JDHAT

Our office is pleased to have the opportunity to serve you. Qur primary mission is to provide you with quality, cost-effective medical
care. Together, we (patients and your healthcare team) are trying to adapt to the changing ways that healthcare is financed and
delivered. The followihg guidelines were developed to help you through the process.

Payment Guidelines:

. We collect co-payments, co-insurance, and/or deductibles at the time of service unless other written arrangements have been
made in advance with our office.

- We accept Cash, Checls, Money Orders, and Credit Cards (Visa, Mastercard, American Express and Discover),

- If your check is returned, a processing fee of $30 will be assessed in addition to the amount of the check.

. A claim will be sent to your insurance company for payment. If your insurance company remits the payment ta you, please
send the payment to our office, along with the Explanation of Benefits.

. Any balance that your insurance company determines to be your financial responsibility will be billed to you. Paymentis due in
full upon receipt of your statement. Balances that remain unpaid after 90 days may be referred to an outside collection agency
for further collection efforts. {initial}

No Show / Late Cancellations:
To provide the best possible service and availability to al patients, our practice has implemented the following fees:
»  Office visit — We require a 1 business day notice for all office visit canceflations. If the required notice is not given, a $50.00
charge may be assessed to the patient account.
» Procedure — We reguire a 3 business day notice for all procedure cancellations. If the required notice is not given, a $100.00 .-
charge may be assessed to the patient account.
The missed appointment payment may be required prior to, or upon the next scheduled procedure or office visit,

Ancillary Services:
Your physician may refer you to one or more “ancillary services” in connection with your medical care. An ancillary service is a service
supplementing or supporting your medical treatment. The following are considered, but not limited to, possible ancillary services:
¢ Ambulatory Surgery Center + Infusion Therapy e laboratory & Pathology Testing
e Nutritional Services ¢  Pharmacy Services = Radiology/lmaging
Your physician may have an economic interest in or business relationship with the company or person who provides the ancillary
servicels). You are not obligated to use the provider that your physician refers you to. You are free to use any provider you choose.

Research Programs:

Your physician may ask if you would like to participate in a clinical trial or research program. These programs may be sponsored by a
drug company or may be a practice-sponsored research program. Your physician may be compensated for services rendered in
connection with these programs. You are not obligated to participate in any research program and your permission wiil be obtained
prior to your participation in a program that your physician believes may be appropriate for you.

When to present your insurance card:

Please present your insurance card at EACH VISIT. Specifically bring to our attention any changes (new card, new subscriber or group
number, etc.) since your last visit. This protects you from paying a bill due to providing incorrect information. There is a narrow window
(30-45 days) to present an accurate claim to the correct insurance company. Failure to do so could mean the claim may be denied. If
you have a secondary Insurance, it will be filed as a courtesy. However, if we have not received payment from your secondary insurance
in a timely manner, the balance will become your responsibility.

Assighment of Benefits:
DHAT may file a claim for services rendered by the physician, facility, pathologist and or anesthesia provider. DHAT is authorized to
transfer any patient overpayment to ohe of these associated entities if applicable. | hereby authorize DHAT to:

. Release any information necessary to the insurance company regarding my illness and treatments.

. Process claims generated for my examination/treatment.

. Allow a photocopy of my signature to be used to process insurance claims for a period of a lifetime.

. Keep this order in effect until it is revoked by me in writing.

We value you as a patient and we are eager to serve you! Our priority is to provide you with the best possible care. if you would like to
contact our Central Business Office, you may do so at 214-689-3829 or 1-800-425-3759.

| have read and understand the guidelines and financial obligations as stated above.

Signature Date

Financial Policy_V05032018




Date; . -

PGP/Internlst:

WDHAT

Digestive Health Associates
. of Texas, P.A.

SINDHU A, ABRAHAM, M.D.
PATIENT INFORMATION

Who refarred you to us?

Patienl's Email Address:

Name:

Birth date: - ‘- Age C Sex M/ F

Address:

Clty: . ' State: ZIP:

Home Phone #{ )

Soclal Security #

Work Phone #{ ) Cell Phone #

- Marital Status: (circle one) Single Marrled Divorced Widowed

Employer:

Address:

Pattent's Ocoupation;

Language Spoken:

Patlent's Race:

Name of Spouss:

Spouse 8S#: - - Blith date: .- .

