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Dear Patient, 

 

 Thank you for entrusting your care to one of the physicians of Nephrology Associates of 

Mobile, P.A.  We are committed to providing you the highest quality of care possible at all 

times, including insuring that you are able to see your physician at the time of your 

appointment in a timely manner.   

 To do that, we will need your assistance.  Because you are a new patient, we need to 

gather information about you, your medical history, your insurance and other related 

information.  Enclosed you will find forms designed to provide the information we need to 

insure that we deliver the care that you deserve.  Please take some time to complete these forms 

before you arrive for your first appointment.  By doing so, you will help us to timely complete 

your chart for your physician.  Please also bring the following with you: 

 

 Insurance cards & PHOTO ID 

 COPAYMENT REQUIRED AT THE TIME OF THE VISIT 

 Prescription cards, if any, and 

 All of your current medications 

 IF no insurance, you will require to pay $50.00 for the first visit at the 

time of the visit, and $30.00 each visit thereafter. 

 

Failure to bring the items mentioned above will at best delay your appointment or could 

possibly result in our office having to reschedule your appointment.   

 

According to our records, your appointment is on ______________________ at 

_________________.  We ask that you arrive at ________________, (30 minutes prior to your 

appointment time) so we can perform a final check on your required paperwork.     

 

 

Our office is open from 8:00 a.m. to 4:30 p.m., Monday through Friday.  Please do not hesitate to 

contact us with any questions.  We ask that you call at least 24 hours in advance of any 

appointment should you need to reschedule your appointment.  

 Again, thank you for entrusting your care to us.  Our staff is ready to assist you in any 

way possible to provide you excellent care. 
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Appointment Reminders 

 
 

 At Nephrology Associates of Mobile, P.A. we are committed to providing you 

excellent patient care.  A part of that commitment is our telephone reminder system – 

HouseCalls.   

 

HouseCalls is an automated system that will call you both one week in advance 

and the day before your next scheduled appointment.  The purpose of the system is to 

remind you to have any lab work or tests completed to insure that your physician has 

the information needed to provide you excellent care. 

 

 Please listen carefully when you receive your call as you will be asked to confirm 

or reschedule your next appointment.  It important that you respond to the prompts as 

we receive a daily report of the calls made from the evening before and we review the 

report to insure that our schedule is correct.  If you are unavailable when the system 

calls the system will leave a reminder message on your answering machine if one is 

available. 

 

 Thank you for choosing Nephrology Associates of Mobile, P.A.  Our staff is 

ready to provide the assistance you need to receive excellent care.  Call us with 

questions at Monday through Friday from 9:00 a.m. to 4:30 p.m. at 251.990.3533 



Nephrology Associates 

Dr. Douglas Amare 

Dr. Christopher Mire 

 

 

 

 

 

Fairhope Office Directions 

917-A Plantation Blvd. 

Fairhope, Al 36532 

251-990-3533 

 

We are located across Hwy 98 from McDonald’s in Fairhope in Homestead Village.  We 

are the 6th building on the left on Plantation Blvd. 

 

 

 

 

 

 

Foley Office Directions 

230 East Fern Ave. 

Foley, Al 36535 

251-943-4300 

 

Traveling North on Hwy 59, you will need to turn right at the red light before South 

Baldwin Regional Medical Center onto Fern Ave. (There is a Shell gas station located on 

the left at the light.)   

 

We are located inside Foley Dialysis clinic, which is the only building on the right on 

Fern Ave., 1st door on the left inside the clinic. 

 

 

 

***Please be able to provide us with  a urine specimen at this appointment, cup will 

be provided for you at the office. 

 

 

Please call if you should have any questions… 
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ASSIGNMENT OF INSURANCE BENEFITS 
 

I do hereby authorize payment of all benefits, basic and major medical, to be made directly to 

Nephrology Associates of Mobile, P.A.  I also agree to pay for services I receive that are not 

covered by my medical insurance as well as for any deductible or co-payment due at the time of 

service. 

 

 

________________________________________                                 ______________________ 

Signed                               Date 

 

 

 

 

CONSENT FOR TREATMENT 
 

Knowing that I am suffering from a condition requiring diagnosis and/or medical treatment, do 

hereby voluntarily consent to such diagnostic procedures, hospital care, examinations, and 

treatment as are necessary in the judgment of the physician(s) in charge of my care. 
 

I am aware that the practice of medicine is not an exact science and I acknowledge that no 

guarantees have been made to me in the results of examination or treatment in the hospital or 

office.  I hereby authorize Nephrology Associates of Mobile, P.A. to retain or dispose of any 

specimens that may be taken during examinations or treatment. 

