PERMIAN GASTROENTEROLOGY, P.A.

MRUNAL C. PATEL,M.D.  GOVIND B. PATEL, M.D.
DIPLOMATE AMERICAN BOARD OF
INTERNAL MEDICINE AND GASTROENTEROLOGY
PRACTICE LIMITED TO GASTROENTEROLOGY

REGISTRATION FORM
Referred by : Todays Date
PATIENTS’S INFORMATION
Patient Legal Name:
First M.L. Last
Address City State Zip
Telephone # Cell #
Date of Birth Sex Martial Status

Social Security Number

Full or Part Time Student

EMPLOYERS INFORMATION
Employer Of (Circle one) Patient, Guarantor, Student

Employer's Name

Employer’s Address Telephone

State Zip

City

EMERGENCY CONTACT (NEED TWO)

In case of emergency, please contact #1
Relationship to Patient
Phone number of Contact

# 2 contact
Relationship to Patient
Phone number of Contact

INFORMATION ON BACK

4214 ANDREWS HWY. STE. 203 MIDLAND, TEXAS 79703 TELEPHONE: (432) 697-1000 FAX: (432) 697-6000



PERMIAN GASTROENTEROLOGY, P.A.

MRUNAL C. PATEL,M.D.  GOVIND B. PATEL, M.D.
DIPLOMATE AMERICAN BOARD OF

INTERNAL MEDICINE AND GASTROENTEROLOGY
PRACTICE LIMITED TO GASTROENTEROLOGY
PRIMARY INSURANCE INFORMATION

Name of Insurance Company

Group Number Policy #

SUBSCRIBER INFORMATION

Name

Address Telephone

Policyholder Date of Birth

Policyholder Social Security &

Policyholder Employer

SECONDARY INSURANCE INFORMATION

Name of Insurance Company

Group Number Policy &

Policyholder Name

Policyholder Date of Birth

Policyholder Social Security #

Employer Name

ASSIGNMENT OF BENEFITS — RELEASE OF MEDICAL INFORMATION
| request that payment of my Insurance Benefits to be made on my behalif to

PERMIAN GASTROENTEROLOGY, P.A., for any services furnished me by
PERMIAN GASTROENTEROLOGY, P.A.

Signed Date

[ authorize the release of medical information for the purpose of processing my medical cleim.
1 understand that | am finoncially responsible for any balance not covered by my Insurance Carrier.

Signed Date

4214 ANDREWS HWY. STE. 203 MIDLAND, TEXAS 79703 TELEPHONE: (432) 697-1000 FAX: (432) 697-6000



PERMIAN GASTROENTEROLOGY, P.A.

MRUNAL C. PATEL,M.D.  GOVIND B. PATEL, M.D.
DIPLOMATE AMERICAN BOARD OF

INTERNAL MEDICINE AND GASTROENTEROLOGY
PRACTICE LIMITED TO GASTROENTEROLOGY
PRIMARY INSURANCE INFORMATION

Name of Insurance Company

Group Number Policy #

SUBSCRIBER INFORMATION

Name

Address Telephone

Policyholder Date of Birth

Policyholder Social Security &

Policyholder Employer

SECONDARY INSURANCE INFORMATION

Name of Insurance Company

Group Number Policy &

Policyholder Name

Policyholder Date of Birth

Policyholder Social Security #

Employer Name

ASSIGNMENT OF BENEFITS — RELEASE OF MEDICAL INFORMATION
| request that payment of my Insurance Benefits to be made on my behalif to

PERMIAN GASTROENTEROLOGY, P.A., for any services furnished me by
PERMIAN GASTROENTEROLOGY, P.A.

Signed Date

[ authorize the release of medical information for the purpose of processing my medical cleim.
1 understand that | am finoncially responsible for any balance not covered by my Insurance Carrier.

Signed Date

4214 ANDREWS HWY. STE. 203 MIDLAND, TEXAS 79703 TELEPHONE: (432) 697-1000 FAX: (432) 697-6000



4214 ANDREWS HWY. STE. 203

PERMIAN GASTROENTEROLOGY, P.A.

MRUNAL C. PATEL, M.D.

Name:

Date of Birth

GOVIND B. PATEL, M.D.
DIPLOMATE AMERICAN BOARD OF
INTERNAL MEDICINE AND GASTROENTEROLOGY
PRACTICE LIMITED TO GASTROENTEROLOGY

Occupation :

Drug Allergies

List of all medications you take including prescription & over-the-counter medicines.