Spouse Employer.

Address:

Spouse’s bccupatlonz

Spouse Cell Phone #

Spousé Work Phone #

Emergency Contact:

Relationship: Phone #:

Reason for Ofilce Visit:

Ptimary Insurance:

Insured's Name:

" Claim Form Address:

“Cly: State: ZIP;

Inswred's ID #:

Group #: Phons #:

Secondary Insurance:

Insured's Name:

Blrth date: - "

Address: -

Insured's ID #:

Cliy: State: : ZIP:

Group #: Phone #:

Pharmacy Name / Address;

Phone #:

I understand that if any of the Insurance Information | have provided s incorrect or it | fall to notlfy the office of any
Insurance changes, that | am responsible for all physician charges and non-covered medical services,

t heraby authorize the release
medical andlor surgical bensf

of any medical information neceésary for the process of insurance. | hereby assign all
its to include major madical henefits to which ! am entitled to DIGESTIVE HEALTH

ASSOCGIATES OF TEXAS, P.A. and DIGESTIVE HEALTH MANAGEMENT ENDOSCOPY CENTERS. This assignment
will remain in effect untli revoked by me in writing. A photocopy of this assignment is to be conslidored as valid as an
original. | have recelved the Notice of Privacy Practices,

E¥entlantn Clanabiirar

Nalar




NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW DIGESTIVE HEALTH ASSOCIATES OF TEXAS, P.A. MAY USE AND DISCLOSE YOUR HEALTHCARE
INFORMATION AND HOW YOU CAN OBTAIN ACCESS TO THIS INFORMATION, PLEASE REVIEW IT CAREFULLY,

Protectad healli Information, about you, Is obtained as a racord of your conlacls or vislts for
healihcare services with DIGESTIVE HEALTH ASSOCIATES OF TEXAS, B.A. This
informattan i called protected heelih Infarmation. $pecifically, “Protected Healll informatien”
I6 informatien about you, including demographic Information {le., name, addrass, phong,
eic.) 1he! may ldenlliy you and retales lo your pasl, present or future physicaf or menlal
health condition and related heallhcara asrvicos.

DIGESTIVE HEALTH ASSOGIATES OF TEXAS, P.A. s raquired lo loflow spesific rules on
malntaining the canfidentlallty of your pratacted haallh information, how our stulf uses your
informallon, and how we disclose or shera this information with ofher healthgare
professionals Involved in your eare and trazimant. This Notlca deagribes your rights 1o
secess end control your prolected health infarmatlon. 1 also describes how we follow those
rules and use end disclose you prelected health informatlen 1o pravide your treatment, oblaln
payment for servicas you receive, manage our haalth cara operalions and for other purposes
thal are pormillad or raquirad by law.

1t you have sny questions about this Notlce please santact our Privaoy Manager at
214-689-6960

Your Rights Under Tha Privacy Rule

Following le B statement of yout rights, under the Privacy Rula, in reference o your
protected healih information. Please feel free to discuss any questlons with cur staff,

You have tho Hyht to racalve and we ara required to provide you with a copy of ifils
Notise of Privacy Practicas - Wa are required to follow the terms of 1hls notloe. Wa reseve
the righl to change the terma of our notice, al any time, if naadsd, new versions of Ihis nolice
wiil be effeotive for ¢l protacied health Information al we malntain al (el time. Upan your
request, we will provide you wilh a revised Notice of Privacy Praclices If you call our office
and request thal & revisad copy be sent lo you in the mall or ask for one at the time of your
next appointment,

You have the right to authorfze afher use and disclosure - This manns you have the Aght
10 apthorize or dany any other use of disclosure of protectad health Information not specified
in this nofice. You may reveke an authonzation, at any time, in wiiling, axcept 10 the extenl
that your physician or our offica has taken an action in reliance on the use or disclosure
Indizated In the aulhorization.

You have the right to dosignate g personal roprasentalive - This means you may
designate a perscn with the dalegated authorily 1o onsent 13, 6f auihosize the vsa or
dIsclosure of protact health Information.

