

over to collections. 

6.   Financial arrangements can be made for payment of bills. 

7.   For questions regarding billing, a billing manager can be reached at:  205-702-6602. 

8.   Copies of medical records are available for a fee.  The fee charged follows the rules 

of the Alabama Board of Medical Examiners. 

9.  There is a $50 no-show fee for missed new patient and testing appointments.  There 

is a $25 no-show fee for missed follow-up appointments.  If you cannot keep your 

appointment, we ask that you cancel at least 24 hours in advance. 

10.  Those who no-show for new patient appointments or cancel more than twice, will 

not be able to make future appointments.   

 

 

Signed:________________________________________________    Date:__________________ 