Medication Name & Strength

Check any of these Hinesses you have ever had:

High Blood Pressure

Heart Attack

Heart Disease
High Cholesterol
Rheumatic Fever

—————

Diabetes

Strokes

—_—

Cancer

List below and OPERATIONS You have had

Your last COLONOSCOPY

Your last FLEXIBLESIGMOIDOSCOPY
HAVE YOU SEEN ANY OTHER GASTROENTEROLOGIST IN THE AREA ?

MIDLAND, TEXAS 79703

How Many? How Often? How long have you taken it?
Anemia Thyroid Problems
Bleeding Tendency Breast Problems
Blood Transfusion Mental Problems
Pneumonia Selzures
Tuberculosis Arthritis/Goukt
Emphysema Psoriasis
Diverticulosis Venereal Disease
Hepatitis HIV/AIDS
YEAR

TELEPHONE: (432) 697-1000 FAX: (432) 697-6000
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Do you drink coffee or tea? _

How guuch?
Do you drink alcohofic beverages? How much?
1 you quit drinking aloohol, when did you quit?
How much did you drink priof 10 quitting?
Do you use any tobacco products? YES NO (i yos, 7 in the next line)

cigareties/cigars/pipe/chew perdayfor _______ yeers
H you il when did you qui? (Fiin above for usage prior o qul
mmmm-uﬁm YES NO
Do you have any tattoos? YES NO
Are any parts of your body plerced? YES NO
Myoumdymf _ YES NO
FAMILY HISTORY - Check any of these that a biood relative has had.
—___ Disbetes ____ High Blood Pressure — Heart Trouble e
____Cancer - i yes, what kind of cancer?
_____ Any other serious liness - please speciy.
M Living }i Deceased
Age Any Rness?

Age of Death Cause of Death

Note: This is & confidential record of your medical history and it will be kept in this office. information contain
herein will not be refeased to any person excapt when you have suthorized it.



Do you drink coffee or tea? How much?

Do you drink alooholic bevernges? How much?

M you quik drinking aloohol, when did you quit?

How much did you drink prior 10 quitling?

Do you use any 1obacco products? YES NO  Qfyos, Ml in the next i)
__cigarstiestoigersipipaichew per dayfor______yeers

N you qui, when did you qui? (FR In above for usage prior 10 qul

Have you over use Blegal drugs? | YES NO '

Have you ever had & biood iransfusion? YES NO

Do you have any tatioos? YES NO

Are any parts of your body plerosd? YES NO

Are you sexausally active? ) Yes NO

Fmvmv-mmdr_nwnwmmm

—___Diabetss —___ High Blood Pressure — Heart Trouble Al

— Cancer - If yes, what kind of cancer?
—_ Any other serious liness — pleass speclfy.

¥ iving ¥ Deceased
Age Any fBness? Age of Dosth  Cause of Death




HIPAA 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. PLEASE REVIEW IT
CAREFULLY.

This Notice of Privacy Practices describes bow we may vse and disclose your protected health information (PHI) to cary
oul treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. I
also describes your rights to access and control your protected bealth information. “Protected heaith information” is
information about you, including demographic information, that mey identify you and that relates to your past, present or
foture physical or mental health or condition and related health care services,

Uses and Disclosures of Protected Health Information
Ywmﬂanhudﬂmme”mnﬁudﬁmMnfw

office that are involved in your care and treatment for the purpose of providing health care services to you, o pay your
bealth care bills, to support the operation of the physician’s practice, mdmyolhumeraqmadbth
wwewmmmuummpwmmmm coordinate, or manage your health
care and any related services. This inclodes the coordination or management of your health care with a third party. For
_ example, we would disclose your protected health information, as necessary, 10 2 home health agency that provides care
to you. For example, your protected health information may be provided to a physician to whom you have been refermed
_ 1o ensure that the physician has the necessary information to diagnose or treat you.
Payment: Your protected bealth information will be used, as needed, to obtain payment for your health care services. For
example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed
1o the health plan to obtain spprova! for the hospital admission.
: We may use or disclose, as-needed, your protected health information in order to support the

Healthcare Operstions:

business activities of your physician's practice. These activities inchsde, but are not limited to, quality assessment

activities, employee review activities, training of medical students, licensing, and conducting or aanging for other
~health-informudon 6 medical school sdents that see

business activities. For example we may disclose your-protected

patients at our office. In addition, we may usc a sign-in sheet at the registration desk where you will be asked to sign your
name and indicate your physician. We may also call you by name in the waiting room when your physician is ready to see
you. We may use or disclose your protecied health information, as necessary, to contact you to remind you of your

appointment,

We may use or disclose your protected health information in the following situations
without your authorization. These situations include: as Required By Law, Public
Health issues as required by law, Communicable Diseases: Health Oversight: Abuse or
Neglect: Food and Drug Administration requirements: Legal Proceedings: Law
Enforcement: Coroners, Funeral Directors, and Organ Donation: Research: Criminal
Activity: Military Activity and National Security: Workers’ Compensation: Inmates:
Required Uses and Disclosures: Under the law, we must make disclosures to you and

when required by the Secretary of the Department of Health and Human Services to
investigate or determine our compliance with the requirements of Section 164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only With
Your Consent, Authorization or Opportunity to Object unless required by law.