You have fhe rHght to Inspact and copy your protected health Infarmation - This means
you may Inspecl and oblaln a copy of prolecied heaith information about you that is
contalned In your patient racord. 1n centaln cases we may dany you? requast,

You have the tight to request a restriction of your profectad health Information - Thls
means you may ask us In writing, not (o use or disclose any part of your prolected health
information for the purposes of treaiment, payment or haalthcara aparations, You may alsa
requesl ihat any part af your protected heatth information not be disclosed to famlly members
or frlends who may ba fnvolvad In your care or for notificalion purposes as deacribed in thls
Nolice of Privacy Praciices, In cartaln cases we may deny your request for a restriclion,

You have the right fo have us amend your protected hoaltly Information - This mesns
you may raquost an arendment of your protectuc haslih lnformation for a8 long as we
malntgln Ihls inforaation. I certain cases, we may dany your request for an gmendfment.

You have to right to request a disclosure accountabliity - This means that you may
request a listing of your protecied health information disclosures wa have made to entiias of
persons ouisida of cur office. .

Compluints

You moy complaln to us of to the Secrelary of Haallh and Human Services il you believe
your privacy fghts have besn viclated by us. You may lile a complaint wilh ¢s by notifylng
our Privacy Manager of your complainl.

How Wa May l.fso of Disclose Protocted Health Information

Following are examples of uses and disclosures of your protected heallh care information
that we gre permitied to make, These axamples are nol meant to be exbaustive, but to
describe he lypas of uses and dlsctonures that may be made by cur offica.

For Traatment - We may use and disclosa your protected henllh Informalion to provide,
coardinate, or manage your health care and any refated gavicas. This includes lhe
coardinallon of management of your health care wilh a third pody that la involved 1n your
care and realment. For example, we would disclose your protected hoalih iformation, as
necessary, to a phammacy thal would fill yous prescriplions, Wa will alse disclose protected
haalth informalion to ather physicians who rmay be invalved In your ¢are angd reaimant,

We may alse call you by name In tha wailing room whon your physiolen (s ready to see you.
Wa may usa of discloge your protactad heallh informalion, s necaessary, fo conlact you fo
remind you of your appoiniment. We may contact you by phone or ofhar maans 1o provide

rasulls from exams or lesta and to provide informallon thet daserbes or tecommends-

waatment alternatives regerding your care. And, we may contact you 1o provide Informalion
abold heallh related bensfils and services offerad by our offlca,

For Fayntent - Your protacied health Information will ba used, a3 needed, to obtaln payment
of your health care servicas, This may include certain aclivittes that your hoalth isurance plan
may underlake before lf spproves of pays for the haslih care services wo recommend for you
such as; making a determination of ellgibilily or coveraga for insurance benefils, reviewing
gervices provided lo you for medical necessily, and undartaking utillzation revisw ectivilies.

For Healthaare Operations - Wa may usa or disclose, as needad, your profected health
Informallon in ordsr to support the businass activillas of our practice, This incldes, but is not
limited fo business planning end development, qusllty assessment and improvement,
medical raview, legel sarvicas, and adiling functions, I{ also includes Education, provider
credentisling, cartification, undenwriling, rating or olher Insurance related activitles,
Addltionally i Includes business adminlstrative aclivilies such as custamer service,
compliance with peivacy requirements, Internal grievance procedures, due diligence In
conneclion wilh the sale or fransfer of asssls, and crealing deldentfied Informaiion.

Othay Parmitted and Required Uses and Disclosuras

We may also use and discloss your protected healih {nformation in fhe followlng inslances,
Y¥ou have the apporlunity (o agree of object 1o the use or disclosure aof al or part of your
pratected heallh Information.

To Others Invelved In Your Healtheare - Unless you object, wa may disclose lo & member
of your famlly, a relalive, a cloge filend or any ofher parson you identlly, your protecled
healtheare Information thal diractly zelates to that person’s Ivolvemant in your health cara, if
yoit are unable 10 agaa or object to such & dislosure, we may discloge such Informadlon a8
nacesaary If wa datermine (hat#t ls in your best interest based on our profassional
jud?amant. We may uss of disclose prolected haalth Informatlon lo nality or asslstin
notifying & farmlly member, personal rapresentalive or any other person thal i rasponsible for
your cafe, ganaral condifion or death. If you are nat present or abla o ageae or object lo the
use or dlaciosure of the pratecled health Informallen, then your physiclan may, using
professional judgemen, determing whether the dischoaure I8 In your best Interest, In this
caség. only the protectad health information that Is relsvant to your health cara will be
disclosed.

