
Insurance Authorization and Assignment
I hereby authorize my insurance company to pay benefits directly to Drs. Adams, Hiatt, Bernheim, and/or Gioe.
I authorize the release of information to the insurance company for my claims to be paid with above insurance
information provided. I acknowledge  I am responsible for payment of services rendered.

 



NOTICE OF PRIVACY PRACTICES
ACKNOWLEDGEMENT

I, ____________________, A PATIENT OF DR. _________________
DO HEREBYACKNOWLEDGE RECEIPT OF THE
GASTROENTEROLOGY CENTER PA NOTICE OF PRIVACY
PRACTICES IN ACCORDANCE WITH THE NEW HIPPA
REGULATIONS. I REALIZE THAT IF I HAVE ANY QUESTIONS
CONCERNING THESE PRIVACY PRACTICES, A MEMBER OF
THE STAFF OR THE PRIVACY OFFICER, RHONDA PARKER,
863-8836, EXT. 421, WILL EXPLAIN THEM TO ME.

PATIENT SIGNATURE DATE


