specialists in gastroenterology

Notice of Privacy Practices

Patient Health Information

Under federal law, your patient health information is
profected and confidential. Patient health infonmation
includes information about your symptoms, test
results, diagnosis, treatment, and related medical
information. Your health infonnation also includes
payment, billing, and insurance information.

How We Use Your Patient Health Information
We use health information about you for treatment, to
obtain payient, and for health care operations,
including administrative purposes and evaluation of
the quality of care that you receive. Under some
eircumstances, we may be required to use or disclose
the information even without your permission.

Examples of Treatment, Payment, and Health
Care Operations

Treatment: We will use and disclose your health
information o provide you with medical treatment or
services. For example, nurses, physicians, and other
members of your treatment team will record
information in your record and use it to determine the
most appropriate course of care. We may also
disclose the information to other health care providers
who are participating it your treatiment, to
pharmacists whe are filling your prescriptions, and to
family members who are lielping with your care.
Payment: We will use and diselose your health
information for payment puposes. For example, we
may need to obtain authorization from your insurance
company before providing centain types of treatment,
We will submit bills and mainfain records of
paymemts from your health plan.

Health Care Operations: We will use and disclose
your health information to conduct our standard
internal operations, including proper administration of
records, evaluation of the quality of treatment, and to
assess the care and outcomes of your case and others
like it.

Special Uses

We may use your infonmation to contact you with
appointment reminders. We may also contact you to
provide information abowt treaiment altematives or
other heaith-related benefits and services that inay be
of interest to you.

Other Uses and Disclosures

We may use or disclose identifiable health
information about you for other reasons, even without
your consent. Subject to certain requirsments, we are
pennitted to give out health information without your
permission for the following purposes;

Required by Law: We may be required by faw to
report gunshot wounds, suspected abuse or neglect,
or similar injuries and events.

Researcli: We nay use or diselose information for
approved medical research.

Public Health Activities: As required by law, we
may disclose vital statistics, diseases, information
related to recalls of dangerous products, and
similar information to public health authorities.
Health oversight: We may be required to disclose
information to assist in investigations and audits,
eligibility for government prograins, and similar
activities.

Judiclal and administrative proceedings: We may
disclose information in response to an appropriate
subpoena or court order,

Law enforcement purposes: Subject to certain
restrictions, we may disclose information required
by law enforcement officials.

Deathis: We may repont infonmation regarding
deaths to coroners, medical examiners, funeral
directors, and organ denation agencies,

Serious threat to health or safety: We may use
and disclose information when necessary to
prevent a serious threat to your health and safety or
the health and safety of the public or another
person.

Military and Special Government Functions: If
you are a inember of the amed forces, we may
release information as required by military
command authorities. We may also disclose
information to correctional institutions or for
natfonal security purposes.

Workers Compensation: We may release
infonmation about you for workers compensation
or similar programs providing benefits for work-
elated injuries or illness,

Tn any other situation, we will ask for your written
authorization before using or disclosing any
identifiable health information about you. If you
chioose to sign an authorization to disclose
information, you can later revoke that
authorization to stop any fulure uses and
disclosures.

Individual Rights

You have the following rights with regard to your
health information. Please contact the person listed
befow to obtain the appropriate form for exercising
these rights.

Requeest Restrietions: You may request restrictions
on certain uses and disclosures of your health
infonmation. We are not required to agree to such
restrictions, but if we do agree, we must abide by
those restrictions. Also, if yon have paid for your
health care treatment out-of-pocket and in full, and
if you request that we limit disclosure of your
infornation to a health plan for purposes of
payment or health care operations, we will abide
by your request.

Confidential Commumications: Yon may ask us to
communicate with you confidentiatly by, for
example, sending notices 1o & special address or not
using posteards to remind you of appointments.
inspect and Qbtain Coples: In most cases, you have
the right to ook at or get a copy of your health
information. There may be a small charge for the
copies,

Amend Information: 1If you believe that information
in your record is incorrect, or if important information
is missing, you have the right to request that we
cormrect the existing information or add the missing
information,

Aeccounting of Disclosures: You may request a list of
instances where we have disclosed health infonmation
about you for reasons other than treatment, payment,
or health care operations.

Our Legal Duty

We are required by law to protect and maintain the
privacy of your health information, to provide this
Notice about our legal duties and privacy practices
regarding protected heatth information, and to abide
by the terms of the Notice currently in effect.
Changes in Privacy Practices

‘We may change our policies at any time, Before we
make a signifcant change in our policies, we will
change our Notice and post the new Notice in the
waiting arca and each examination reom. You can
also request a copy of our Notice at any time. For
mwore information about our privacy practices, contact
the person listed below,

Release of Medical Information
I awthorize Specialists in Gastroenterology to usefor
disclose certain medicat and/or billing information to:

Restrictions on the Disclosure of Medical
Information

_ Youcan leave a detailed message (including
billing, test results, medical information)
____Youmay leave a message with no detailed
information except a call back number and
“Specialists in Gastroenterology” identified
__Youmay not leave a message

Signature:

Date:

Patient or Legal Gurardian

Printed Name:

DOB:
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Assignment of Benefits

Some insurance companies will not pay your bill if you do not select one of their participating doctors. It
is the patient’s responsibility to determine if our doctor participates in your plan. Payment or co-payment
is due at the time of service. The patient or guardian is responsible for any portion of the bill that is not
covered by insurance.

Screening vs, Diagnostic Coverage

Insurance companies often provide screening benefits for routine screening colonoscopy. However, if
during your screening procedure the physician removes a polyp or performs a biopsy, the procedure may
be considered diagnostic and may not be covered as a screening exam, In this case, some insurance
companies drop financial responsibility to the patient for all or part of the procedure cost. It is important
for you to know if this applies to your routine screening benefits.

Patient Name Date of Birth

Signature (patient or guardian) Date
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Registration Form

Patient Information

Gender: [_|Male [ |Female

Name:
Last First Middte Initial Nickname
Address:
Street City State Zip Code
Social Security Number: - - DOB:
Home Phone: { ) Cell Phone: { ) Email:

Bthnicity:  [[JNon Hispanic or Latino Race: [ JWhite [[IBlack/African American [ JAmerican Indian/Alaska Native
[IHispanic or Latino [MAsian  [JNative Hawaiian/Pacific Islander [ lOther
[Declined [JDeclined
Preferred Langunage: [ |English [ ]Spanish Other:
Marital Status: Spouse’s Name: Spouse’s DOB:
Spouse’s Social Security Number - - Spouse’s Phone: ( )
Spouse’s Employer: ( } Spouse’s Occupation:
Company Name Phone Number
In Case of Emergency Contact: ( )
Name Relation Phone Number

Responsible Party (If Patient is Under 18)
Name:

Last First Middle Initial Nickname
Address:

Street City State Zip Code
Home Phone: { ) Cell Phone: { ) Email:
Employer: ( Occupation:

Company Name Phone Number
Physician Information
Primary Care Physician: Phone Number: ()
Referring Physician: Phone Number: ( )
Medical Insurance Information
Primary Insurance Company:
Policy Number: Group Number:
Policy Holder: Policy Holder DOB: Relationship To Policy Holder:
Secondary Insurance Company:
Policy Number: Group Number;
Policy Holder: Policy Holder DOB: Relationship To Policy Holder:

Signature

Legal Guardian Signature {If other than Patient)

Pate Of Birth

Date
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Patient Medication Information

Patient Name: Patient DOB:
Primary Pharmacy: Pharmacy Phone: ( )
Medication Allergies:

Name Reaction

{example: Sulfa)

(rash)

Medications: (Please Print all Medications, Supplements and Over the Counter Medications)

Name Dose/mg How Many Times a Day do You Why do you take this
Take This Medication? Medication?
(example: Aleve) (200mg) (as needed) (headaches)
(example: Coumadin) (Smg) (once daily) (blood thinner)
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Patient Medical Information

Patient Name; DOB:

Reason For Visit Today:
Chief Complaint: (Why Did You Come to See The Doctor Today?)

Review of Systems

Constitutional Hematolic/ Lymphatic Genitourinary Immunologic
[IChills [CJEasy Bleeding {TPainfisl Urination [JAsthma
CFever [CIRasy Bruising [(IBlood in Urine [[JChemicals In Work Place
{Malaise [dSwollen Lymph Nodes [ JUrinary Frequency [(Food Allergies
[JWeight Loss Gastrointestinal [ JUrinary Incontinence Cimmunosuppression
HEENT [_JAbdominal Pain [JUrinary Retention [C]Seasonal Allergies
[(IDouble Vision [MChange in Bowel Habits Reproductive Neurological
[JEar Infections [CConstipation [IPenile/Vaginal Discharge [Dizziness
[JEye Pain [[Diarrhea [ISexual Dysfunction [JHeadache
[JNasal Congestion [CIDifficulty Swallowing [[IBreast Lumps [(INumbness
[ ISinus Infection [(IReflux [ IBreast Pain OTremors
[JSore Throat [JHeartburn Metabolic/ Endocrine [Ivertigo
Respiratory [IBlood in Stool [ ]Cold Intolerance Psychiatric
[CIShortness of Breath [TIBlack Stool [(OHeat Intolerance MAnxiety
[JFrequent Cough [CJi.oss of Appetite [CJExcessive Thirst [MDepression
[CJPleuritic Pain [ 1Vomiting [Diabetes [ JIncreased Stress
[Wheezing [ 1Vomiting Blood Cardiovascular Skin
Musculoskeletal [INausea [(IChest Pain {MContact Allergy
[CIBack Pain [CHistory of Hepatitis [ISwelling of Legs and Ankles [ Hives
[IMuscle Pain [CIBloating/Gas [irreguiar Heart Beat [Mitching
[ Joint Pain [ High Blood Pressure [JRash

Do you Smoke? [Yes [[INo

Do you Use Alcohol? [¥es [INo

Do you use Caffeine? [ Yes [ No

Family History:

Colon Polyps [1Yes CINo Family Relation:

Colon Cancer Myes CNo Family Relation;

Colitis/Crohn’s Disease f]Yes [Ne Family Relation;

Trritable Bowel Syndrome [JYes [Ne Family Relation:

Stomach Ulcer [ ]Yes [No Family Relation:

Gallstones [ 1Yes [[1No Family Relation;

Pancreas Diseases [JYes No Family Relation:

Diabetes [JYes [No Family Relation:

Breast Cancer [DYes [No Family Relation:

Uterine Cancer dYes No Family Relation:

Surgeries: Past Medical Conditions:
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