NEW PATIENT INFORMATION
DATE: _________________________________

PATIENT LAST NAME: ________________________
FIRST: ____________________ MI:______

DATE OF BIRTH:  ____________________________
MARITAL STATUS: __________  SEX: ____

ADDRESS:__________________________________________________________________________

CITY, STATE: _______________________________________________________________________

PHONE:  HOME:  __________________   WORK: __________________  CELL: __________________

E-MAIL ADDRESS:  __________________________________________________________________

OCCUPATION:  ______________________________  EMPLOYER:  ___________________________

WORK ADDRESS:  ___________________________________________________________________

SS#:
__________________________________
DL #/ STATE: _______________________
SPOUSE NAME: ___________________
DOB:  ______________
SS# ____________________

SPOUSE EMPLOYER: _____________________________
PHONE:  ______________________

ADDRESS:  _________________________________________________________________________

REFERRED BY:  _____________________________________________________________________

PRIMARY CARE DOCTOR:  _________________
PHONE:  ________________  FAX:  ____________

EMERGENCY CONTACT PERSON:  __________________________  RELATIONSHIP:  ___________

PHONE:  HOME:  __________________   WORK: __________________  CELL: __________________

Current Complaints:  (Check any of the following that apply to you)
 

Difficulty swallowing
___     
Painful swallowing
___ 
Changes in weight   

___

Abdominal pain         
___     
Blood in stool

___     
Changes in appetite 

___

Constipation             
___     
Diarrhea               
___      
Mucous in stool       

___

Vomiting                  
___     
Nausea                 
___     
Heartburn               

___

Regurgitation            
___     
Belching               
___     
Laxative use           

___

Fever                       
___     
Bloating               
___      
Hepatitis C              

___

Maroon colored stool 
___     
Eating disorder     
___     
Liver enzyme abnormalities    
___

Reason For Visit if Any Other:  _________________________________________________________

 

_____________________________________________________________________________________

 

_____________________________________________________________________________________

 

Please Check the Following if They Apply to You:
  Y      
 N






  Y
N
General:






Gastrointestinal:

Anorexia 

___
___     



Colitis


___
___

Fatigue


___ 
___



Crohn’s 


___
___

Fever/Chills

___
___



Diverticulosis

___
___


Weight Loss

___
___



Hepatitis

___
___
   








IBS


___
___
Skin:








Polyps


___
___
     
Pruritis


___
___




     
Rash                  
___
___


Musculoskeletal:

 








Back Pain

___
___










Joint Pain

___
___
HEENT:

     
Acute Vision Changes
___
___


Neurological:
     
Earache                 
___
___



Dizziness

___
___
    
Sore Throat          
___
___



Headaches

___
___
 








Seizures

___
___
Neck:








     
Mass                     
___
___


Psychiatric:
     
Swollen Glands      
___
___



Anxiety


___
___
 








Changes in Sleep
___
___
Respiratory:







Depression

___
___

Asthma


___
___

Breathing Problems
___
___


Endocrine:
Bronchitis

___
___



Appetite Changes
___
___
     
Cough                 
___
___



Thyroid Problems
___
___
    
Dyspnea                 
___
___
 
Cardiovascular:
Chest Pain

___
___

     
Irregular Heartbeat 
___
___


Pacemaker

___
___

 
HISTORY:
Allergies:                                                           

  Y      
N

     Do you have any drug allergies?                                  
___ 
___
     If yes, to what medications:  ___________________________________________________________
 

_____________________________________________________________________________________
 

Medications:

     Are you taking any medications?                                  
___  
___
 

     Please list them:  ____________________________________________________________________
 

_____________________________________________________________________________________
 

_____________________________________________________________________________________
 

Pharmacy Name and Phone Number:  _______________________________________________
Family:

     Does anyone in your family have a history of:








  Y
N  
   Whom
Age at Onset
 

          Breast Cancer                                                          
___   
___
________
          Colon Cancer                                                             
___   
___
________
___________
 

          Colon Polyps                                                              
___   
___
________
 


          Endometrial, Uterine or Cervical Cancer                       
___   
___
________
 

          Esophagus/Throat Cancer                                           
___   
___
________
 

          Stomach Cancer                                                     
___   
___
________
 

 

Past Medical:

Are you pregnant?





___   
___

     

     When was your last menstrual period? (if applicable)          
_______________________

 

Do you have a history of any of the following:
Heart conditions?         

___
___

Artificial Joints?

___
___                       
 


Heart disease?                  
___
___

Kidney Disease?