You may revoke this authorizatien, at any time, in writing, except 0 the extent that your physician or the physicien's
mhukunmmmn&mm&nuwdmmMMmum

Following is a statement of your rights with respect to your protecied health information.

enlth information. Under federal law, howeves, you may not

mmmhmmmmmwmbkmd oF use in,
a civil, criminal, of administrative action or proceeding, and protecied health information that is subject to law that
prohﬂﬁsmlowhﬁm

: o - fion. This means you may ask us not to
madmhuqmdywwmwmﬂuhmdmwwm
operations. You may also request that any part of your protected health information not be disclosed to family members
or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices.
Your request must state the specific restriction requested and 10 whom you want the restriction to apply.

Your physician is not required to agree to a restriction that you may request. If physician belicves it is in your best intorest
to permit use and disclosure of your protected health information, your proiected health information will not be restricted.-
You then have the right 10 use another Healthcare Professional.

fammmhumﬁﬁwﬁclmdw'hunﬂwmmlmme
statement and will provide you with a copy of any such rebuttal,

We reserve the right 10 change the terms of this notice and will inform you by mail of any changes. Youlhmhwll\e
right to object or withdraw as provided in this notice.

Compiaints

You may complain to us or to the Secretary of Health and Human Services if you
believe your privacy rights have been violated by us. You may file a complaint with us
by notifying our privacy contact of your complaint. We will not retaliate against you

This notice was published and becomes cffective on/or before April 14, 2003.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties
and privacy practices with respect to protected health information. If you have any objections to this form,
pleaseasktoepnkwithmﬂ]?MComplhweOﬂ'wh:pu‘sonorbyphomato\nhh_inmmmbﬂ.
Signu_ture below is only nkiowhdg:mml that you have received this Notice of our Privacy Practices:

Print Name. < Signature Date_




You may revoke this suthorixation, af any time, in wriling, except to the cxtent that your physician or the physician’s
practice has taken &n sction in refiance on the use or disclosure indicated in the authorization.

medmmmmummmm
jon. Under federal law, bowever, you may not

mwmhMmﬁ;MmMEMmmdwuh
nMM«MmtmmMMmukﬂpﬂhhh

mmnwmm

[ ! ; m. This means yoo may ask us sot to
mwhmmdm”ﬂ%hhmdmmwm
operations. You may also request that any part of your protected bealth information not be disclosed to family members
or fricads who may be involved in your care or for potification purposes as described in this Notice of Privacy Practices.
Your request must stase the specific restriction requested and to whom you wanat the restriction to apply.

Your physicias is not required o agree (o & restriction that you may request. If physician believes it is in your best interest
1o permit use and disclosure of your prosected health information, your protecied bealth information will not be restricied.
You then have the right to use asother Healthcare Professional.

mmw"mﬂrmm

agroed o acoept this nofice aliermetively i.c. clectronically.

You mav have the rizht o have your shvaiciss swend your eretecied beadth information, If we deny your reguest
ﬁrmMmuﬂﬁhﬂcnmdw'ﬁuﬂummaMnm
statemeat aad will provide you with & copy of any such rebuttal,

We reserve the right (o change the terms of this notice and will inform you by mail of any changes. You then have the
right to object or withdraw as provided in this notice.

Complaipis '
You mycomphinmmmmmewdﬁwmmdﬂm&mifyw

believe your privacy rights have been violated by us. You may file a complaint with us

by notifying our privacy contact of your complaint. M__MM
for filing a complaint.

This mwnﬂﬂmmmeﬂecnu on/or before Aprfl 14, 2803,

We are required by law to maintain the privacy of, and provide individuals with, this notice of our Jegal duties
and privacy practices with respect (o protected health information. If yoo have any objections to this form,
please ask to speak with our HIPAA Compliance Officer in person or by phone at our Main Phone Number.
Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:

Print Name. u: Signature, Date_




