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ASSIGNMENT OF BENEFITS & PAYMENT/CREDIT AGREEMENT 

(This is necessary to facilitate the processing of insurance claims and assure payment.) 
 

 

1. I hereby authorize and give permission for Digestive Disease Consultants (DDC) to disclose my 

personal health information (PHI)* for insurance and treatment purposes only. I am allowing DDC 

to release all PHI necessary for payment and treatment of my specific health problem. 

2. I hereby assign to you, my doctor, all medical and surgical benefits to which I am entitled, 

including Medicare, private insurance and any other insurance plan. 

3. I understand that I am financially responsible for all charges not paid by said insurance company, 

including any deductibles and co-pays, and that co-pays are due at the time services are rendered. 

4. I understand and agree that in the event I fail to make payment for services rendered to me, my 

name and account may be turned over to an attorney or collection agency and I agree to pay 

collection agency’s fees for collection, court costs, and/or reasonable attorney fees that may be 

incurred in the collection of an outstanding balance. 

5. This office reserves the right to charge a handling fee for any unpaid balance. 
 

 

I CERTIFY THAT I HAVE READ THE ABOVE AND FULLY UNDERSTAND IT. 

 

 

Signed: ____________________________ ________________________ Date: __________________________ 

 



 
 

 

 

 

 
FEDERAL LAW ENSURES THE PRIVACY OF YOUR MEDICAL RECORDS, THEIR AVAILABILITY TO YOU, AND SPECIFIC 

RIGHTS REGARDING YOUR MEDICAL RECORDS. 
 

Digestive Disease Consultants complies with these standards. As a general principle, we will always assume that you 
have instructed us NOT to release your medical records, or any portion thereof, to anyone, except under the usual, 
general circumstances covered below.  
 
Please read and sign this GENERAL AUTHORIZATION CONCERNING YOUR MEDICAL RECORDS.  
 
Relevant portions of my medical record may be provided to:  
 1. other designated doctors and their staffs (e.g., this practice; primary or referring doctors and their staffs; 

hospital or out-patient facilities, endoscopy unit, or surgical-day-care).  
 2. my medical insurance company to document specific service(s) provided and billed.  
 3. the Government, as required by law (e.g., subpoena)  
 
If you wish to designate (a) person(s) (other than those above) to be given access to all or part of your medical record, 
please initial “ACCESS ALLOWED” below and write their name. If you wish to revoke such designation, please initial 
“ACCESS DENIED” below and write their name(s):  

 
_____ACCESS ALLOWED Name(s):_______________________________________________ 

       Initial      Please Print 

 
______ACCESS DENIED Name(s):_______________________________________________ 

         Initial      Please Print 
 

Please specify by circling the appropriate answer below, if we may leave health-related information (e.g., lab/biopsy/ x-
ray results, billing issues, or other doctor-patient communications) on your:  
 

Home answering machine:  Y  or  N 
Cell Phone voicemail:   Y  or  N  
Work voicemail:   Y  or  N  
Personal email:    Y  or  N   If yes, email address____________________@__________  

         (Please print)  

 
(Please note that if the above section is not completed, we will assume that we have your approval to contact you 
using any one of these methods.)  

 
If you have any questions, comments, or exceptions, please speak with our Practice Administrator. 
  
I acknowledge that I have read, understand, and agree to the above.  

 
__________________________________    __________________________  
Printed Name       Date  
 
__________________________________    __________________________  
Signature        Account No. (Office Use Only)  
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                    NOTICE OF PRIVACY PRACTICES  

This Notice describes how medical information about you may be used and disclosed and how you may obtain access to this information. Please review 
it carefully. You have the right to obtain a paper copy of this Notice up on request 

Patient Health Information 
Under federal law, your patient health information is 
protected and confidential. Patient health information 
includes information about your symptoms, test 
results, diagnosis, treatment, and related medical 
information. Your health information also includes 
payment, billing, and insurance information. 

How We Use Your Patient Health Information 
We use health information about you for treatment, 
to obtain payment, and for health care operations, 
including administrative purposes and evaluation of 
the quality of care that you receive. Under some 
circumstances, we may be required to use or disclose 
the information even without your permission. 