As Required By Law - We may use o disclose your protacted heatlh informatien lo the
axtant that the use or disclnsure is required by lew.

For Publle Heslth - We may disclose your protecled health Information for public heallh
acilvltles and purposes to a public heallh authorty hatls partited by law to collacl of

 recelva the Information,

For Communicable Diseases - We may dlscloge your protected hoalh Information, if
sulharized by law, to a parson who may have bean exposed to a communicablo disense or
may clnerwlse ba at risk of contracting or apreading he disease or condition.

For Health Oversight - We may disalose protecied heslth Information o o heslth oversight
agency for aciivilias autherized by law, such as audils, Invesligations, and Inspecticns.

In Gasos of Abuse or Nagleci - We may disclosa your protectad health Information to a
publle heallh aufhorily thatis authorized by 1aw 10 recelve reports of child abuse or naglact,
I addiflon, we may disclose your pratectad health information i we belleve hat you have
bean & viclim of abuse, neglact of domestic vinlance lo the govemmantal entily or agency
aulhorized to raceiva such information. In this case, the disclosurs Wil be mede consistent
wilh tha requirements of eppfivable federal and slate [aws,

To The Food and Drug Administration « We may disclose your protacted heallh
irnformation to a person or company fequlrad by the Foeod and Diug Adminlstration 1o report
adverse svante, product defects or problems, nlotogle product deviatlons, frack products; to
enabla product recalls; to make repairs or roplacements, of to conduct post marketing
survelllance, as required,

For Legal Procasdings - We mey dlsclose protected haallh Information In the couse of any
judiciat or administrallve procaeding, n reapansa 1o an order of & cout or adminisirative
tibunal (lo tha extent such dlsclosure is exprossly authorized), in certain conditions I
rasponsa lo & subposna, dlacovery raguest or other lawful process.

To Law Enforcelnent - We may slso disclose prolected heailh information, so long a8
applicable lagal requirements ara met, for law enforcement purposes. ’

To Coraners, Funeral Direafors, and Qrgon Donation - We may disclose prolecled health
informalion lo a coroner or medical exarniner for Identlfication purposes, delermining cause
of desh of for the corener or medical examinar to parform other dullas authorized by law.
We may also disclese protected heatih Infarenailon 1o a funaral diractor, as authorized by law, ..
In order to parmit the funers! director fo carry oul thair dutles, Protocted haalth Information
may be used and dlsclosad for cadaverls argan, eye of tissye danalion puposes,

1 Cages of Criminal Actlvity - Gonsislent with applicable foderal and slate laws, wo may

" dlsclosa your protacied health Information, If wa baliave that the usp or disclosure |s

necessary 10 prevenl of lessen a serlous and Imminent threat 1o tho health or safety vf o
pesaon o the public. We may also disclose protecied health Infarmation f iLis nacessary for
faw anforcement aulhoritiss to Identlfy or apprahand an Individual,

For Military Aativity and Natlonal Seatirlty - Whan the appropriale conditlons apply, we
may usa oF disclogs protacted health informalien of Individuals who are Armed Foraes
personnel (1) for aclivilles desmed nacessary by appropriate milltary command adthorilios,
(2} for the purpose of a daterminalioh by fie Departmant of Vetatans Affalrs of your eligihiity
for b{anems. o7 {3} lo foreign military authorlty If you are a member of that forelgn mililary
povices.

For Workare' Compensation - Your proloctad health information may be disclosed by us as
authorized to comply with wotkers’ compensation laws and other similar legally-eatablished
programs.

When an nmate - We may usa of disclose your prolected healih informetion if you are an
Inmate of & corectional facility and your physlclan created or recelved your protectad heallh
Infornation in the course of providing care 1o you.

Requlrad Uses and Diselosures - Under tho law, wa must make disclosures about you and
when requirad by the Seoralary of lhe Depariment of Haalth and Human Sewvices to
invasiigate or determine our complionce with the requiramants of the Privacy Rula.




DIGESTIVE HEALTH ASSOGIATES OF TEXAS, PA
PATIENT'S HISTORY

Name: : Date: :

Date of Birth: ' Age: SSN:

Reason for Visit: Referring Physician:
PAST MEDICAL AND SURGICAL HISTORY -

Date Hospital/Location Dactor Reason for Hospitalization

Have you had the following surgeries? (Please cicle): appendectomy, tonsillectomy, hysterectomy, hernia
surgery, cosmetic surgeries, gallbladder surgery, heart bypass, angioplasty.

