


Patient Full Name:

INSURANCE INFORMATION

Insurance Policy Name: Policy Type: 0O HMO O PPO
Patient’s Relationship to Policy Holder: Patient ID: Policy No.:

Policy Holder’s Last Name Policy Holder’s First Name

Policy Holder’s Date of Birth: / / Policy Holder’s Sex: M / F

Secondary Policy - Only if you have a second policy/plan.

Insurance Policy Name: Policy Type: O HMO O PPO
Patient’s Relationship to Policy Holder: Patient ID: Policy No.:

Policy Holder’s Last Name Policy Holder’s First Name

Policy Holder’s Date of Birth: / / Policy Holder’s Sex: M / F

Tertiary Policy — Only if you have a third policy/plan.

Insurance Policy Name: Policy Type: O HMO O PPO
Patient’s Relationship to Policy Holder: Patient ID: Policy No.:

Policy Holder’s Last Name Policy Holder’s First Name

Policy Holder’s Date of Birth: / / Policy Holder’s Sex: M / F

PLEASE READ THE FOLLOWING INFORMATION CAREFULLY

By signing below, I certify that the above information is correct to the best of my knowledge. I consent to be treated by the staff and
providers of Southern California Gastroenterology Associates. I authorize payment of medical benefits to Southern California Gastroenter-
ology Associates, and authorize them to release any medical information necessary to process claims. I understand that [ am responsible
for co-payments, deductibles, co-insurance and non-covered services.

I authorize the doctor to obtain medical records, demographic and insurance information from prior hospitals, laboratories or medical
groups who have provided health care services if this information is needed now in order for the doctor to provide medical services.

By signing below, I also consent to receiving pre-recorded calls from Southern California Gastroenterology Associates for reminders about
my health, upcoming appointments and information on other services at the numbers mentioned on the first page of this form, including
my wireless number, if applicable. I understand I may be charged for such calls by my wireless carrier and that such calls may be gener-
ated by an automated dialing system.

Patient / Guarantor Signature* Date:

*If patient is a minor (under the age of 18), form must be signed by a parent or legal guardian.
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