Example of Treatment, Payment and Health Care 
Operations 
Treatment: We will use and disclose your health 
information to provide you with medical treatment or 
services. For example, nurses, physicians and other 
members of your treatment team will record and use it 
to determine the most appropriate course of care. We 
may also disclose the information to other health care  
providers who are part ic ipat ing in your 
treatment, to pharmacists who are filling your 
prescriptions, and to authorized family 
members who are helping with your care. 
Payment: We will use and disclose your health 
information for payment purposes. For example, we 
may need to obta in authoriza t ion from your 
insurance company before providing certain types of 
treatment. We will submit bills and maintain records of 
payment from your health plan. 
Health Care Operations: We will use and disclose 
your health information to conduct our standard 
internal operations, including proper administration 
of records, evaluation of the quality of treatment and 
to assess the care and outcomes of your case and 
others like it. 

Special Uses 
We may use your information to contact you with 
appointment reminders. We may also contact you to 
provide information about treatment alternatives or 
other health-related benefits and services that may be 
of interest to you. We may contact you for fundraising 
purposes, but you have the right to opt out of receiving 
such communications. 

Other Uses and Disclosures 
We may use  or  d isc lose  ident i f iable  hea lth  
information about you for other reasons, even 
w i t ho u t  yo u r  c o ns e n t .  S u b j e c t  t o  c e r t a i n  
requirements, we are permitted to give out health 
informat ion without your permiss ion for the  
following purposes: 
Required by Law: We may be required to report 
gunshot wounds, suspected abuse or neglect, or 
similar injuries and events. 
Research: We may use or disclose information for 
approved medical research. 
Public Health Activities: As required by law, we may 
disclose vital statistics, diseases, information related to  
recalls  of dangerous products,  and similar  
information to public health authorities. 

Health oversight: We may be required to disclose 
information to assist in investigations and audits, 
eligibility for government programs, and similar 
activities. 
Judicial and administrative proceedings: We may 
disclose information in response to an appropriate 
subpoena or court order. 
Law enforcement purposes: Subject to certain 
restrictions, we may disclose information required by 
law enforcement officials. 
Deaths: We may report information regarding deaths 
to coroners, medical examiners, funeral directors, 
and organ donation agencies. 
Serious threat to health or safety: We may use and 
disclose information when necessary to prevent a 
serious threat to your health and safety or the health 
and safety of the public or another person. 
Military and Special Government Functions: If you are 
a member of the armed forces, we may release 
information as required by military command 
authorities. We may also disclose information to 
correctional institutions or for national security 
purposes. 
Workers Compensation: We may release information 
about you for workers compensation or similar 
programs providing benefits for work-related injuries 
or illness. 
Business Associates: We may disclose your health 
information to business associates or third parties that 
we have contracted with to perform agreed upon 
services. 

We do not engage in selling your health information, 
however if we do, we will obtain your written 
authorization before we are permitted to sell your 
health information.  In all other situations, including 
marketing activities, we will ask for your written 
authorization before using or d isclosing any 
identifiable health information about you. If you 
choose  to  s ign an author iza t ion to  disc lose  
information, you can later revoke that authorization 
to stop any future uses and disclosures. 

Individual Rights 
You have the following rights with regard to your 
health information. Please contact the person listed 
below to obtain the appropriate form for exercising 
these rights. 
Request Restrictions: You may request restrictions on 
certa in uses  and d isc los ures  o f your hea lth  
information. You have the right to restrict disclosures 
of your health information to your health plan for 
payment and health care operations purposes (and not 
for treatment) if the disclosure pertains to a health care 
item or service for which you paid out-of-pocket in 
full.  If requesting a restriction for a health care item or 
service for which you paid out-of-pocket in full, we 
will honor your request, unless the disclosure is 
necessary for your treatment or is required by law.  For 
all other restriction requests, we are not required to 
agree to such restrictions, but, if we do agree, we 
must abide by those restrictions. 
Confidential Communication: You may ask us to 
communicate with you confident ia lly by for  
example, sending notices to a special address or not 
using post-cards to remind you of appointments. 