Please list all of your other cutrent doctoss: :
For Females: Last menstrual cycles __ + # Pregnancies ____# Deliverxies ___ # Miscarriages
Conditions Check (x) conditions that you have had or are having '

0 AIDS/HIV Positive [0 Bmphysema Q Multiple Sclerosis

0 Aleoholism Q) Bpilepsy/Seizures Q Pacemaker

() Anemia ' 0 Glaucoma Q Pneumonia

1 Anorexia 0 Goiter 0 Polio/Mumps/Chicken Pox
O Appendiciltis Q Gout {1 Prostate Problems

(3 Arthritis (1 Heart Disease Q Psychiatric Care

0 Asthma : Q) Hepatitis 3 Rheumatic Fever

0 Bleeding Disorder 0 Hernia: Inguinal/Hiatal Q1 Stroke

{1 Bronchitis - Q Herpes . 21 Suicide Attempt

O Bulimia. 0 High Blood Pressure Q Thyroid Problems

Q Cancer ‘ O High Cholesterol Q@ 'Tuberculosis

{1 Cataracts Q Kidney Disease Q Ulcers

[ Chemical Dependency Q Liver Discase 0 Sexually Transmitted Disease
Q) Depression .. [OMigraine Headaches 0 Others:

{3 Diabetes , 0 Mitral Valve Prolapse -

History of Any Blood Prbduc( Transfusions/Date: -
ALLERGIES/ADVERSE REACTIONS (Medicine, Food, etc.)

MEDICATIONS (Dosage, Frequency): Please include over-the-gounter products

Are you taking? ___Aspitin produets ___ Arthtitis/Anti-inflammatory Blood Thinner
Vitamins .




NAME:

Ruonny nose
Sinus problems
Mouth ulcers ™
Persistent cough
CARDIOVASCULAR.
Chest pain
Highblood pressure
Shoriness of breath ____
Irregular heavibeats ____
Palpitation -
Swollen ankles
Leg cramps
Heart mumur
Heart Problem
RESPIRATORY
Coughing '
Coughing blood
Tuberculosis -

[ENEEN . 2% T T SOy

ot a—

HEALTH HABITS None? How much? How often? How long? When quit?
Tobacco . )
Aleohol o

Hlicit Drugs - .

Coffee

QCCUPATION: Hobbies

FAMILY HISTORY: Significant Medical Condition Age If applicable, cause of death
Father

Mother ___

Siblings (Please list all)

Is there any history of the following in your extended family? (Please citcle)

High Blood Pressure Heart Disease Colon Cancer Colon Polyps

Tuberculosis - "Ulcer Disease Liver/Gallbladder Disease

Diabetes Uleerative Colitis/Crohn’s Pancreatic Disease

Female Cancer (Breast, Ovatian, Bndometrial, or Uterine) , ‘

SYMPTOMS (please mark yes or no for each one)

GENERAL No  Yes Comments No Yes Comments
Chills/Pever . Asthma

Depression GASTROINTESTINAL
Fainting/Dizziness Poor appetite

Loss of weight Trouble swallowing

Siweating- Pain with swallowing

Difticulty sleeping Indigestion

Decreased energy Heartburn
EYES/EARS/NOST/THROAT Nausea

. Blurred vision Yomiting

- Double vision . Bloating

Eye pain ' Abdominal pain

Decreased hearing ~ Diarthea —

Ringing in ears Ulcer disease

Earache Liver disease

Hepatitis history
Gallbladder disease .
Lactose intolerance
Hemorrhoids history
Bloody bowel movements
Abdominal swelling
Jaundice (yellow eyes)
Constipated :
Using laxatives

Loss of bowel control
GENITOURINARY
Trouble urinating
Blood in urine
Frecquent urination

Loss of bladder control
Sexual problems .
Abortions (Females only)




NAME:

PSYCHIATRIC No Yes

MUSCULOSKELETAL No  Yes  Comments Comments
Swollen joints Feeling depressed -
Joint stiffness Crying often
Muscle pain Easily upset/irritated
Auxthritis Frequent nightmares
Back Pains Prequently nervous-
Face badly flushed Thinking about suicide
Sweating often ENDOCRINE
Skin rash History of goiter
Itching Problems with calcium.
Breast mass/discharge Problems with glands
NEUROLOGICAL HEMATOLOGIC/LYMPHATIC
Numbness or tingling History of anemia '
Part of body paralyzed Swollet lymph glands
Seizure history History of tumor/cancer
Severe headaches Broise/bleed easily
' ALLERGIC/HEMATOLOGIC
Hayfever
Hives frequently
Allergies to foods
Completed by (If not by patient) Relationship to Patient
Please sign, Date
Please makeé sure you have signed and dated each page
Reviewed by Date




AT
Digestive Health Associates
. of Texas, P.A.

Consent for Medical Treatment

I, the undersigned, the patient (or the patient’s duly authorized representative) do
hereby voluntarily consent to and authorize medical care encompassing all
diagnostic and therapentic treatments considered necessary or advisable in the
judgement of thie physician, his assistants or designees. :

T am awate that the practice of medicine and surgery is-not an exact science and -
acknowledge that no gnarantess have beeti made to me as o the result of treatment.
© or examinations performed. ' a '

T authorize Digestive Health Assocjates,of Texas, P:A. or staff to retain, preserve and
use for scientific or teaching purposes; oridisposc of al their convenience and in their
‘sole discretion any g}?ag:_.i%ngns!g‘r tissues removed-and L waive any interest I may have
had in such.specimén tissnes. SR R e '

"Phis form has been fully explained to me and I certify that I understand and accept

- its contents, '

All the above will be discussed with me, by the attending physician prior to any
proposed testing or any type of sorgical procedures to be scheduled.

L

s '

Pafient’s Signatare: :

Date:* -




WDHAT

Digestive Health Associates
of Texas, P.A.

7.30 Patient Authorization for Personal Representative

Please print 1l information, then sign and daie form at beftom.

Type of Authorization: Personal Reprosentative

Patlent's nyme (Please print): ‘ Date of Birth:

Purpose of request: I authorize Dlgestive Health Assoc, of Texas, P.A. to disclose or provide my protected health information (PHI) to the
following Individual who is anthorized to act as my personal representative for the purposes of receiving all PHI about myself. As my designated
personal represeitative, they may exercise my right to inspect, copy and correct my PHI, They may also congent or authorize the use or disclosure of
my PHL: .

Name of Personat Represeriative and Relationship (i.c. Sponse, family member, ete}

Address

Clty, State, ZIp

Phone

Deseription of Information to be dlscloged ~ T suthorize w@mﬂm to diselose all of my PHT to my designated personal representative,
Circle onor - Procedurc & Blopsy Labs Al Information

* Bxpiration or termination.of nuthorlzation ~ This suthorization will remainin effect 1intl] terminated by patieat, the patient's personal reprasentative, or another
lodividual of legal entity authorized to do so by eourt order of Tnw.,
Right to revoke or texminate — As stated in our Notice of Privacy Dractices, you have the right o revako or sertinate this authorization by submitting a written request
lo our Privacy Manager. This can be done in person of by mafling a request to! - '
DICRSTIVE HEALTH ASSOCTATES OF TEXAS, P.A.

T, ATTN: . -
Redisclosnre — We have ne control over the person(s) you have listed as your personal reptesentative, Therefore, yout PHI disclosed under this authorization will no
longer be protecied by the requirements of the Privacy Rule and will no longet be the responsibility of

734 Patlent Anthorization for Disclosure of Protected Health Information via Aliernative Means,
Type of Authorizationt Alternative Means .

Patient's name (Please printy: ' Data of Birth:

Purpose of request = I anthorlze Digestive Health Assne, of Texis, B.A, to discloze my PHI i1 the, Fallowlng manner. T understand that it is iay responsibility to notify
the practice of any chunge in this mamer of conmunications and that any disclosurs made to the designated address nunber, indieated by me, 18 subject {o the

rediselosure statement within this authorlzation,
{Check the Lox that applies)

I Home Telophone! 0 Cell Number: 1 Fax Numbet:

{1 Work Telephone: {3 US Mail:

(] Benail (Physicians & Medical Asst. Only)

[ Leave detailed moasages on my answering machine / volce mail
[ Leave messages with only cafl-back number (includes staff member name and doctor’s office} on my ansviering machine / voice mell.

