Grayson

AUTHORIZATION FOR DISCLOSURE OF CONFIDENTIAL INFORMATION

Patient
Name:

Address:

Date of Birth: Social Security Number:

Authorizes Grayson Digestive Disease Consultants, to release the following medical information to:

Name of Person (family member, caregiver, etc.)

Address:

City/State/Zip Phone Number:

o Confer orally with person(s) listed below about my medical conditions: (family member, caregiver, etc.)

Name of Person:

May we contact you at work and/or leave a message? o Yes o No
May we contact you at home and/or leave a message regarding appointments? o Yes o No

This authorization shall be valid from the date of signature. The patient can revoke this authorization in writing at
any time.

The patient agrees that a photocopy of this authorization may be considered valid. o Yes o No

Signature of Patient or Representative Relationship to Patient

Date Signed Witness Signature



Grayson

Office Policies

Patient Name: Date of birth:

As a patient of Grayson Digestive Disease Consultants, I understand that the following
policies are currently in effect:

A $30.00 fee will be assessed on all returned checks. Returned checks will have to be
paid in cash within 10 days of notification. I also understand if outstanding check is not
resolved within the 10 day limit I may be dismissed from the practice.

A $25.00 may be applied to my account for any missed appointments I do not cancel
more than 24 hours in advance. I also understand this fee, if assessed, must be paid prior
to my next visit with Grayson Digestive Disease Consultants.

I understand payment is due at time services are rendered, unless prior payment
arrangements are made with the office. This includes any deductible, copayment or co-
insurance amounts. Any balances not paid by my insurance carrier are my responsibility
to resolve. I further understand that balances due must be paid in a timely manner to
avoid further collection action. I understand if my account is forwarded to a collection
agency I may be dismissed from the practice, my outstanding balance may be reported to
the credit bureau and my balance may be charged an 18% interest rate per year until
balance is resolved.

I am to present proof of my insurance coverage at every office visit.

I understand if I am more than 15 minutes late for my scheduled
appointment I may be asked to reschedule for another day.

Finally, I understand that I am to allow at least 48 hours for my prescription
refills.

My signature confirms I have read & understood the above office policies and have had an
opportunity to ask questions regarding any concerns I may have about these policies.

Patient Signature Date
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PATIENT HIPAA CONSENT FORM

I understand that I have certain rights to privacy regarding my protected health information.
These rights are given to me under the Health Insurance Portability and Accountability Act of
1996 (HIPAA). I understand that by signing this consent I authorize Grayson Digestive Disease
Consultants to use and disclose my protected health information to carry out:

e Treatment (including direct or indirect treatment by other healthcare providers involved
in my treatment);
Obtaining payment from third party payers (e.g. my insurance company);

e The day-to-day healthcare operations of Grayson Digestive Disease Consultants.

I have also been informed of and given the right to review and secure a copy of the clinic’s
Notice of Privacy Practices, which contains a more complete description of the uses and
disclosures of my protected health information and my rights under HIPAA. I understand that
Grayson Digestive Disease Consultants reserves the right to change the terms of this notice
from time to time and that I may contact them at any time to obtain the most current copy of
this notice.

I understand that I have the right to request restrictions on how my protected health
information is used and disclosed to carry out treatment, payment and healthcare operations,
but that Grayson Digestive Disease Consultants is not required to agree to these requested
restrictions. However, if they do agree, they are then bound to comply with this restriction.

I understand that I may revoke this consent, in writing, at any time. However, any use or
disclosure that occurred prior to the date I revoked this consent is not affected.

Signature of Patient or Representative Date

Printed Name

Relationship to Patient






