g(%zstyr})enteglogy

of Central New York,, P.C.

Drgestive Disease
Center

of Central New York,, L.L.C.

PLEASE FILL IN ALL INFORMATION Date:

Patient's Social
Name: Security # S
Local Address
Street: City: Zip:
County: Phone: Work: Mobile (Mandatory):
Sex: Marital Status: Email Address: Date of Age:
OM OF 0S OM 0ODiv. OWid. Birth:
Race:

o Caucasian/Non-Hispanic o African American o Asian o Hispanic or Latino o Other: o Refused

[ I give you permission to use my email address listed for medical information [ | give you permission to leave appointment messages on answering machine/voicemail

Primary Care
Physician:

Phone:

Referring
Physician:

Phone:

Cardiologist:

Phone:

Employer
of patient:

Phone:

Pharmacy: Address/Location:

Phone:

Emergency

Contact: to you:

Relationship

Phone:

Primary Insurance:

Policy Holder
Name:

Policy Holder
Date of Birth:

ID #:

Relationship to you: Employer:

Secondary Insurance:

Policy Holder
Name:

Policy Holder
Date of Birth:

ID #:

Relationship to you: Employer:

| hereby authorize Gastroenterology & Hepatology of CNY, P.C. and/or
Digestive Disease Center of CNY, L.L.C. to release medical information
necessary for filing claims for services rendered to the insurance companies
listed above. | hereby authorize the insurance companies listed above to
make payment of benefits directly to Gastroenterology & Hepatology of
CNY, P.C. and/or Digestive Disease Center of CNY, L.L.C. for services
rendered.

| hereby agree to pay all medical charges by me (or my minor) unless
otherwise arranged by agreement.

| hereby authorize any physician, hospital or medical care facility to provide
all information on my medical history and treatment to Gastroenterology &
Hepatology of CNY, P.C. and/or Digestive Disease Center of CNY, L.L.C.

| hereby authorize photocopies of this form to be as valid as the original.

| acknowledge that | have been given the opportunity to read and/or receive
a copy of Gastroenterology and Hepatology of Central New York, P.C.
and/or Digestive Disease Center of CNY, L.L.C.’s Privacy Notice.

| consent to have Gastroenterology and Hepatology of Central New York,
P.C. and/or Digestive Disease Center of CNY, L.L.C. to use and disclose
my protected health information for payment, treatment and health care
operations purposes and for such other purposes that are permitted under
HIPAA or other federal/state laws with out my written authorization.

Print Name Date of Birth

Signature Date