Expiraiion or termination of suthovlzation - This authotizatlon will remaln in effect until terminnted by patient, the patiest's personnl representative, or anather
{ndividua! of logal emity autherized to do so by court order of law, . : ) ’
Right to revoke pr terminnte — As stated in our Notleo of Privacy Practices, you hove the right to xevoke or lerminats this awtharization by submitting & written request

to our Psivaey Manager, This can be done in person of by maillng a request Wi
DIGESTIVE HEALTH ASSOCIATES OF TEXAS, P.A.

ATTN:

Redisclogure Statenient ~ I understand that the practice han no control regarding persans who may have access 1o the mailing addross, telephone, coll or fax number [
have designated 1o receive iy PHI, Therefore, 1 understan that my PH] disctosed under this authorization will no longer be the responsibility of 1his practiee.

X ) . )
Patient's Sighatore ‘ Date




 ATTENTION:

1P YOU HAVE ADDITIONAL RECORDS YOU WOULD
" LIKE US TO HAVE IN ADDITION TO THE RECORDS
" WE WILL REQUEST FROM YOUR
REFERRING PHYSICIAN, PLEASE FILL OUT THE
FOLLOWING FORM AND FORWARD TO THE |
PHYSICIAN YOU WOULD LIKE THE RECORDS
OBTAINED FROM.

" THANK YOU




ST H AT . «
Digestive Health Associates
af Texas, PA.

AUTHORIZATION TO REQUEST OR DISCLOSE PROTEGCTED HEALTH INFORMATION

| hereby authorize the use or disclosure of information from the medical record of:
Patient Name Date of Birth

}authorize the following Individual or organization to:
Please complete the following two sections:

[J Request From [T Disclose to: Sindhu Abraham, M.D.
X Digestive Health Associates
3242 Preston Rd, Suite 200, Plano, TX 75093

572-867-0019 972-867-7785 FAX

For the purpose of;
Please release the following: .

—Problem List o ) __ X-Ray/imaging Reports-from (date) to {date)

___Progress Notes . __XRayFlms

. History/Physical Exam ___Lahoratory Resulis-from (date) to (date)

ﬁMedlcation List . ___list of Allergies

—Dther (Specify}

| understand that the Informatlon in my health record may mc]ude information reiatmg to sexually transmitted disease,
acquired |mmunodeﬂciency syndrome (AIDS) or human immunodsficiency virus (HIV). It may also include mformataon
about behavioral or mental health services, and treatment for alcohol and drug abuse.

__ Yes, | consent {o the release of this Information ____No, 1 do not consent to the release of this inforrriation.

| understand that the information released Is for the speciiic purpose stated above. Any other use of this lnformatlon
without the written consent of the patient Is prohibited.

] understand that | have a right to revoke this authorizatlon at any time. 1 understand that If | revoke this authorization |
must do so in writing and present my written revocation to the individual or organization releasing information. 1
understand that the revocation will not apply to information aiready released in response to this authorization. 1
understand that the revocation will not apply to my insurance company when the law provides my insurer with the right to
contest a claim under my policy. Unless otherwise revoked, this authorization will explre in six months from the
_authorlzation date,-or on

j understand that authorizing the disclosure of this health information s voluntary. | can refuse to sign this authorization. |
need not sign this form in order to ensure treatment. | understand that I may inspect or copy the information to be used or
disclosed, as provided In CFR 164.524. | understand that any disclosure of Information carries with It the potential for an
unauthorized re-disclosure and the information may not be protected by federal confldentiality rules. if | have questions
about disclosure of my heaith information, | can contact

Signature of Patlent or Legal Répresentative Date .
Relationship to Ratlent (If Legal Representative) Witness

COMPLETE ONLY IF INFORMATION IS TO BE RELEASED DIRECTLY TO PATIENT:

J understand that my medical record may conlaln teports, lest results, and notes that only a physiclan can Interprel. | undersland and have been advised that |
should conlact my physlolan regarding the Bniries made In my medical record {o prevent my misunderstanding of the information contalned In these entries, |
will not hold Digestive Health Assoclates of Texas, P.A. lkable for any misinterpretation of the information In my medical record as a resulf of not consulling -
my physiclan for the correct Interpretation. )

Signalure of Pallent or Leg:':ﬂ Representailve . ' . Dale

Relalionship to Palient (if Leéal Representative) " Wilness

Form 7,31/7,32 Combined |
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