








Advanced Medicine + Pediatrics, LLC 

705 South 4th Street 

Gadsden, AL 35901 

Phone: 256-546-1445 Fax: 2564854765 

CONSENT TO OBTAIN ELECTRONIC MEDICATION HISTORY 

I understand that my medication history may be obtained utilizing an electronic 

information exchange and that this protected health information may provide 

valuable information for my healthcare provider. 

I hereby authorize Advanced Medicine+ Pediatrics to access my medication 

history without limitation or exclusion as is required and/or reasonably advisable 

to disclose, process, retrieve, transmit, and view for the purpose of the 

transmission of an electronic prescription issued by a provider authorized by law 

to prescribe, as necessary for my care and treatment. 

Pharmacy Name 

Pharmacy Location 

Preferred Lab 

Patient Signature/Date 





ADVANCED MEDICINE PLUS PEDIATRJCS. LLC 
TERRY PERRY, M.D., Family Medicine 

MARIA LEE, M.D., Pediatrics 

705 South 3rd Street Gadsden, AL 3590 I 

(256) 546-1445 fax: (256) 485-4546

Financial Policy: 

As a courtesy to our patients we will file your insurance. It is the responsibility of 

the patient to be aware of their benefits and any required preauthorization. We 

require any co-payments and deductible to be paid at the time of service and 

these amounts are only an estimate on our part. If your insurance company pays 

less than expected, you will be billed the difference. The balance is your 

responsibility whether your insurance company pays or not. If your insurance 

company has not paid your account in 60 days, the balance will be due and 

becomes your responsibility. The parent or guardian of a minor patient is 

responsible for payment of service. If for any reason payment is not made in full, 

I understand that I am liable for any collection fees and/court costs. I, the 

undersigned, do here by agree to pay all amounts and charges for services 

rendered. In the event that the doctor agrees to file insurance claims, I authorize 

the release of any medical information necessary to process that claim and 

request that payments of benefits be made to the Advanced Medicine+ 

Pediatrics, LLC/ the doctor. I understand that I am fully responsible for any 

portion of these services that are not covered by my insurance benefits. If 

payment by check is returned, I understand that I will be liable for any fees 

associated with the returned check, and the bank fees associated with it. I, the 

undersigned, also agree that it is my responsibility to keep this office updated on 

any changes. These changes may include changes in address, phone number, 

insurance, medical or surgical history, and medication changes, etc. I understand 

that it is my responsibility to notify this office immediately following any changes 

in my personal information. 

Patient/Responsible Party Signature: Date: 
------------ ------