 

__________________________________________________              _____________________ 
   Signed                                      Date 

         ______________________________________________          ______________________________ 
              Authorized Representative                          Relationship 

 
AUTHORIZATION TO RELEASE MEDICAL INFORMATION 

 

I give permission to Nephrology Associates of Mobile, PA to submit full medical records, within discretion, to my insurance 

companies if they so request and to other physicians that I am consulting if they so request. 

 

 

______________________________________________________   ____________________________ 

   Signed              Date Signed 



 

 

 

PATIENT CONSENT FOR THE USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION 
 

With my consent, Nephrology Associates of Mobile, PA, may use and disclose protected health information (PHI) about me 

to carry out treatment, payment and healthcare operations (TPO).  Please refer to Nephrology Associates of Mobile, PA’s 

Notice of Privacy Practices for a more complete description of such uses and disclosures. 

 

I have received the practice’s Notice of Privacy Practices prior to signing this consent.  Nephrology Associates of Mobile, PA 

reserves the right to revise its Notice of Privacy Practices at any time.  A revised Notice of Privacy Practices may be 

obtained by forwarding a written request to Nephrology Associates of Mobile, PA, P.C Privacy Officer at 4682 Airport 

Boulevard, Mobile, Alabama 36608. 

 

With my consent, Nephrology Associates of Mobile, PA, may share my protected health information (PHI) with the 

following individuals: (please list family or friends) 

 

______________________________________________________________________________________________________ 

 

 

______________________________________________________________________________________________________ 

 

With my consent, Nephrology Associates of Mobile, PA call my home or other designated location and leave a message on 

voice mail or in person in reference to any items that assist the practice in carrying out treatment, payment and healthcare 

operations (TPO), such as appointment reminders, insurance items and any call pertaining to my clinical care, including 

laboratory results among others. 

 

With my consent, Nephrology Associates of Mobile, PA, may mail to my home or other designated location any items that 

assist the practice in carrying out treatment, payment and healthcare operations (TPO), such as appointment reminder cards 

and patient statements as long as they are marked Personal and Confidential. 

 

By signing this form, I am consenting to Nephrology Associates of Mobile, PA’s use and disclosure of my protected health 

information (PHI) to carry out treatment, payment and healthcare operations (TPO). 

 

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my 

prior consent.  If I do not sign the consent, Nephrology Associates of Mobile, PA may decline to provide treatment to me. 

 

_________________________________________________________   ____________________________ 

   Signed         DATE 



 
EFFECTIVE DATE April 1, 2003 

 
Notice of Privacy Practices 

 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION 

PEASE REVIEW IT CAREFULLY 
 

HOW WE MAY USE AND DISCLOSE MEDICAL INFORMATION ABOUT YOU.  The following categories describe different ways  
that  we use and disclose medical information.  For each category of uses or disclosures, we will elaborate on the meaning and provide more specific examples, if you request.  
Not every use or disclosure in a category will be listed.  However, all of the ways we are permitted to use and disclose information will fall within on of the categories. 
For Payment.  We may use and disclose medical information about you so that the treatment and services you receive at the practice may be billed to and payment may be collected 
from you, an insurance company or a third party.  For example, we may disclose your record to an insurance company, so that we can get paid for treating you. 
For Treatment.  We may use medical information about you to provide you with medical treatment or services.  We may disclose medical information about you to doctors, nurses, 
technicians, medical students, or other personnel who are involved in taking care of you at the practice or the hospital.  For example, we may disclose medical information about you to 
people outside the practice who may be involved in your medical care, such as family members, clergy or other persons who are a part of your care. 
For Health Care Operations.  We may use and disclose medical information about you for health care operations.  These uses and disclosures are necessary to run the practice and 
ensure that all of our patients receive quality care.  We may also disclose information to doctors, nurses, technicians, medical students, and other practice personnel for review and 
learning purposes.  For example, we may review your record to assist our quality improvement efforts. 
WHO WILL FOLLOW THIS NOTICE.  This notice describes our practice’s policies and procedures and that of any health care professional authorized to enter information into your 
medical chart, any member of a volunteer group which we allow to help you, as well as all employees, staff and other practice personnel. 
POLICY REGARDING THE PROTECTION OF PERSONAL INFORMATION.  We create a record of the care and services you receive at the practice.  We need this record in order to 
provide you with quality care and to comply with certain legal requirements.  This notice applies to all of the records of your care generated at the practice, whether made by practice 
personnel or by your personal doctor.  The law requires us to:  make sure that medical information that identifies you is kept private; give you this notice of our legal duties and privacy 
practices with respect to medical information about you; and to follow the terms of the notice that is currently in effect.  Other ways we may use or disclose your protected health 
information include:  appointment reminders; as required by law; for health-related benefits and services; to individuals involved in your care or payment for your care; research; to 
avert a serious threat to health or safety; and for treatment alternatives.  Other uses and disclosures of your personal information could include disclosure to, or for:  coroners; medical 
examiners and funeral directors; health oversight activities; inmates; law enforcement; lawsuits and disputes; military and veterans; national security and intelligence activities; organ 
and tissue donations; protective services for the President and others; public health risks; and worker’s compensation. 

