Alabama Neurology & Sleep Medicine

100 Rice Mine Road Loop, Suite 301, Tuscaloosa, AL 35406
Phone (205) 345-3881 FAX (205) 345-7242

Dear Patient,

We are writing to share an important and exciting update about our Neurology and Sleep Medicine practice.

As practicing partners at Alabama Neurology and Sleep Medicine, it has been our privilege to care for you. We
are pleased to announce that effective December 12, 2025, we will transition our practice to University Medical
Center (UMC) Neurology and Sleep Medicine, where we will continue providing the same high-quality care
you expect from us.

This move allows us to join a strong and expanding team of physicians, nurses, health educators, and clinical
staff who serve both The University of Alabama community and the broader West Alabama region. Because
University Medical Center is part of the UA College of Community Health Sciences, we will also help train
future physicians—medical students, family medicine and psychiatry residents, and fellows—while continuing
to care for our patients.

We understand that transitions can bring questions. Our primary goal is to ensure a smooth and seamless
experience for you. Your medical records will be transferred to our new practice so that your care can continue
uninterrupted. Your current booked appointments will be unchanged, and you can continue to reach us using the
same office location and phone number during this transition and on an ongoing basis:

e Address: 100 Rice Mine Road Loop, Suite 301, Tuscaloosa, AL 35406

e Phone: 205-345-3881

If you prefer to transfer your care to another physician, please contact us using the information above. We will
be happy to assist you, and you may use the enclosed Patient Authorization Form to facilitate the release of your
medical records.

We want to reassure you that nothing is changing—you will continue to receive your care at the same location,
with the same physicians and the same contact phone number.

Thank you for giving us the honor of being your physicians. We are grateful for your loyalty, confidence, and
support, and we value the trust you have placed in us. We look forward to continuing your care at UMC-
Neurology and Sleep Medicine.
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University o _
i Medical Center Authorization to Disclose
B Health Information

Patient Name: Date of Birth:

Patient Address:

City, State, and Zip:

Patient Telephone # Last 4 of Social Security #

The Information is to be disclosed by: The information is to be provided to:

Name of Medical Facility (Check all that apply) | Name of Person/Organization/Facility
University Medical Center records

_ X___Alabama Neurology & Sleep Medicine
(now UMC Neurology & Sleep Medicine)

Address 100 Rice Mine Road Loop, Suite 301 | Address

City, State Zip Tuscaloosa, AL 35406 City, State Zip
Phone: 205-345-3881 Phone:
Fax: 205-345-7242 Fax #

The purpose or need for this disclosure is:

___Personal Use ____Patient’s Attorney _____School __Disability _____Research
__Legal or Other Proceeding

__ Continuity of Care or Treatment, Payment or Other Healthcare Operations

__ Other (Specify)

Disclosure Method:
Paper copy mailed to address on Authorization

Paper copy picked up by:

Electronic Copy Faxed to:

Electronic Copy mailed on a CD or USB drive to address on Authorization




ﬂ University - :
| | Medical Center Authorization to Dlsclqse
[ Health Information
Patient Name:
Patient DOB:
MR #:

| understand that this authorization is voluntary. Once the information has been disclosed, it may
be subject to re-disclosure and may no longer be protected by federal privacy regulations.

Information to be released (initial each type of record that may be disclosed):

Demographic/Face Sheet Office/Progress Notes
Lab results Immunization Record
Radiology/X-ray/Diagnostic Reports Medication List
Drug and Alcohol Screenings Billing Records

Other Specific Information:

Date Range for records produced: From to OR
Specific treatment date:

(If no date is listed, records for the past 12 months will be provided.)

The patient or the patient’s personal representative must read and initial the following
statements:

| understand that | may revoke this Authorization at any time by notifying the University
Medical Center’s (UMC) Privacy Officer in writing. If | do revoke this Authorization, | understand
that it will not be effective for disclosures made prior to my revocation of this Authorization.

| understand that UMC may not condition the provision of treatment, payment, enroliment
in a health plan, or eligibility for benefits on signing this Authorization except under the following
circumstances:

o Participating in research projects can be conditioned on my signing an
Authorization to use and disclose Protected Health Information (PHI) in the
research.

¢ Initial enroliment in health plans can be conditioned on signing an Authorization for
the health plan to review PHI to make eligibility determinations.

e Furnishing healthcare services to me at the request of a third party can be
conditioned on me signing an Authorization for disclosure of the PHI to the third
party requesting the treatment.



ﬂ University - :
| | Medical Center Authorization to Dlsclqse
o Health Information
Patient Name:
Patient DOB:
MR #:

If I request records in electronic form, | understand that the records will be encrypted to
help protect my privacy and the security of my health records. UMC is not responsible for the
privacy and security of the electronic records on the CD or in an email once they are received by
the intended recipient or placed in the mail.

This Authorization will expire on:
If | fail to specify an expiration date or event, this Authorization will expire six (6) months from the
date on which it was signed.

Signature of Patient or Personal Representative

Printed Name of Patient

Printed Name of Personal Representative

Relationship to the Patient Date

Return Competed Form by mail/fax to:
Attn: Medical Records Department
UMC Neurology & Sleep Medicine

Fax:



