
PATIENT INFORMATION 483 N Semoran Blvd

Suite #101
Winter Park, FI 32792-3800FLORIDA GASTROENTEROTOGY/GUARDIAN HEALTH SOIUTIONS I-LC

5sN:-sex:Mole/FenoleMalila|slatu5:sinqle/Morried/Divorced/Widowed
Dateof Birth: Aee

Mdde
_C€ll phone: _Work phone

City:_State:_Zip
Current Employment Status: f u time/Port time/Betired/Unenployed
Employer: City zip:

Name of Doctor/Person who referred you 1o Dr. Bajaj

Do you have Medicare:BY ! N A Medicaid:ilY ilN t

INSURANCE INTORMATION

WT wlI,T NEEDYOUR CURRENT INSURAI./CE ARDAND DRIVERS I-ICENSE PLEASE GIVE ITTOTHE RECEPTIONISTTo
MAKE COPIES

PRIMARY IN5URANCE

Company:_Address

Subs.riber: t-1s€lf tr spouse ! Guardian
Subscriber's Name: DO8

Member lDll

Subscriber: L-l Self U Spouse O Guardian
Subscriber's Namel B:

I undeEr.hd and aeree I will be ..sponsible Lrth. prym.nr onh..har€a! iirlrerr on behallofmy!.f!r raaity 6enber.
PATIENT METHOD OF DlSCO|SURES,The H|PPA Privacy Rule gives the individualthe rightto requesttheirconfidentiat
communications be made byalternative means, suchas sending co(espondence torhe individual'soffice instead of rhe

tr OK to leave messages with detail information on HOME/CEIL/WORK Phone
O Home Telephone
tl OK to e mail

acellphon

ASSIG NMENT OF BENEFITS/MEDICAI REALEASE
i request that payment ofauthorized benefits be made for any seruices furnished to m€ by Frorida Gastroenterotogy/Goardian
Heaith Solutions LIC ofits legal subsidiaries, affitrates, successorand assigns. tfmycurrent poticy prohibits direct paymentto
the provider, I hereby acknowledge that tam responsiblelorsubmitung payments receivedto the p.ovide r for setuices
furnished to m€ bythe provider. r.lso understand th:t tamfinanciatty responsibtefor tervi.es notcove.ed by benefts l
authorizeany holderofmedi.al or other iniormaton about me to ret€ase information needed to any person, accreringor
.enifying,/profesional orga nizations company and/or a8ency whi.h is or may be liabte to. any porrion ofthe paymenr ofthe
chanaesforsuch seruices, o.e pe.forminS a u dt!. Jn addition, rauthorize Florida Gastroenterology/Guardian Heatth solunon LLc
to request and obta n 3ny necessary medicalrepons necesarylor comparison purposes associated with mytreatment.
I acknowledge that lhave received rlorida Gasnoenterotogy/cuardian Health Sotutions LLC Noti.e ofprivacyActs.

Pdl;enl Sisnarure'

Name of person to notiry in case of emergency:_Phone:
Relationship to conta(t:

SECONDANY INSURANCE

Company:_ Address:

OOK to mail to my home address ! OK to leave message with catl back number onty
Person/Persons who are allowed to obtain your Health lnformation:



IT],OITID  GASTITOI'NTI'IIOLOGY, P.A.
PATIENT MEDICATION FORM

Patient Name: DOB Today's Date

Please complete the following form in detail prior to your appointmenl and bring this form with you. Be sure I

includeALL MEDICATIONS INCLUDING VITAMINS, HERBSAND OVER THE COUNTER DRUGS (ASPtRtN ETC
AS WELLAS YOUR PRESCRIPTION DRUGS AND THE AMOUNTAND FREOUENCY YOU TAKE THEM.

lf you are unable to complete this form, please bring all your medications to your appointment and someone wi
assist you to Iill out this form.

NAfr,4E OF MEDICATION DOSAGES/STRENGTH

1

2

3

4

5

6

7

9

10

,1.1

12

13

14

DIRECTIONS/HOW OFIEN USED

15

16

17

DIug Ileaction Drug

Pharmacy (preferred): _ Pharmacy phone # . 

--- 
. =_-- --

tr*

Rcaction



PLORIDA GASTROIINI'EROLOGY. P.A.

I]LEASIIISEA]BEJEE4EASQNfOI4A! SETI]IG'ITII TIIYSICIAN TODAY:

Past Medical Ilistory - Patient Name:

D He3fl Diserse

[l Angina
E Congestive Heart Faiiure
E Har€rt Murmur
E Heart Valve Problems

I High Blood Pressure

E High Cholesterol

D Pacemaker/Defi brillato!
E Irregular H€art Beat
E Asthma
E Bronchitis
E Emphysema

tr Lungs,Erca0ring Diffi cullics
E Pulmonary Embolism
E Sinus Problems
I Tubeiculosis
E Clots/Bleeding Problems
ttHtv
E Hepatitis
D Varicose Veins
E Back Problems
D Parkinson's
D Arthritis
D Paralysis

D Fainting
D Headaches
E Seizure
E Stroke or mini-stroke
E Dizziness/Falling
D Clar-rcoma [R.] [L]
tr Cataracts [R] [L]
O I{OH
D Diabeles
0 Thyroid Problems
O Heartbumlndigestion
E GERD/ Hiatal Hemia

BGallstoncs
E I-ivcr Problems
DJaundice
0 Kidney Problems
E Prostatc Problems
D Pancreatitis
E Depression
tr Anxiety
E Canccr

Wherc?
D Recreational Drug Usc

ALLERGI]15

Datci
Please check if you have ever haa problens with th" following

Othcr: '--_--'---
Past Surgical History
Please check a previous surgeries that you have had:
E Abdomrnal Surgery E Pacemaker
EAppndectomy trArln/Hand/Foot [R] [L]
D Colon Surgery E Neck/Back Surger
Dcall Bladder Surgery D Hip Surgery tRl [L]
flHemorrhoidectomy D Knee Surgery [R] [L]
E Hemia [R] [L] 0 Shoulder Su{gery [R] [L]
DHiatal Hemia Repair tr Ccsorean
D BrcrslMaslectomy [R] [L] O D&C
CAnsioplasty/Stent Placernent E Hysterectomy
fl Heart Surgery

I
2

3

4
5

6

7

Other:

List all Medications - Prescription and Non-Prescription drugs including vitaminysupplements and Herbal remedies

OFFICE USB ONLY Patient Signature 

- 

Date
ASA STATUS Airway: MP I I IIl Mc.k: FROM LROM

Respiratory: LCf,A: Y N- Crrdiac Sl Sll Sl11 RR IR Murmur y N
Other Signi-ficint Exam Findings: 

-

Monitor patient wilh Pulse Oximeier If 02 satruation drops bclow 92% place on supplemental 02
VS Q 15 minutcs ifstable
PO Fluids as tolcrrled

MINI;{L

I LII-lil']SYtr ARTHRITIStr I I CELIACD DIS) 6) ) II COLMSr6)
sTROrul KIDNEY DISl-l D2) 1) CANCER12) CIIOIINS1)

l l)ts E trANEMIA COL) ) CANCER l1 IIANRt3) 8)
DIABI]TINI] HT-ART DISu I4) POLYPS! I9) 4) II I-IVIR9)

I L] HTTERTDAS',].ItM U I'UD

IrO Difficulr lnlubation Y N 'llc0r

Pre An€sthesia Orders:
Consent compietcd
Malinc at KVO Rrate

Post Ancsthcsir Ordcrs:

PLAN: B G.&ral -estlcsia O Subechnoid Blck fl Epidural C Rctional D Moonorcd A,es1h6ia Carc D Risks / pr(cdur.s / bcnc,iB /
options of ancsltt€ia discusscd with pad.nr o. padents rcpruealadve who uod.Brands.nd eeptl.  II quqrions dswcrcd.

E Tubal Ligation
E Vasectomy
tr Eye / Cataract [R] [L]
E Tonsillectomy
E Cotonoscopy
E Endoscopy
D FIcx Sig
E Barium Enema
Year ofProcedue 

-

I234F,NPOYN



FLORIDA GASTROENTI]ROLOGY, P.A.

FINANCIAL POLICY

My signature below confims that I havc read and understa'd thesc financial policres and my financial obligation as

pc ains to the prcviders of Florida Gasroenterology, PA.

Thc following sets forth the gencml financial policy of Florida Castroenteroiogy P'A Plcase review this inlormalion

and sign where indicated.

The patient is responsibte to provide thc office staff of Florida Gastrocnterology' P A with current' accuratc biiling/

i,rsuian.e irfo.m"tion at thc rime of check in and to notify Florjda Gastroenterology, PA. of any changes in lhis

information. Any paticnt with insurance colerage that is a Medicare rcPlacement plan and have a secondary insunnce

pi"", 
"""f, ^ U"ii"r;d, need to be aware that the sccondary insurance will no1 pay for an portion of thc bill and thc

iuii"ni *;rt be ,".pon.ible to pay for any remaining balances after the Mcdicare rcplacement plan pays'

Thc specialist co-pay (which can be diffcrent than my Primary Carc co-pay) is to bc paid prior to scrvices being

rendered. I understanl that this is a contractual agreemcnt that I havc with my health Plan and that Flodda Gastroentcr-

otogy, PA. also t u. a .onlractual agreemenl wi$ my health plan to collcct co_pays at the timc of service' and they are

required to report to rhe carrier any enrollees failing to pay the co pay'

Tlrere will be an insufficient funds fee of$25 chargcd to my account if an insufficient funds check is given for payment'

Ilurtlerunderstandthattorectirymyaccol.lnt,Iwiilberequiredlopaywithcash'amoneyorder'cashier'schcck'oi
credit card.

Therc is a $50 fee ifI do not give two business days advance notice when cancelling or rescheduling for any radiology

or endoscopy Procedurcs .

lundefftandthatFloridaGasroenterology,PAwillverifymyinsumnceeligibility'deductibleamounts'andcoinsur-
un"" urnoun,, p.ioa,o any elective procJurcs that I may have. I furtier understand that it is the policy to collect the

deductible and/or coinsurance prior to scheduling my elective Procedure l further understand that the FEE I AM

OUOfeO IS aN fSffMATE based on the anticipated procedurc to be Performed and thc current inlormation provided

to Flonda Casuoenterology, PA. by my insurance cartier'

I understand that I will be billed for any amounts due to me (co-paymcnts/coinsuEnce amounts/deductible amounts)

and that I have a linancjal responsibility to pay thcse amounts l unde^land that I will be provided with three (3)

stalements for any balance due after insu;ance payment.l furtler understand that ifl have not made Payment after the

itrira ..Final Notice,' sratement being mailed thit my account will be sent to an outsidc collection agency. I also under-

sland that I will tle responsible for any collection, interest or attomcy's fee's associated witl the collection efforts'

I understand that the staff of Florida Gastroenterology, PA. may conlact me at any Phone numbcr that is ptovided to

airlraa nnun"ia responsibility, unless I submit a written request to rcstrict certain phone numb€B wherc I can be

contacted.

I understand that i,-torida castroenterology, P.A. will obtain the necessary autholizations prior to rendering trcatment' I

fu(her understand that prior authorization is not guarantcc ofPayment, and thal I em responsible for any bills not paid

by my insurance carricr,

PRlr.vT'Paiie t Nxme

Paric.r signature or l,e8al Guardian sigralure

Enter Today s Dal.

Relationship lo Patienl andAc.ounl #



UNIVERSAL PATIENT AUTHORIZAIION FORM fOR

FULL DIs.LosURE oF HEALTH INFORMATION FOR TREATMENT & QUALITY OF CARE

***PLEASE READ THE ENTIRE FORM, BOTH PAGES, BEFORE SIGNING BELOW***

Patient (6ame and informat_on ofp€rson whose he.lth information is beins discloscd)

Nam. (first Middle Last)

oare of Brdh (mm/ddlyylY):_-

Zip:_

v bility 9et
t

By signing this form, f voluntarily authorize and give my permission and allow disclosure:

OFWHAT: Alt My HtAtTH |NfORMAT|ON includins ahvinformation aboutsenshive cohditionr (ifany) lS€€ page2 fordeteilsl

FROM WHOM: AtLanformation sour€es ISee page 2 fordetailsl

Iq!!l!qi!: sp.cific p€.ion(ilor orsanization (.) p€rmined to r€ceive mv information (mun be a healthcare provided:

Pcrson/orrani2alion N:me: Phone, (tlol t8qt- qSOO

'_18 
3 N Sew'roran 6lv Nro\e( fov(e'!"1,'?t, 

) 21 r.l - ozv b
pUglOSE: To provide mewath med ica I treatment a nd r€lared services, and to evaluate and improve patient safetyand thequalatyof

medicalcareprovidedtoall patients.

lrrrtCnVtetntOO,rrlsauthorizatron/permissionformwillr€mainineffectuntiltheearlierof:mvdeathorth€daylwiihdrawmy
I

wtTHDRAw|itG My pERMtsStON: tcan withdraw my p€rmisrion at any time by givi^8 written notice to the person or o.gani2atioh

named above in -To Whom.'

ln addition:
. tauthorne rhe use ofa copy (including electronic .opy) of t his lorm for the disclosure of the information described above.

. tund€rstand that there are some circumeta.ces in whi6h this information may be redisclosedto other persons ISee page2 for

detailsl.
. tundersrand thar refulingro sign rhis form does notitop disclosur€ ol my health information that ir othe ke Permitted by

law without my spe.ific authorilation or Permirsion.
.lhavereadbothpagesofthi5formandagreetoth€disclosuresabovef.omthetypesofsou.Geslisted.

Date sisned (mm/ddly),!y)

I str- t ct

x
Signature of Prtient or Patient's LeSalR€presentative

Prinl Name ot Le6al RepresentatiE (ifappli@ble)
Check oneto describe the relationship of tegal Repres€ntativ€ to Patient (if applicable):

E P,r.ntof min6r
E Guardian
E oiher personal representative {erplain: I

Fonn rlonda AIICA PC120O oO1 (M,r.l, | , 201 0)



NOTErThislorh isanvalid ifmodiflcd Youa.eentilledto€eta.opyofthitformaitcryousignat.
Explanation of Form Florida AHCA Fc4200-004

"Universal Patient Authorization for Full Disclorure of Health lnformation forTreatment & Quality of Care"

Laws and.€gubtions rcquire that eme tources ofpersonalinform.tion have a sisned alrho.iz.tion or permission ford belore releasing it. A,so,

some laws 
'€qune 

3pc.ilic authorization lorthe releas€ or inlo.m!tion about.€riain condiliotu and trom education.l sourcer.

"Ofwhar": in.lLdei ALL Y0UR HEALTH INFoRMATION, INcLUDINGi

1. Allre.ordtand other informatioh reAa.dinCyour health h istory, tr.atm.n t, fiospitalization, tests,.nd outp.tient @re. This

information mayr.lateto tenrilive heahh .ondiions lifany), anclldine but not limited to:
a. Drus, alcohol, o.suBr!nce abuse

b. Psychologial, piychialric or othermental impairme.(, or development2l dBabi!rtlc5 (ex.ludes "psy.hotherapynotes" as

del ned in H|PAAal45 CrR 1e.501)
.. Sickle.ellanemia
d. Binh controlandlamilypl.nning
e. Re.o.ds s.hich may indi@te the presence ofa communicable diseate or noncofrmunicable disea5ej and tcsls for or.ecords of

!lvlAlDs orsexually tranemitted dBcascs or tuberculosis
r. Gen.r.( ('nhe,ired)oueares o, resrs

2. copies ofeduational tens or evaluations, ircludinc lndividualized Educataonal Programs, astertments, ptycholoeic.l.nd rp.e.h
cvaloatioE, immlni2ation!, .e6rded hEalth inlorm.tiin (such a5 heighi,wciehtl, a.d i.fo.mation about injurin o. tre.tment.

3. rnlorm.tion .reat.d b€for. o..ft.rth€ d.t€ ofthis forn.

-From whoolincluds: Allanlormation sour.€s indudins but notlihited ro medicaland clini.alsour..t (hospitalt clinics,labs, pharmacies,

,'rh.ri7:ri6n ir :utomatica You should hdeBtand that organazarionsthat had your pemissio.lo acc6 your health

"Re-disclosure of rnformation': Any health inlormation abouiyou hay be re-disclosed to othe^ onlyto the extem permitted bynate and feder.l
laws:nd reSulations. You und€rstandth.t once your information is dis.lored, it hay be slbject to lalvfulre-disclosure, in a(cordance wirh
applic.ble siate and ,ederal law, and in 5ome.ase' may no longer be prote.ted by federalprivacy law.

Limhations of rhis form: rtyou wanryour health inlormatioo shared forpurposes other than fo. trear ng you o. you want onlya ponion ofyour
health inforhation sharcd, yoo need to lse Form Florid! AHCA FC420G0o5 (Universal Patient AuthorDalion Form Fo.Limited Disclosure of Health

tnformation).inlreadolthisform.also,thisfo.m6n.otbeusedlordisclosureofpsycholherapynot€t'Ihisfomdoesnotobligateyourhealth
care provid.r or .th€r p.rson/or8ahiation listed in thc -Fiom WhoD" or'To Wlom'secrion to seek out the infomarjo8you +e.ili€d in
the -Oflvhar" ser.ion f.oD oder sources- Also, this form does not chan8e orent obliaatioDs and dles rboutwho Pays for.opies orrecords.

t'tote to rc.iolrntk) of th. infotndti.n dkrlo*d lhd.r thh n nlttion: thk ihJomotion moy hdve been disclas.dtayoul/on recard! pbftaed by state ohd/ol
Jedebt.an d.ntktitytu|e.lazcrRPa.t2ot33cFRPo.t1) tJso, th. ttote and/o. l.deot .trtes p@hibnyorLon nokinq anyfunhet distoture olthis inJa.notioh
LntessJunh.r dis.hlsurc h cxpretdy pz.nidzd by th. e tten.ont.m oJ the pe6oh t. ehon n pedaihs or asotheNis. petnitt.d by srok td|' o.d/a.42 cFR Pon2
(e s., t.dai. n .nct enee.n.i., ot 33 cFR Po.t 1. a qenercl outhotuotion Jar th. rcleose d nedi.ot or ather inJomoriM is Nor trlJtient lat lhis putea* rhe

lederot rul.s rciact ony use ol thz inlondion to..ininott inyenOdre ot prcteelte o.y akohot ot drus obose pdi.nt ot potEot tith sk*E .e11 onehio ot qtv

fhis scnctol o.d spe.iol outharnoiion ra dialose wo\ dewloped ro .onply with th. p.ovLions esatdns dis.loru,? ol n.di.ol, edu.otia.al. a\d othet intotdoti.n
under 4s cFR Pdds 160 dnd 164 (-BIPAA"); H.ohh tnlomoion r.chnotoqt Ja, e.ahonk ond oini@t ll.otth lHffEcH) a.t, tkte x t oI Dititioh a and fitk N oJ Division
3 oI the Ar.tko^ Rcbkty ohd Reih"etinenr ad oI 2N9 lARp.A). Pub. L. Na- t11-5 lfeb ta 2@e) b13.4o5 l-Hitc4 a.r t 42 u 5 code 92t\)dd 2; 42 GR P.d 2; 3a
u.s.cbnesedion2332;3acFR1.47s(vd{onsAlJott;2auscodt51232s('FTRPA'):34crRpatr59eond3oa;42crR4s9-lllFonitvPiahnnot:Ftatidostd.ute
4aB 051@ ("udwsol Pdtknt Autho.irotion Foth"); ond all oth.t Floida Stdtutet th. llatida aa$tjtution, Ftari.lo t?guloriaB o. odnihittotite ruks rceutj.g
eothntauthatildtbo.ons.ntot petnissianra rct otc su.h t.totds lin ludins but aat tinned ta Ftotidasbtutes54s6 o57(7)(o), 5i3s.3o,sl4), t394.461s()lo),
a 1.ao4,53s) sallr),576a 4a(2), t3e2.6s(11, $3a 2911), ond533s 202(3)).

physicians, psychologists, etc.) includinC m€.tal health, corectional, addidion treatment, veterans Afians health .are f.cilitiEs, state registries and

other sratc programs, zll cdu.atio.al sour.es that may have sohe of myhealth informatio. {s.hools, records admihinralors/ .ounselors, etc.),

sociatworkerr, rehabilit!tjo. .ounelorrr insurahce .ompanics. health plans, health haant.hance organiu ations, .mPloye6, Pharhacy benefit
manage.s. worke/s .ompensatio. Programr, nate Medicaid, M€di.are and any othe. gowrnmenta I pro8ram

-To Whom': Fo. those health ca.e p.ov'ders lined i. the "Io WHOM'!ectio., vour permisrion would al3o incllde physici.ns, othe. health ore
provideB Guch as norse, and medicalstafiwho zre involv€d in yolr medi.alcare at that oGanization's fz.ility o. thet person's office,.nd health

..re providers who are covering or oa ollrorthe specified person or orsanDation, and slatr mefrbets oragents Glch as busines. a5sociate or
qualified setuices or8an,zationi) who .arry out actMties and pL.pose{5)pe.mitted by thii form for thal organization or Der3on that vousp.cified.
Disclosore m.ybeofhealth iniormation in paperororal(orm ormayberhrough el€cr.onic interchrnge.

"purpose':Your sighature on this fo.m does NoTallow health,nsure6 to heve access to your iealth ihformation for the porpo* ofdeciding to
give you health insurance or payyour bills. You can m.ke that.hoie in a sepa..te fo.m that health insurers use-

-Withdrawal": You have the right to revoke this authorizarion and withdraw you. permisrion at any time regarding any fulure u.es.-M!

information maycopyor includeyou. inlormationh the?own records.Theee o.canizations, in mahy .kclmsta.ce' a re not required torerurn any
inlormation thattheywere provided nor are they requned to.emove n from their owr records.

lomFlond, AllaA FC,1200 004 (l\rarch l,20r0)

I


