
Patient’s Personal Information

Patient’s / Responsible Party Information

Patient’s Insurance Information

Patient’s Referral Information

Pharmacy Information

Emergency Contact

Assignment of Benefits • Financial Agreement
I hearby give authorization for payment of insurance benefits to be made directly to Digestive Institute of Arizona, forservices rendered. I understand that I am financially responsible 

for all charges whether or not they are covered by insurance. In the event of defaultI agree to pay all costs of collections and reasonable attorney’s fees. I hearby authorize this 
healthcare provider to reaease all informationnecessary to secure the payment of benefits. I further agree that a photocopy of this agreement shall be as valid as the original.   

Patient Registration Information

Digestive Institute of Arizona
3011 S. Lindsay Rd. Suite•115

Gilbert , AZ 85295
602•541•1575 ~ Fax: 602•926•1418



Digestive Institute of Arizona
3011 S. Lindsay Rd. Suite•115

Gilbert , AZ 85295
602•541•1575 ~ Fax: 602•926•1418



Medical History:

Surgical History:  (List any major operations and approximate dates):

Drug Allergies:  (Penicillin, Iodine, Tape, Latex, etc.):

Medications:  (List names or types of medications you are currently taking):

Marital Status:  ☐ Married   ☐ Single   ☐ Widow(er)   ☐ Divorced   ☐ Separated

Number of Children or Dependents living in your home:  ☐ 1   ☐ 2   ☐ 3   ☐ 4   ☐ 5+

Do you Smoke and or use Tobacco:  ☐ No   ☐ Yes
If yes, how often?  ________________________  How many years?  _______

Do you drink Alcoholic Beverages:  ☐ No   ☐ Yes
If yes, what type?  _______________ How often?  ______________________  How many years?  ______

Family History:  (List illnesses that run or have occurred in your family - example: Cancer, Diabetes, etc.):

Review of Systems:  (Are you presently having problems with any other systems in your body?):

Is there any other information which you would like the doctor to know or be aware of? 

Digestive Institute of Arizona
3011 S. Lindsay Rd. Suite•115

Gilbert , AZ 85295
602•541•1575 ~ Fax: 602•926•1418



I have read and understand the above and consent to contact as described:

Patient Name: _________________________________________ Date of Birth: _________________________    

Signature: _____________________________________________ Date: _______________________________      

Email: ________________________________________________________________________________________

*Minors or Users Requriing Caregivers - Acknowledgement of Consent to Contact:

Patient Name: _________________________________________ Date of Birth: _________________________    

Signature: _____________________________________________ Date: _______________________________      

Email: ________________________________________________________________________________________

Consent to Contact

Digestive Institute of Arizona
3011 S. Lindsay Rd. Suite•115

Gilbert , AZ 85295
602•541•1575 ~ Fax: 602•926•1418



Digestive Institute of Arizona
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AUTHORIZATIONS AND CONSENT



PHI DISCLOSURE TO FAMILY MEMBERS

You may authorize us to contact a family member regarding your medical care of financial matters. This is to acknowledge 
that you authorize Digestive Institute of Arizona to disclose you PHI to the following individuals (Check all that apply):

__________________________________      __________________________________
Name                                                      Relationship to Patient

__________________________________      __________________________________    
Telephone                                      Email 

__________________
Date

Types of information:   ☐ Appointment Reminders   ☐ results (Lab test, x-Ray, etc.)   ☐ Financial   ☐ Other  

Okay to contact via:   ☐ Telephone   ☐ Leave a Voice Mail   ☐ Email    ☐ Text     ☐ Other  
 

NOTICE OF PRIVACY PRACTICES (NPP) ACKNOWLEDGMENT
 
A Notice of Privacy Practices (NPP) is provided to all patients. This Notice of Privacy Practices identifies 1. How medical 
information about you may be used or disclosed. 2. Your rights to access your medical information, amend your medical 
information, request an accounting  of disclosures of your medical information and request additional restrictions on our 
uses and disclosures of that information. 3. Your rights to complain if you believe your privacy rights have been violated. 
4. Our responsibilities for maintaining the privacy of your medical information. 
 
The undersigned certifies that he/she has read the foregoing and may review/receive a copy of the Notice of Privacy 
Practices and is the patient or the patients representative.
 

__________________________________      __________________________________
Name of Patient                                                    Signature
 
 
__________________________________      __________________________________    
 Name of Representative                                    Signature of Representative
 

__________________
Date
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