 
NOTICE OF INDIVIDUAL RIGHTS 

 
You have the following rights regarding medical information we maintain about you: 
Right to an Accounting of Disclosures.  You have the right to request an “accounting of disclosures”.”  This is a list of the disclosures we made of medical information about you.  To 
request this list or accounting of disclosures, you must submit your request in writing to the Privacy Officer. 
Right to Amend.  If you feel that medical information we have about you is incorrect or incomplete, you may ask us to amend the information.  You have the right to request an 
amendment for as long as the information is kept by, or for, the practice.  To request an amendment, your request must be made in writing and submitted to the Privacy Officer and 
you must provide a reason that supports your request.  We may deny you request for an amendment. 
Right to Inspect and Copy.  You have the right to inspect and copy medical information that may be used to make decisions about your care.  We may deny your request to inspect 
and copy in certain very limited circumstances. 
Right to a Paper Copy of this Notice.  You have the right to a paper copy of this notice.  You may ask us to give you a copy of this notice at any time. 
Right to Request Confidential Communications.  You have the right to request that we communicate with you about medical matters in a certain way or at a certain location.  You 
must make your request in writing and you must specify how or where you wish to be contacted. 
Right to Request Restrictions.  You have the right to request a restriction or limitation on the medical information we use or disclose about you for treatment, payment and health 
care operations.  You also have the right to request a limit on the medical information we disclose about you to someone who is involved in your care or the payment for your care, like 
a family member or friend.  We are not required to agree to your request.  If we do agree, we will comply with your request unless the information is needed to provide you 
emergency treatment.  To request restrictions, you must make your request in writing to the Privacy Officer. 
CHANGES TO THIS NOTICE.  We reserve the right to change this notice.  We will post a copy of the current notice in the practice’s waiting room. 
COMPLAINTS.  If you believe your privacy rights have been violated, you may file a complaint with the practice or with the Secretary of the Department of Health and Human Services.  
To file a complaint with the practice, contact Harry Bishop, Clinic Administrator, 251.343.5004.  All complaints must be submitted in writing.  You will not be penalized for filing a 
complaint. 
OTHER USES OF MEDICAL INFORMATION.  Other uses and disclosures of medical information not covered by this notice or the laws that apply to use will be made only with your 
written authorization.  If you provide us permission to use or disclose medical information about you, you may revoke that permission, in writing, at any time. 

 
If you have any questions about this notice or would like to receive a more detailed explanation, please contact the Privacy Officer. 
 
 

Patient Signature         Date Signed 
 
 

Patient Representative Signature          Relationship to Patient 
 



NEPHROLOGY ASSOCIATES OF MOBILE, P.A. 
917-A PLANTATION BOULEVARD 

Fairhope, Alabama 36532 
Douglas A. Amare, MD   Telephone: 251.990.3533   Christopher Mire, MD      

Facsimile:  251.990.9942                     

                                            

AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION 
 

Patient Name:               

 

Date of Birth:  ________________________ SS#:           

 

I authorize __________________________________________ to use and/or disclose certain protected health 

information (PHI) about me to: 

              

              

              

 

The following information will be for the period of:          

 

This authorization permits _____________________________________ to use and/or disclose any health 

information including drug and/or alcohol use, mental health and sexually transmitted diseases, 

including HIV. 

 

Information will be used or disclosed for the following purpose:        

 

              

 

I understand that I can revoke this authorization at any time except to the extent that any action has been 

taken in reliance on this authorization.  I understand that I must submit my request in writing to the 

Privacy Officer. 

 

This authorization will expire in one (1) year from the date signed below unless specifically stated 

otherwise.  Date of expiration, if different:           

 

I understand that I am not required to sign this form in order to receive treatment. 

 

 

___________________________________________  __________________ 

Signature of Patient       Date 

 

 

___________________________________________  __________________ 

Signature of Authorized Representative    Date 
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