___
___
 

Heart surgery?

        
___
___

Diabetes?

___
___                   
Lung or breathing problems? 
___
___

Headaches?

___
___

                     
 

Strokes?                         
___
___

Seizures?

___
___
Glaucoma?


___
___

High Blood Pressure?
___
___
 


     
Do you have Arthritis?                                                       
___   
___

 

If yes, are you currently taking any medications for it?              
___   
___

Do you take blood thinners (Warfarin, Plavix or Coumadin, etc.)?
___
___

Do you take Aspirin or Ibuprofen on a regular basis?

___
___

If yes to the above two questions, when was your last dose?  ____________________________
 

Please list any prior surgeries:  _____________________________________________
 

_______________________________________________________________________________

Have you ever been told that you need antibiotics before any procedure?
                          
Yes    No
If YES, please notify your physician before your scheduled procedure date

Have you ever had an adverse reaction to Demerol, Versed, pain medication or anesthesia?        
Yes    No
 

Social:

     
Do you:              
  Y     
 N                                    
  
Y      
N

 

Smoke cigarettes
___  
___      
 
Drink Coffee     

___ 
___
 

Smoke marijuana    
___ 
___         
Drink Alcohol   

___
___
 

Use cocaine            
___ 
___          
IV Drug Use     

___  
___
 

     

     
Triangle Gastroenterology, P.L.L.C.

Compound Authorization for Release of Information

	Name of Patient:  ______________________________  Date of Birth  ____________________

Triangle Gastroenterology is authorized to release protected health information about the above patient or others in keeping with the patients’ instructions.


	Entity to Receive Information

Check each person/entity that you approve to receive information.
	Description of Information to be released.

Check each that can be given to person/entity on the left in the same row.

	□     Voice Mail – what number(s) ______________


	□     Results of lab/tests/x-rays

□     Appointment/Surgery information

□     Other: _____________________

	□     Give information to employer

□     Give information to school
	□     Appointment/absentee information



	□     Spouse:  __________________________


	□     Family billing information

□     Financial

□     Demographic information

□     Appointment/surgical information

□     Medical as follows:  _____________________



	□     Parent (s):  __________________________


	□     Family billing information

□     Financial

□     Demographic information

□     Appointment/surgical information

□     Medical as follows:  _____________________



	□     Support Group:  ________________________


	□     Demographic information

	□     Other:  __________________________


	□     Family billing information

□     Financial

□     Demographic information

□     Appointment/surgical information

□     Medical as follows:  _____________________




	Rights of the Patient

     I understand that I have the right to revoke this authorization at any time and that I have the right to inspect or copy the protected health information to be disclosed as described in this document by sending a written notification Triangle Gastroenterology.

     I understand that a revocation is not effective in cases where the information h as already been disclosed but will be effective going forward.

     I understand that information used or disclosed as a result of this authorization may be subject to re-disclosure by the recipient and may no longer be protected by federal or state law.

     I understand that I have the right to refuse to sign this authorization and that my treatment will not be conditioned on signing.  This authorization shall be in effect until revoked by the patient.

______________________________________________________     Date______________________

Signature of Patient or Personal Representative

Description of Personal Representative’s Authority (attach necessary documentation)


TRIANGLE GASTROENTEROLOGY, PLLC

2600 Atlantic Avenue








 Hirendra Doshi, MD

Suite 100









 John P. Holt, Jr., MD

Raleigh, NC 27604








Anil Tumbapura, MD

Telephone:  (919) 881-9999







    Lanny Newell, MD

Fax:  (919) 881-9998


Welcome to Triangle Gastroenterology.  We are honored that you have chosen us as one of your healthcare providers.  Our mission is to provide you with top quality, safe and cost effective care.    We look forward to seeing you soon.


Enclosed, you will find patient information and medical history forms.  Please fill out the forms completely and bring them with you to our office at the time of your appointment.  We must have these forms completed before the doctor can see you.  


Office Hours:  Our office hours are Monday through Friday from 8:00 AM to 5:30 PM.  We close for lunch from 12:30 PM to 1:30 PM daily.


Endo Hours:  Our Endoscopy Center is open Monday through Friday from 7:30 AM to 3:00 PM.  
FINANCIAL POLICY:
General Policies:  Payment is required at the time services are rendered.  It is the patient or guardian’s responsibility to notify our office of any referral authorizations and pre-admission certification requirements of their insurance company at the time of scheduling office appointments or surgery.  If our office is not notified in advance of these requirements, this document acts as a waiver, and you or your guardian agrees to be responsible for payment of services rendered.

