GASTROENTEROLOGY CONSULTANTS, INC.
PATIENT REGISTRATION                 
PLEASE COMPLETE AND RETURN IN THE ENCLOSED STAMPED ENVELOPE PRIOR TO APPOINTMENT.
NAME: _____________________________________ DATE OF BIRTH _______________ SEX: ____


(as listed on insurance card)


ADDRESS: ___________________________________________________________________________

CITY: ____________________________  STATE: ____________ ZIP: _______________

HOME PHONE:__________________  WORK PHONE: ______________ CELL:________________

SOCIAL SECURITY NUMBER: _______________________________

PRIMARY PHYSICIAN: ______________________REFERRING PHYSICIAN: ________________
PHARMACY: ___________________________  PHONE: _____________________________________

PHARMACY ADDRESS: _______________________________________________________________
EMERGENCY CONTACTS
NAME: ________________________________PHONE NUMBER: _____________________________
RELATIONSHIP TO YOU:______________________________________________________________
INSURANCE INFORMATION
PRIMARY INSURANCE:_______________________________________________________________

SUBSCRIBER: ________________________________ SUBSCRIBER DATE OF BIRTH:__________ 


(as listed on insurance card)
SUBSCRIBER SOCIAL SECURITY NUMBER:____________________________________________

POLICY NUMBER: ______________________________ GROUP NUMBER:____________________

INSURANCE ADDRESS: _______________________________________________________________




   (refer to back of insurance card)

PHONE NUMBER: _______________________________________
SECONDARY INSURANCE:____________________________________________________________

SUBSCRIBER: ________________________________ SUBSCRIBER DATE OF BIRTH: _________


(as listed on insurance card)
SUBSCRIBER SOCIAL SECURITY NUMBER: ___________________________________________

POLICY NUMBER: _________________________ GROUP NUMBER: ________________________ INSURANCE ADDRESS:________________________________________PHONE: _______________
PATIENT ACKNOWLEDGEMENT OF NOTICE of PRIVACY PRACTICES

Effective April 14, 2003, the federal HIPAA privacy rule requires our practice to comply with certain legal requirements designed to protect your personal health information.  HIPAA gives individuals the right to request a restriction on uses and disclosures of protected health information (PHI).  The individual is also provided the right to request confidential communications of PHI be made by alternative means, such as sending correspondence to the individual’s office instead of at home.  We may need your written authorization to release PHI even if you are the one requesting the release.  By signing below I acknowledge I have read Gastroenterology Consultants notice of Privacy Practice.
I wish to be contacted in the following manner: 

You can communicate information  

about me to the following people: 

Check all that apply and list numbers: 

□ Home Telephone _______________________
______________________________
· OK to leave message with detailed

_______________________________

information

· Leave Message with call-back number 

________________________________

only












________________________________

□ Work Telephone ________________________









________________________________

· OK to leave message with detailed


Information




________________________________

· Leave Message with call-back number 

only





_______________________________
□ Written Communication



________________________________

· OK to mail to my home address
 

· OK to mail to my work/office


________________________________

OK to fax to this number _______________________
________________________________

_______________________________________

________________________________

 Patient or Lgal Guardian Signature


Patient (Print name)

________________________________________



    Date















