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Welcome to our practice. This letter is to confirm your appoinhent for consultation'

Please complete the enclosed paperwolk which should be brougbt in with you at the

lime of your appointrent.

PLEASE CONTACT YOI'R PEYSICIAN AI\ID BRING IN ALL RELEVANT
TESTS, INCLT]DING LABORATORY, X-RAY, ETC.

PLEASE ALSO BRING A LIST OF YOI]R CURRENT MEDICATIONS OR
MEDICATION BOTTLES WIIEN YOU COME IN.

Please remember to bring your insurance cards and the insurance co-Pay. If you are

a member of an HMO it is your responsibility to obtain tle rcferrai from your
Primary Care Physician. We advise that you call our office the day before your
scheduled appointlent to be sure we have received the referral. If we do not have
the referral it will be necessary to reschedule the appointaent.

We are looking forward to meeting you.

Curtis Freedland, D.O

r 
5622 Marine Parkway, suite 14

New Port Richey, FL 34652

Joseph Staffetti, M.D. Dilip Ghanekar, M.D.

Time:

AppoirtDCnt:

D&te :

PLE.A.SE BE COURTEOUS, IF YOU ARE UNABLE TO KEEP A}POINTMENT,
KINDLY GTVE 48 IIOI'RS NOTICE.

**Please arrive fu14!g early for your Appointment**

tr 14153 Yosemite Drive, Suite 203

HudsoD. FL 34667

Web Address: gastrowestfl.com



Gastroentorology Associates of WeGt Florida Patent Regiattation Form

PANENT INFORMATION - PLEASE PRINT CLEARLY
fesl Name lFclNd€ M' I o or. o t,lr. o urs. o Ms. o Miss

D.eo, s'.h l,qs. lse\ ls@als@ntyt E Single o Maried d Divorced E Widowed

zip

Name of Responsible Pady

NEme or Emersdq ConEd I R€leteshp I add@ Home Phone I Csll Phone

P@m&y tame I Phmacy tcton

Rs€ning Pht€ician Add6s ReEmng Physician Phone

Name of PrimEry heura@ Nde of S@ndary lnsu6@

AUTHORIZATIONS & ACKNOWLEDGEMENTS: YOUR INITIALS INDICATE CONSENT

Benefits

I €quest rhar palrned of auhodz€d benefi8 be made tc we3t Flodda iredlcal speclallsrs. I aurhoize
any holder of nry medical infoftEtion io release !o the Cenlels for lvbdicare and Medicaid SetuEs
(cMs) and iL agenb any inromation needed lo deEmine the beneils or the benefts payable ror

I hereby auhorizs $€ release ot 6ny confdential n€dical iniormalion, including infomation .elated to
psychblric cale, drug and alcohol abus€ and HIV/AIDS, n€.essary to process insuGnc€ claims or any
other medical information thal is requiredtorany h€ath c€.e related utilizalion revieworquality
assurance activ(as orlo any heanhcare professionElrequiring this information in order to lreat me.

I herebv zssidn and 2ulhoriz. bawnl to W..l Fl6rld2 lr.dic.l SM.l.lrd. nlr ell mdi.rl .nd/d
suEi.alberefils, includins major medical policies, to which lam €ntitled under any insuranco policy or
polici€s, any sef-insurance progEft, oi any other type of benefit plan. I undeFtand and
actnowlodge that this assignrnenl of benetits does not Elaeve re of my financial r.sponsibiliry for all
medicaliees and chaoes incured bymeoranyone on my bahaf.I h€Eby accept such €sponsibility,
includins, but not limited lo, paymenl of thos€ f€es and chaqes not dt€ctly leambulBed to Wgst Flodda
nedictl SpocialLt3 by any 

'BUEi@ 
poliry, sef-insurance pEgram or olh6r benert plan. This

authodzalion shall remain in etf€ct unlil ,evoked by me in witins A pholocopy of lhis authorizaion shall
be consijered as eftedive and valid as the od,Iinal. I und6Eiand thar I have fte right to E6iv6 a @py of

Prtuacy

I adnowl€dgs lhat I nave rcc€iv€d a copy of lhe 'Notice of Pivacy ftaclices.'

l[ ]DO[ ]OO tloTaulhod€ G6lro.nt rolosy Ar.odabs ofwG.Florlda and/orwert

INlT]ALS Elalives or other peEons as indicated:

Contact
Rules

l[ ]DO[ ] DO tloTau0Ddz. G$tro€nt rcLosy As@iaEi orwert Flo.id. and/or w.6t

tNlTtAts appoinlrenb and to inlDm me lhat laboralory r€ulB are avajleble. I €alize I must callthe office to
obtain laboratory resuls.
l[ ]Do[ ] Do r|(,rauhod€G.3tJosn&rorogrrassocbb3 orwest Fto.ida and/o.w6t
Florld. fedic.l Spaclrli.ts to contact m€ at rcft or l€ave rn ssaoes ior me at wolk.INNALS

Living
w

I ackn l.dg6 tnrt I am awar. of the ned tor Advance OnediL€s and ihat I und€ciand iriomation is
ava abh if needed I also acknowrsdge ihat:
l [ ]DO [ ] OO r€T have Advance DEctves {enher a LNhg w rora Durable Pow6rorAho,ney
ior Hea[h Cae.) lf I do nol have such Advancs Oi eciives at this time, but esr.btbh them a! a tarer
date, I will orovide the Offic€/Cenier with a coDv.

Transfer I understand that in case of an ereE€ncy at .ny of our oficec, I wil be tBnsien€d to lhe nea€€t
hcpitalerergscy rcom.

Palient/r-Bgal GuardiarvAuthorized Pel€on (SigrEtue) Rolationship if other than P.tiont Oate Signed



A$ocirt$olWstFluida
SociolSecuriiy Number

Todoy's Dote:--
Age: _ Dote of Birlh: _ Losi Colonoscopy_ Lo$ EGD- B Upd.red 6 ot 

-

Patient Health History Form
n @.mdd. lnb trdylm rhr. E !g io s voE pntrkkr^ Al lrrdftf.r B cd{|.L lor ond B h.lPlul !r v@r t!!tn.nL

ore here:

doie5 ond

HISIORY Of

MEDICATIONS Llsl o

At[EnGlES (tood/Envlronmentol/Drug)

SYM ch.ck i h

tr Ab.6rmdl Poo Smeor

tr Fnored lvm6h noder tr Abno,ho v@inoLSr@dna

tr Breon lufrD / dischorqe

SKN E

AUERGY/U'NAUNOIOGY O

tr leo ooin wilh exerlion

ENOOCNINE O

a Llrl.dN td.t inie.rions

tr Ld$ of bower .o.rrol NEUiOIOG,IC / TSYCH E

D

EYE EAR, NOSE IHIOAT . tr P6.is dis.horoe ds.e5
D



hqve or hqYe hod ln lhe

Nruto / PsYclttAttuc E

SURGERY - wrile lhe

tr roini Replocenenl

HOSPITALIZA

fA/tllLY IIISIORY flll ln heolth intorm

SURGICAL PROCEDURES not lkted obove:

$g.olure- oote

Reoson for Hospildizol'lon ond oulcome

lhot ore nol llsted qbove or on

socrAr. HrsIoRY
* ol pocksdoily How mo.yr€oR Yecrdopped Hove dhcu$ed quil hg Yer. No. NAd

Aho!.tdoiy weekend HowmonyyeB Yernopp<j
E Divdced I o snor. I Ye6 mded: Nore oi spouE:

Cnecr li you blo@ rero,i6s l-od oly of he,or,owng. checl ltyou olood ?lolives hodony ol lhe lo o{ng:

lhovo flled o! his form comptetety ond o[ oreos thol ore not checked ore negoiive

Reviewed 8y Updoied



Notice of Privacy Practices for
Protected Health Information

(HTPAA)

'This llotice Describes How Medical lnformauon About You May Be
Used And Disclosed And How You May Get Access To This Information".
Please Review It Carefully!

We Safeguard Information about Your Health and Person:

We collect information from you and store it in a medical r€cord as well as on a computer.
CharE are stored in a secure area and available only to de$gnated staff and only for desigdated
reasons. Housekeeping, mainEnanee and o$er non-office personnel have no access to the chart
area. Seryice technicians may have access to the computer, but only fDr servlce of computer
operations.

Typical Uses and Disclosures of Medical Informationl

We colled medical information from you. Wthin our office, we €strLi the disclosure olthis
infomauon to doctoB, nurses, technicians and insurance and billing personnel. We may use
your mediGl informaton for treatmert and care, payment to insurers and for healthcare
operations, OuEide our office, we restrict the dlsclosure to those people, enodes and agencies
for whom you authorize disclosure sudr as other healthGre providers (doctors, nurses, o(ended
crre fdcillties), insurance companies, bllling agencies, hospibls and surgery sites, or those
agencies and entiues for whom legal and adminisBauve r€qulrements demand disdosure such
as:

. When requlrcd by law. PuHic hentth activities (deaths, child abuse, neglect, dome*,c violence, problems with
products, reactions to medications, product recalls, disease/infudion exposure,
dlsease/injury/disability control/prevention)

. Health oversight activlEes (audlts, investigagons, lnspections)

. Judiclal and administrauve proceedings (court order). Appropriate law enforcement requesb (to ldenflry or locaE a suspect, fugitive, materlal
witness, or misslng person)

. Deceased person information to coroners. medical examineB, funeral directors.

. Organ and tissue donation. Research, provided authorization is lRB-approved or privacy board-appmved

. Emergencies or to avert serio6 threat !o health or safety

. Specialized government tunctions (military, inmates). Worke/s compensation. Disaster Rellef

We will not use or disclose your medlcal lnformation for any psrpose not listed
without your specific w tten authorizaton. Any sp€cific written autfiorization you
provide may be revoked at any time by writing to us.



Patient Privacy Rights:

You Have The Right To!

. Inspect and copy medical information from your chart. You may submlt a writsen request
b our office and pay the copy fee and receive a copy of your record. We must respond
within 30 days if the record is readily available and witiin 60 days if it is not readily

available. You may also get an electronic copy if we have ond available.
. Amend medical information in your chart, You rnay ldentiry inaccurate or incomplete

information in your chart. You can do this with a written request to amend your chart
directed to our omce. We must respoM withh 60 days.

. Receive an accounting of any disclosures made from your record over the la$ six years,

startjng April 14, 2003. You can get this wih a written request directed to our office. We

mu* respond within 60 days.
. Request refidions as the amount of medical informaton we disclose. This is I'imi@ as

nded above, and your request may not supercede the typical disdosures nded above.
You may revoke or restrict the consent. We cannot disclose self-pay services if you object.

. Request confidential @mmunications. All communications in our offlce are confidential
You may specifically-request that all communications be confidential with a wriuen
rcque$ dlrected to our office.

. Not have your protected health information sold for marketing purposes,

. Opt out of rece-hTfngfund-ialsing commrinications.

. Recelve a cotry of this notice by printing it or with a written request directed to this ofRce,

and a copy of this notice will be given with all oew patiert pack€E.

We May Contact You For Appointrnent Reminders, and we rnay provide you with

informatjon about health-related or product benefrb and services.

Eadr patiert is glven a copy of Ule Privacy Notice ard an opportunity to review and

undersland it.

Our Responsibiliti6 under HIPAA:

we are required by Law to mainbin the privacy of your personal health information, and

to provide you notice of our legal duties and privacy practices and adhere to thig notice.

we reserve the right to make danges to Elis notice. We will post a notic€ that the notice

has been changed and the effective date of the dEnge, copies will be made available.

You c.n submit a compbint about ouI Privacy Polic, or its execu€on elther vertally
or in wrfting to our PRIVACY OFFICER at our office.

P8tient Name Paticnt SigrDture

Date Signcd

If you get no resoluton to your complaint, you can send a wrlten sbtement to fiis offce or the
Secretary of Heatth aM Human SeMaes.

Effective Date of Notice:

Amerded Dates: February 20u



NOTICE TO ALL PATIENTS:

Please be advised that you will receive a separale bill for any Diaglostic
and/or Laboratory tests. Because of changes in Medicare Rules, your
insurance company may not pay for all of the Diagnostic and/or
Laboratory tests that the Doctor may feel are Medically Necessary to
diagnose your condition. You will be responsible for any tests not paid

by your insurance company.

As a couitesy to our patients, our office will file al1 primary and
secondary irsurances for all services rendered in our ofEoe. Wheo the
insurance coorpany pays the patient directly, we will expect palment at
time of service.

In order for us to continue this courtesy we must set a time limit for
payment. Please read and sip the statement below.

,l:l * * *,*:l* * *:* *:t {. * **** *r. *ir**

If payment is not received within 90 days from Date of Serrice from
both my primary and secondary insurance, I agree to pay the balaace on

my accomt in firll. Also, if the insurance company issues a chock to me,

I will promptly turn it in to this office. I also understand thal dl
Diagnostic and Laboratory tests will be billed separately and not from
this office.

Date: Sipature;



I. HAVE YOU HAD ANY RECENT LABS DRAWN?

Where?

4. HAVE YOU BEEN RECENTLY HOSPITALIZED OR IN THE ER?

Where?

When?

2. HAVE YOU HAD ANY RECENT X-MYS (i.e. US, MRI, CT SCANS)?

Where?

When?

3. HAVE YOU HAD ANY ENDOSCOPIC EXAMS (i.e. Colonoscopy / EGDX

Where?

When?

When?

IF YOU HAVE COPIES OF ANY RESULTS OR CAN OBTAIN THEM, PLEASE
BRING THEM WITH YOU TO YOUR OFFICE APPOINTMENT.

THANK YOU