Cancellation Policy:  Out of respect for our staff and other patients, we ask that you contact us as soon as possible if you must cancel a scheduled office visit/procedure.  With the exception of an emergency, you will be charged a $25 cancellation fee for an office visit and a $100 cancellation fee for a surgical procedure if you fail to contact our office at least 48 hours prior to your appointment to cancel or reschedule an appointment.  Repeated “no-shows” or failure to cancel appointments without giving at least 48 hours notice may result in discharge from our practice.  

HEALTH INSURANCE:


Managed Care:



Authorization, Co-Payment and Deductible Payments:  If you are a member of a managed care organization, it is your responsibility to obtain an authorization from your primary care physician prior to your visit.   Failure to do so will significantly delay your visit or may necessitate rescheduling your appointment.  Since insurance companies usually refuse to issue a retroactive authorization for office visits/procedures, TGI will be unable to see you unless we have an authorization or you are willing to accept full responsibility for the entire cost of the services rendered.  Payment of all co-pays and deductible amounts (when applicable) are required at the time of your visit.

Insurance Filing:


Insurance companies with whom we have a contract:    we will file your primary and secondary insurances for you.  In return, you or your guardian agrees to assign any insurance benefits payable to Triangle Gastroenterology.

Insurance companies with whom we do not have a contract:  As a courtesy, we will file your primary insurance claim for you.  We will not file secondary or tertiary insurance claims.  In return, we expect payment in full for services rendered at the time of your visit.  In return, we will instruct your primary insurance company to send any payments due directly to you.  Please Note:  The amount of reimbursement will depend upon your policy’s stipulations.


Delay in Payment:  If your insurance company does not pay your claim within 45 days after submission, we will forward the bill to you and ask for your assistance in getting the claim paid.  If your insurance company does not pay a legitimate claim for services rendered within 90 days after submission, you or your guardian are responsible for the unpaid balance.


Insurance Payment Denials: You or your guardian are responsible for being familiar with your health insurance policy benefits and exclusions.  Certain benefits may not be covered.  Please keep in mind that we have to bill the results of the procedure not the indication for the procedure. It is extremely important that you understand your coverage; we highly recommend that you contact your insurance company to get the specific benefits for your policy.   If your policy excludes benefits, and you elect to see one of the doctors at TGI for this, you or your guardian are responsible for payment in full for services rendered at the time of your visit.  


Insurance payments may also be denied for other reasons.  Our policy is to appeal denied claims.  We may ask for your help in disputing a denied claim with your insurance company.  However, if a denial is final, unless the reason for the denial is our fault, you or your guardian agree to pay the amount due.


Overpayment Refunds:  Once insurance benefits have been paid to Triangle Gastroenterology, any overpayment made by either the insurance company or the patient will be refunded within 30 days.
Payment:  We gladly accept checks, cash and credit cards (Visa, MasterCard and American Express).


Returned Checks:  If your check is returned for any reason, a $30 return check fee will be assessed. You will be required to rectify any payments due before another appointment can be made.


Self Pay:  As a courtesy to our self pay patients, we offer a discount off our regular fee schedule.  In return, we expect payment in full at the time of your office visit.  Elective surgical procedures require a 50% down payment one week before surgery, with the balance due within 15 days after the surgery.  


Collection Policy:  Unless payment arrangements have been made, our policy states that all “patient due” accounts (once your insurance company has paid their portion of your claim, or from the time of service for self pay patients) over 90 days old to be referred to a licensed debt collection agency (collections costs will be added to the balance). Furthermore, patients with an unpaid balance over 90 days may be discharged from the practice.  

Permission to Release information:  This document authorizes Triangle Gastroenterology, PLLC to release personal health information to my insurance company(s), and other health care professionals for treatment, payment and other healthcare options.

Assignment of Insurance Benefits:  If we have a contract with your insurance company and accept assignment, or if Medicare or Medicaid provides your insurance, your signature below assigns insurance benefits to Triangle Gastroenterology, PLLC for services rendered.

Attestation:  Your signature (or the signature of your guardian) and that of the responsible party acknowledges that you understand and accept the above information.

_____________________________

________________________
____

Patient Printed Name



Patient’s Signature











Date:  _______________

___________________________

____________________________

Responsible Party’s Printed Name

Responsible Party’s Signature
VERIFY PATIENT IDENTITY AT TIME OF REGISTRATION/CHECK-IN

It is the policy of TGI to verify patient identity at the time of registration.  TGI will, to the extent feasible, request documentation of the patient’s identity, residential address and insurance coverage at the time of registration as part of the Identity Theft Prevention Program.