Inspect and Obtain Copies: In most cases, you have 
the right to look at or get a copy of your health 
information. There may be a small charge for the 
copies. 
Amend Information: If you believe that information 
in your record is incorrect, or, important information is 
missing, you have the right to request that we 
correct the existing information or add the missing 
information. 
Accounting or Disclosures: You may request a list of 
ins t ance s  whe re  we  have  d is c lose d  he a l th  
information about you for reasons other than 
treatment payment, or health care options. 
Breach Notification: We are required to notify you in 
the event of a breach of your unsecured protected 
health information, and will do so 

Our Legal Duty 
We are required by law to protect and maintain the 
privacy of your health information, to provide this 
notice about our legal duties and privacy practices 
regarding protected health information, and to abide by 
the terms of the notice currently in effect. 

Changes in Privacy Practices 
We may change our policies at any time. Before we 
make a significant change in our policies, we will 
change our Notice and post the new Notice in the 
waiting area and each examination room. You can 
also request a copy of our Notice at any time. For 
more information about our privacy practices, 
contact the person listed below. 

Complaints 
If you are concerned that we have violated your 
privacy rights, or, you disagree with a decision we 
made about your records, you may contact the person 
listed below. You also may send a written complaint 
to the U.S. Department of Health and Human 
Services. The person listed below will provide you 
with the appropriate address upon request. You will 
not be penalized in any way for filing a complaint. 

Contact Person 
If you have any questions, requests, or complaints, 
Please contact: 

The Privacy Officer 
14955 Shady Grove Rd 
Suite 150 
Rockville, MD 20852 
(301) 340-3252 

I  __________________________________________  
hereby acknowledge receipt of the Notice of Privacy 
Practices given to me. 

Signed _________________________ Date: 

If not signed, reason why acknowledgement was not 
obtained: 

Staff Witness seeking acknowledgement: 

Date:

Revised October 16, 2013 

 

Digestive Disease Consultants 
14955 Shady Grove Road 

Rockville, MD 20852 



N
 

Th
ou
o 

__

R

 

Et

 

G

 

Pr

 

C

 

o 

Ph
__
 
Al
o

o

o

 
 
 
 

ame:______

he following
ut this impor

Reason for 
 

____________

ace 

o White/C

o Americ
Alaska 

o Unknow

thnicity 

o Hispani

Gender 

o Male 

referred Lang

o English

ontact Prefere

o Letter 

What phar
 

harmacy: ____
__________

llergies  
o Patient has

allergies 
o Erythromy

o Sulfa 

 

____________

g informatio
rtant informa
visit________

_____________

Caucasian 

can Indian or 
Native 

wn 

ic or Latino 

guage 

h 

ence 

rmacy do you w

__________
___________

s no known 

ycin 

Co

____________

n is very im
ation.  We ar
____________

____________

o Bla
Am

o Na
Oth
Isl
 

o Pat

 
o Other__

want us to use

___________
__________

o Patient h
DRUG 

o Latex 

o Shellfish

omplete	Pa

___________

mportant to y
re counting 

_____________

_____________

ack or African 
merican 
ative Hawaiian
her Pacific 
ander 

tient Declines 

o Not H

o Femal

o Spanish

____________

e for any medi

__________
___________

has no known 
allergies 

h 

atient	His
	

____________

your health
on you! 
____________

____________

o

 or 
o

to provide info

ispanic or Lati

le 

____________

ications that a

___________
__________

o Adh

o IV C

o Othe

story	Form

_________Da

h.  Please tak

_____________

_____________

Asian 

 
Mixed 

ormation 

ino 

_____________

are prescribed

__________
___________

hesive tape 

Contrast 

er___________

 
m	

ate	of	Birth:

ke time to ful

____________

____________

 

o Patie
infor

o Othe

o Other___

____________

d? 

___________
__________

o 

o 

________ o 

:___________

lly and comp

_____________

____________

o Hispanic

 
o Other 

ent Declines to 
rmation 

er 

_____________

_____________

__________
___________

Codeine Sulf

Penicillins 

Other______

_______ 

pletely fill 

_________ 

_________ 

c or Latino 

provide 

________ 

________ 

________ 
________ 

fate 

__________ 



N

 

Cu
o 
Na
__
__
__
__
__
__
__
__
__
 
 
Im

 
 
Di

 
 
Pr

 
 
 
 

ame:______

urrent Medica
None 

ame  
_________
_________
_________
_________
_________
_________
_________
_________
_________

mmunizations 
 

o None 

o Hepat
When:___
 

iagnostic Stud
 

o None 

o CT Sc
When:___
 

revious Proced
 

o None 

o Explor
Abdom
Surger

 
o Abdom

 
o Defibr

Placem

 
o Joint 

Replac

____________

ations 

  
_________
_________
_________
_________
_________
_________
_________
_________
_________

titis B 
_____________

dies 

can Abdomen/P
_____________

dures/Surgeri

ratory 
minal 
ry 

minoplasty 

rillator 
ment 

cement  

Co

____________

 
_________
_________
_________
_________
_________
_________
_________
_________
_________

_________ 

Pelvis 
_________ 

ies 
 

o Gallbla
remove
 

o Gastric
Bypass
Surgery
 

o Hystere

 
o Corona

Artery 
Graphin
(CABG
 

o Back S

omplete	Pa

___________

 
_________
_________
_________
_________
_________
_________
_________
_________
_________

o Flu va
When:____

o Pneum
When:____

o Colon
When:____

o MRI o
When:____

adder  
ed 

o

c 
s 
y 

o

ectomy o

ary 
Bypass 
ng 

G) 

o

urgery 
 
Other

 
 

atient	His
	

____________

Dose 
_________
_________
_________
_________
_________
_________
_________
_________
_________

accine 
____________

movax 
____________

oscopy 
____________

of Abdomen/Pe
____________

 
o Appendecto

 
o Lap Band 

Surgery 

 
o Tubal Ligat

 
o Abdominal 

Aortic 
Aneurysm 
(AAA) Rep

r_____________

story	Form

_________Da

__________
__________
__________
__________
__________
__________
__________
__________
__________

_________ 

_________ 

_________ 

elvis 
_________ 

omy o

o

tion o

pair 

o

___ 

m	

ate	of	Birth:

How  taken 
_________
_________
_________
_________
_________
_________
_________
_________
_________

o Hepa
When:___
 
o TB S
When:___

o Endo
When:___
 
o ERC
When:___

 
Colon 
resection 
 
Hemorrhoid 
Surgery 

 
Mastectomy 

 
Heart Valve 
Replacement 
/Surgery 

 
Other __

:___________

_________
_________
_________
_________
_________
_________
_________
_________
_________

atitis A 
____________

Skin test 
____________

oscopy/EGD 
____________

P 
____________

 
o S

re
 

o H
B

 
o P

P
 

o C
C
/S

______________

_______ 

Page 2 of 5

________
________
________
________
________
________
________
________
________

_________ 

_________ 

_________ 

_________ 

mall Bowel 
esection 

Hemorrhoid 
Banding 

acemaker 
lacement 

Cardiac 
Catherization 
Stent 

_________   



N

 

Pa
 

 
 
 

 

 

 

ame:______

ast or Present

o Gastro
 
 

o

o

o

o

o

 
 
 

o Cardio                   

o

o

o

o Pulmon
o

o

 
 
 

o Other 
o

o

o

o

o

 
o

____________

t Medical Hist

oenterology/He

 
o Colon poly
o Crohn’s 

 Disease 
 

o Ulcer Dise
 

o Cirrhosis/L

 
o Anemia in

ology 
o Coronary 

Disease 
 

o High Bloo
 

o Stroke 

nary 
o C.O.P.D. 
o Blood Clo

o Anxiety D

o Breast Can

o Fibromyal

o Hypothyro

o Ovarian C

o Seizures 

Co

____________

ory 

epatology 

yps 

ease 

Liver 

n the past 

Heart 

od Pressure 

ots (leg) 

Disorder 

ncer 

lgia 

oidism 

Cancer 

omplete	Pa

___________

 
o Colon
o Ulcer

 
o Hepa

 
o Celia

 
o Other
________

o Hear
Dise

o Atria
Fibri

o TIA 
strok

o Arthritis

o Current 

o Gout 

o Kidney D

o Other Ca

 
o Skin Can

 
 

atient	His
	

____________

n cancer 
rative Colitis 

atitis B 

ac Disease 

r 
______ 

rt Valve 
ease 
al 
illation 
(mini 

ke) 

o Asthma 
o Blood Cl

s 

Pregnancy 

Disease 

ancer 

ncer 

story	Form

_________Da

o Irr
Sy

o GE
/Re
 

o He
 

o Bo
Ob
 

o Oth
______

o Con
Failu
 

o Vasc
 

o Othe

lots (lung) 

o Bipo

o Dep

o HIV

o Kidn

o Pros

 
o Tatto

m	

ate	of	Birth:

ritable Bowel 
yndrome 
ERD 
eflux 

epatitis C 

owel 
bstruction 

ther 
__________ 

ngestive Heart 
ure 

cular Disease 

er __________

o 
 

olar Disorder 

ression 

V Exposure 

ney Stones 

state Cancer 

oos 

:___________

 
o Di
o Ba

Es
o Fa

Di
 

o Pa

 
o Ot
______

 
o He
o Hi

Ch

_____________

Sleep Apnea

o Bo
Pi

o D

o H

o Lu

o Re
Inf

 
Other_____

_______ 

Page 3 of 5

iverticulitis 
arrett’s 
sophagus 
atty Liver 
isease 

ancreatitis 

ther 
___________

eart attack 
igh 
holesterol 

_________ 

a 

ody 
iercings 

iabetes 

HIV Infection 

ung Cancer 

ecurrent 
fections 

__________ 



N

 

So
 

 
 

 

Fa

 
 
 
 
 
 
 

ame:______

ocial History 

o S

o W

I drink alco

____ None 

          Less th
week 

_____More t
week               

amily History 

o No kno
 

o No one

o C

o L

o C

o U

 
o Someon

 

 

Colon Canc

Colon Polyp

Crohn‘s Dis

Gallbladder

Liver Disea

Ulcerative C

Stomach Ca

____________

ingle 

Widowed 

ohol: 

han 7 per 

than 7 per 
                    

I d
 (c
oth
dri
___

     

___

owledge of fam

e in my family

Celiac Sprue 

Liver Disease 

Crohn’s Disease

Ulcerative Colit

ne in my fami

cer 

ps 

sease 

r Disease 

ase 

Colitis 

ancer 

Co

____________

 
o Ma

 
o Civ

drink caffeine: 
coffee, tea, cola, 
her caffeinated 
inks) 
___None 

     Occasionally 

___Daily                 

mily history 

has a history 

e 

tis 

ily has a histor
Mother 

 

 

 

 

 

 

 

omplete	Pa

___________

arried 

vil Union 

or 

             

I use tob
 (Circle) 
Chewing
__Every 
__Forme
__Never 
__Smoke
__Unkno

of: 

o C

o S

o I

ry of: (please c
Father

 

 

 

 

 

 

 

 
 

atient	His
	

____________

o

o

bacco:    
 Cigarettes  Cigar
 tobacco 
Day   __Only som
r smoker 
smoked 

er, Current status u
own if ever smoked

Colon polyps 

Stomach Cance

Inflammatory B

check all that a
Sister

 

 

 

 

 

 

 

story	Form

_________Da

 
Divorced 

 
Unknown 

ars  

me days 

unknown 
d 

M
__

   
cu

__
the

er 

Bowel Disease

apply) 
r Broth

 

 

 

 

 

 

 

m	

ate	of	Birth:

My drug use: 
____None 

      Recreational d
urrently 

____ Recreational d
e past                      

o Ga

o Co

e o Po

her Grand
 

 

 

 

 

 

 

:___________

 
o Separat

 
o Other 

drugs 

drugs in 
             

I exer

___N

___I e
routin

 

allbladder Dise

olon Cancer 

olyps 

dmother G
 

 

 

 

 

 

 

_______ 

Page 4 of 5

ted 

rcise: 

None 

exercise   
nely 

ease 

Grandfather 




	DDC_Notice_of_Privacy_Practices.Revised.10-2013
	DDC_Registration.2-2014
	DDC_Registration.7-2013
	Demo2013
	HIPAA_07102013
	Pt_History_Form.All_divisions
	PIF.Revised_page_5



