DURHAM GASTROENTEROLOGY CONSULTANTS, PA
SCOTT BRAZER, MD

         DAVID TENDLER, MD     

PATIENT REGISTRATION FORM





       CONFIDENTIAL
Date: _______________________
Referring Physician Name:  ______________________________



Authorization is hereby given to Durham Gastroenterology Consultants, P.A. (DGC, PA) to release any information to insurance carriers concerning illnesses and treatment rendered to myself and/or my dependents.  I authorize my insurance carriers to release information regarding my coverage to DGC, PA.   I also authorize agents of any hospital, treatment center, or previous physicians to furnish DGC, PA copies of any records of my medical history, services, or treatments.  I also authorize the release of any medical information and/or reports related to my treatments to any federal, state, or accreditation agency, or any physician or insurance carrier as needed.  I have been informed that any insurance company may not pay for all services rendered.  I understand that I am responsible for paying Durham Gastroenterology Consultants, P.A. for any noncovered services (including deductibles, office and outpatient surgery copayments, and any coinsurance amounts).  In the event my insurance carrier does not accept Assignment of Benefits, or if payments are made directly to me or my representative, I will endorse such payments to DGC, PA.   This agreement/consent will remain in effect unless revoked by me in writing.        

Date: ______________________   Signature: __________________________________
Personal Information:  _____________________________________________ (name)


Date of    Date of Birth: ________________	Male: □   Female:  □   


Sociacur  Social Security #___________________________


Address: ___________________________________________________________________________


City: _______________________________            ST: _________             Zip:  _________________


Home Phone: _____________________                  work: _________________________


Cell: __________________________                      Pager: _________________________


Name of Employer:  ________________________________________________________________


Employer Address: _________________________________________________________________


Name of Responsible Financial Party (if other than yourself, i.e. spouse, parent, or guardian, if applicable) _______________________________


Responsible party info:  Date of Birth: ____________________  SSN:  _________________


Phone: ______________________  Address: _____________________________________________











Primary  Insurance  Co: ________________________________________________________





Insurance Co Address:  ___________________________    Insurance Phone:  ___________________


Subscriber Name: __________________________  Subscriber   ID: ________________________          Group:  _______________


Subscriber Date of Birth (if other than yourself) ________________


Subscriber Social Security No. (if other than yourself) _______________________





Secondary Insurance Info: _________________________________________________________





Insurance Co Address:  ___________________________    Insurance Phone:  ___________________


Subscriber Name: _________________________    Subscriber   ID:  ___________________________          Group:  _______________


Subscriber Date of Birth (if other than yourself) ________________


Subscriber Social Security No. (if other than yourself) _______________________