PROCEDURES:

1.  When a patient calls to request or confirm an appointment, the patient will be asked to bring the following documentation at check-in for the appointment:

a. Driver’s license or other government-issued photo ID: and 

b. Current insurance card.

2. NOTE:  Be sure to tell the patient that if their photo ID does not show their current residential address (or if a PO Box is listed), then the patient should also bring a recent utility bill or other correspondence showing current residential address.
3. If the patient is a minor, the patient’s parent or guardian should bring the information listed above.

4. When the patient arrives for the appointment, the patient will be asked to produce the information listed above.  NOTE:  This requirement may be waived for patients who have been seen within the last six months.
5. If the patient has not completed the registration form within the last six months, a new registration form must be completed upon registration or check-in.

TRIANGLE GASTROENTEROLOGY’S AMBULATORY SURGICAL CENTER (ASC) OWNERSHIP
The ASC is owned by Dr.’s Hirendra Doshi, Anil Tumbapura and John P. Holt, Jr.  All three of the physicians equally own 33 1/3 of the center.

______________________________________________________________________________

Advance Directives

Make Your Wishes Known in North Carolina
Dear Patient:

We are delighted that you have chosen Triangle Gastroenterology as your healthcare provider.  We are very proud of our staff and facility.  Our commitment is to provide compassionate care and efficient high quality service.  It is our hope that your experience with us will be a pleasant one.  

As a health care provider, we encourage you to clearly make your wishes known regarding your desired health care, should you become unable to communicate for yourself.  This is referred to as an Advance Directive.  

The state of North Carolina is very clear on how an Advance Directive should be made.  Enclosed you will find a document as well as the necessary forms for completing such a Directive.

If you have already completed an Advance Directive, please bring a copy with you to the Medical Office/Endoscopy Unit.  If you have questions or would like to initiate an Advance Directive, we will be glad to assist you.  You may reach us at 919-881-9999.

Once again, we look forward to assisting you with your health care needs.  








Respectively,








The Doctors and Staff of Triangle GI

PATIENT RIGHTS AND RESPONSIBILITIES

Your Rights as a Patient

When you are well informed, participate in treatment decisions, and talk openly with your doctor and office staff, then you help make your care more effective. 


· Considerate, respectful, and safe care.

· A discussion of your illness, what we can do about it, and the likely outcome of care.

· Know the names and roles of the people caring for you here.

· Respectful and effective pain management.

· Receive as much information to consent to or refuse a course of treatment or invasive procedure and to actively participate in decisions regarding your medical care. 

· Involve your health care proxy or significant others in the decision making process for medical decisions.

· Receive information regarding Advance Directives- available upon request.

· Reasonable continuity of care and to know in advance the time and location of an appointment as well as the doctor you are seeing.

· Full consideration of privacy and confidentiality of your medical information.  Your written permission will be obtained prior to releasing any medical information.  When we do release your information to others, we ask them to keep them confidential.

· Review your medical record and ask questions unless restricted by law.

· Know of any relationships with other parties that may influence your care.

· Know about rules that affect your care and about charges and payment methods.  You have a right to receive and examine an explanation of your bill regardless of the source of payment.

· Choose your own physician or an external physician not in our practice.

· Voice your concerns, complaints, or problems with the care you received by contacting our office manager or administrator.  If we are unable to satisfactorily address your complaint, you may contact the NC Medical Board via e-mail at www.ncmedboard.org or by telephone 1-800-253-9653 or you can go to www.cms.hhs.gov/center/ombudsman.asp which is the website for the Office of the Medicare Beneficiary Ombudsman.


· Provide accurate and complete information concerning your symptoms, past history, and current health status.

· Make known whether you clearly comprehend your medical care and what is expected of you in the plan of care.

· Follow the treatment plan and care instructions given to you.

· Keep appointments and notify us if you are unable to do so.

· Accept responsibility for your actions if you refuse planned treatment or do not follow your doctor’s orders.

· Accept financial responsibility for care received and pay promptly.

· Follow facility policies and procedures

· Be considerate of the rights of other patients and staff.

· Be respectful of your personal property and of others in the facility.

· Inform the staff of any discomfort or pain and patient safety issues.

· Share your values, beliefs, and traditions to help the staff provide appropriate care.
Triangle Gastroenterology

2600 Atlantic Avenue

Suite 100

Raleigh, NC 27604

(919) 881-9999

I acknowledge that I received the patient rights and responsibilities, the advance directive information and the physician financial interest information at least twenty four hours prior to my procedure.

