Florida Children’s Center for Gastroenterology, LLC
                                                                                
Patient Information
 (
NAME 
(Last
)_
__________________________     (First)_________________________
(
Middle
)______________
Date of Birth
___________________________     SSN: ______-_____-_______
    
 GENDER: 
 MALE    
FEMALE
 
)    Your Child’s Information		         Your Primary MD__________________		



      
 (
Name of Mother 
(Last
)_
___________________(First)__________________________Middle_______________
Date of Birth
:_
__________________________   SSN: ______-_____-________
Email______________________
Address: ___________________________________________________________________________________
                 
Ci
ty____________________________ST
______________Zip
_____________
Phone(
Home)__________________________Work______________________Cell_______________________
Name of 
Father
 
(Last
)_
___________________(First)__________________________Middle_______________
Date of Birth
:_
_______________________
___   SSN: ______-_____-_______Email_____________________   
(If different)
Address: 
_______________________________________________________________________
                 
City____________________________S
T
______________Zip
_____________
Phone
 
(Home
)_
_________________________Work______________________Cell_______________________
Emergency Contact ________________________
_(
Relation)__________________Tel____________________
)      Parents/ Guardian Information
  









   (
Insurance Carrier Name
_______________________________________
_(
please provide a copy of your card)
Policy Holder:
 _________________________________
______________________
DOB:________________
ID#
_______________________
___________
Group
________________________
__
_  HMO
 / PPO / Other
Insurance Address
:_
_______________________________________________________________________
_____________________________________________________________Tel________________________
Secondary Insurance (if any
)_
__________________________________(
please provide a copy of your card
)
Policy Holder____________________________ID#_____________________Group____________________
) Insurance Information
  




I hereby give consent to Florida Children’s Center for Gastroenterology, LLC to provide whatever treatment the assigned health care provider may deem necessary to the patient named above. I understand I am responsible for payment of services provided to me.  I hereby assign insurance benefits, otherwise payable to me, to be paid directly to Florida Children’s Center for Gastroenterology, LLC for professional provider's fees and authorize release of information for insurance purposes.  I understand I am responsible for charges not covered by the insurance policy, including copayments and deductibles.
AUTHORIZATION
Purpose: This form is used by us to have a directive on who is allowed to be given access to your protected health information. A complete version of the Notice of Privacy Practices is available at www.floridachildrensgi.com

SECTION A: The Individual or Parent/Guardian (If patient is a minor) confirming the authorization.
Name:_____________________________________SSN:_____-____-______Tel:__________________
Yes, you may leave a message on my answering machine or cell phone confirming appointments or other infor-
mation.  Number(s)	
Please list organizations we may disclose to :    (primary care physician, specialists, hospitals, other facilities, etc.)
Florida Children’s Center for Gastroenterology   (Sanjay Khubchandani MD / Lina M Hernandez MD )

Please name individuals we may disclose to (List names ) :  (family members, neighbors, close friends, etc.)
__________________________________________________________________________________________
ELECTRONIC RECORDS: I authorize the practice to the use of electronic media to use, securely store and facilitate the transfer of records between authorized entities and printed copies of the same deemed as original records.
SIGNATURES
I, ________________________________(Print Name) have had full opportunity to read and consider the contents of this authorization, and I confirm that the contents are consistent with my direction to you. I understand that, by signing this form, I am confirming my authorization that you may use and/or disclose to the persons and/or organizations named in this form the protected health information described in this form.
I, ________________________________(Print Name) acknowledge that I have received Florida Children’s Center for Gastroenterology, LLC, Notice of Privacy Practices.  I have had full opportunity to read and consider the contents of this Notice of Privacy Practices.
Signature:	        Date:	
If a personal representative on behalf of the individual signs this authorization, complete the following:
Personal Representative's Name: _______________________________________________________________
Relationship to Individual:	
YOU ARE ENTITLED TO A COPY OF THIS AUTHORIZATION AFTER YOU SIGN IT.