____________________________

Signed

____________________________

Printed Name

_____________________________

Date

Triangle Gastroenterology

2600 Atlantic Avenue #100
Raleigh, NC 27604
919-881-9999

Notice of Privacy Practice

This notice describes how medical information about you may be used and discloses to you how you can get access to this information.  Please review it carefully. This notice takes effect on January 1, 2005 and remains in effect until t his notice is replaced.

I. Our Pledge Regarding Medical Information:

The privacy of your medical information is important to us.  We understand that your medical information is personal and we are committed to protecting it.  We create a record of the care and service you receive at our organization.  We need this record to provide you with quality care and comply with certain legal requirements.  This notice tells you about the ways we may use and share medical information about you.  We also describe your rights and certain duties we have regarding the use and disclosure of medical information.

II. Our Legal Duty:


Law requires us to:

1. Keep your medical information private.

2. Give you this notice describing our legal duties, privacy practices and your rights regarding your medical information.

3. Follow the terms of this current notice.

We have the right to:

1. Change our privacy practices and terms of this notice at any time, provided that the changes are permitted by law.

2. Make the changes in our privacy practices and the new terms effective for all medical information that we keep, including information previously created or received before the changes.

Notice of change to privacy practice:

1. Before we make an important change in our privacy practices we will change this notice and make the new notice available.

III. Use and Disclosure of your Medical Information:

The following are ways that we are permitted to use and disclose medical information.  We will not use or disclose your medical information for any purpose not listed below, without your specific written authorization.  Any specific written authorization you provide may be revoked at anytime by writing us at the address provided at the end of this notice.

· Regarding Treatment

· Payment Issues

· Healthcare Operations

· Facility Directory

· Notification

· Funeral Director, Coroner, Medical Examiner

· Court Orders, Judicial  and Administrative Proceedings

· Public Health Activities

· Victims of Abuse, Neglect or Domestic Violence

· Workers Compensation

· Health Oversight Activities

· Law Enforcement

· Appointment Reminders

· Alternative and Additional Medical Services

· Research in Limited Circumstances

IV. Your Individual Rights:

1. Look at or get copies of certain parts of your medical information.  You may request that we provide copies in a format other than photocopies.  We will use the format you request unless it is not practical for us to do so.  You must make your request in writing.  You may get the form to request access by using the contact information listed at the end of this notice.  If you request copies, we reserve the right to collect a fee.  Feel free to contact us using the information at the end of this notice for a full explanation of our fee structure.

2. Receive a list of all the times our business associated or we shared your medical information for purposes other than treatment, payment and healthcare operations and other specified exceptions.

3. Request that we place additional restrictions on our use or disclosure of your medical information.  We are not required to agree to these additional restrictions, but if we do we will abide by our agreement (except in the case of an emergency).

4. Request that we communicate with you about your medical information by different means or different locations.  Your request must be made in writing to the contact person at the end of this notice.

5. Request that we change certain parts of your medical information.  We may deny any request if we did not create the information you wanted to change or for certain other reasons.  If we deny your request, we will provide you with a written explanation.  You may respond with a statement of disagreement that will be added to the information you wanted changed.  If we accept your request to change this information, we will make a reasonable effort to tell others including people you name of the change, and to include the changes in any future sharing of that information.

6. If you have received this notice electronically and wish to receive a paper copy, simply contact the office at the number listed below.

V. Questions and Complaints

If you have any questions about this notice or if you think that we may have violated your privacy rights, please contact us.  You may also submit a written complaint to the U.S. Department of Health and Human Services.
Practice Administrator

Triangle Gastroenterology

2600 Atlantic Avenue, #100

Raleigh, NC 27604

919-881-9999

We thank you for your business and trust.  We will not retaliate in any way if you choose to file a complaint.
Triangle Gastroenterology

 2600 Atlantic Avenue

Suite 100

Raleigh, NC 27604

919-881-9999

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

***** You may refuse to sign this acknowledgement*****

I, ____________________________________ have reviewed and/or received a copy of this office’s Notice of Privacy Practices.

______________________________________

Please Print Name

______________________________________

Signature

______________________________________

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices but acknowledgement could not be obtained because:

_____
 Individual refused to sign

_____
Communication barriers prohibited obtaining the acknowledgement

_____
An emergency situation prevented us from obtaining acknowledgement

_____
Other – please specify:  
Patient Rights – You have a right to:





Patient Responsibilities - You agree to:








