
Date:_______________________

Patient Name:________________________________________________Date of Birth:________________ 

1. Siblings that we treat:___________________________________________________________________

2. Has the child been seen by another Gastroenterologist? If, yes whom?________________________

3. Who is accompanying the child today?____________________________________________________

Name:___________________________________________________________________________________ 

Relationship:_____________________________________________________________________________

Do you have legal custody of this child?        Yes           No

4. List below those who live with the patient:

        Name              Age             Relationship

5. Do any household members smoke?    Yes           No      If yes, who?___________________ 

6. Has the child traveled in the past year?  Yes         No

Within U.S.         Camping             Other Countries (list):______________________________________ 

7. Any behavioral problems?     Yes          No

Explain:__________________________________________________________________________________ 

8. What type of school is the patient in?  Public          Private         Home School          Daycare

9. What is the patient's school performance like?  Honors        Average       Passing       Failing

10. Any stress in patient's life?  No        Home        School         Friends        Other:________________

ll. Any activities/hobbies/ exercise habits?___________________________________________________
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USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION
Your protected health information (PHI) may be used and disclosed by your physician, our office staff and others outside of our office 
that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to 
support the operation of the physician’s practice, and any other use required by law.

Treatment: We may use and disclose your PHI to provide, coordinate, or manage your health care and any related services. This 
includes the coordination or management of your health care with a third party. For example, your PHI may be provided to a physician 
to whom you have been referred, DME vendors, surgery centers/hospitals, referring physicians, family practitioner, physical therapists, 
home health providers, laboratories, worker comp adjusters and nurse case managers, etc. to ensure that the healthcare provider has 
the necessary information to diagnose or treat you.

Payment: Your PHI will be used, as needed, to obtain payment for your health care services. For example, obtaining approval for a 
hospital stay, surgery, MRI or other diagnostic test, injection procedures, injection series, physical therapy, etc., may require that your 
relevant PHI be disclosed to the health plan to obtain approval for the procedure.

Healthcare Operations: We may use or disclose, as needed, your PHI in order to support the business activities of your physician’s 
practice. These activities include, but are not limited to, quality assessment, employee review, training of medical students, licensing, 
fundraising, and conducting or arranging for other business activities. For example, we may disclose your PHI to medical school 
students that see patients at our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign 
your name and indicate your physician. We may also call you by name in the waiting room when your physician is ready to see you. We 
may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment, and inform 
you about treatment alternatives or other health-related benefits and services that may be of interest to you. If we use or disclose your 
PHI for fundraising activities, we will provide you the choice to opt out of those activities. You may also choose to opt back in.

We may use or disclose your PHI in the following situations without your authorization. These situations include: as required by law, 
public health issues as required by law, communicable diseases, health oversight, abuse or neglect, food and drug administration 
requirements, legal proceedings, law enforcement, coroners, funeral directors, organ donation, research, criminal activity, military 
activity and national security, workers’ compensation, inmates, and other required uses and disclosures. Under the law, we must make 
disclosures to you upon your request. Under the law, we must also disclose your PHI when required by the Secretary of the Department 
of Health and Human Services to investigate or determine our compliance with the requirements under Section 164.500.

This notice describes how medical information about you may be used and disclosed and how you can get access to this information. 
Please review it carefully.

USES AND DISCLOSURES THAT REQUIRE YOUR AUTHORIZATION
Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization or opportunity to object unless 
required by law. Without your authorization, we are expressly prohibited to use or disclose your PHI for marketing purposes. We may 
not sell your PHI without your authorization. We may not use or disclose most psychotherapy notes contained in your protected health 
information. We will not use or disclose any of your PHI that contains genetic information that will be used for underwriting purposes.

You may revoke the authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has 
taken an action in reliance on the use or disclosure indicated in the authorization.

YOUR RIGHTS

You have the right to inspect and copy your protected health information (fees may apply) – Pursuant to your written request, you 
have the right to inspect or copy your PHI whether in paper or electronic format. Under federal law, however, you may not inspect or 
copy the following records: Psychotherapy notes, information compiled in reasonable anticipation of, or used in, a civil, criminal, or 
administrative action or proceeding, PHI restricted by law, information that is related to medical research in which you have agreed to 
participate, information whose disclosure may result in harm or injury to you or to another person, or information that was obtained 
under a promise of confidentiality.

NOTICE OF PRIVACY PRACTICES
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Gastro Health, LLC - Executive Office
T: 305-913-0682  .  F: 305-675-2741
Info@GastroHealth.com

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and 
privacy practices with respect to protected health information. We are also required to abide by the terms of the notice 
currently in effect. If you have any questions in reference to this form, please ask to speak with our HIPAA Compliance 
Officer in person or by phone at our main phone number.

Please sign the accompanying “Acknowledgment” form. Please note that by signing the Acknowledgment form you are only 
acknowledging that you have received or been given the opportunity to receive a copy of our Notice of Privacy Practices.

www.gastrohealth .com 

You have the right to request a restriction of your protected health information – This means you may ask us not to use or disclose 
any part of your PHI for the purposes of treatment, payment or healthcare operations. You may also request that any part of your PHI 
not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice 
of Privacy Practices. Your request must state the specific restriction requested and to whom you want the restriction to apply. Your 
physician is not required to agree to your requested restriction except if you request that the physician not disclose PHI to your health 
plan with respect to healthcare for which you have paid in full out of pocket.

You have the right to request to receive confidential communications – You have the right to request confidential communication 
from us by alternative means or at an alternative location. You have the right to obtain a paper copy of this notice from us, upon 
request, even if you have agreed to accept this notice alternatively i.e. electronically.

You have the right to request an amendment to your protected health information – If we deny your request for amendment, you 
have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a 
copy of any such rebuttal. 

You have the right to receive an accounting of certain disclosures – You have the right to receive an accounting of disclosures, 
paper or electronic, except for disclosures: pursuant to an authorization, for purposes of treatment, payment, healthcare operations; 
required by law, that occurred prior to April 14, 2003, or six years prior to the date of the request.

You have the right to receive notice of a breach – We will notify you if your unsecured PHI has been breached. 

You have the right to obtain a paper copy of this notice from us even if you have agreed to receive the notice electronically. We 
reserve the right to change the terms of this notice and we will notify you of such changes on the following appointment. We will also 
make available copies of our new notice if you wish to obtain one.

COMPLAINTS

You may complain to us or to the U.S. Department of Health and Human Service, Office for Civil Rights at (800)368-1019 or OCRMail@h-
hs.gov if you believe your privacy rights have been violated by Gastro Health, LLC (Gastro Health). Your healthcare services will not be 
affected by any complaints you make. Gastro Health cannot retaliate against you for filing a complaint, cooperating in an investigation, 
or refusing to agree to something that you believe to be unlawful. You may file a complaint with us by notifying our Chief Compliance 
Officer:

Compliance Manager
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CONSENT FOR THE PURPOSES OF TREATMENT, PAYMENT AND HEALTHCARE OPERATIONS

I hereby consent to the use or disclosure of my protected health information by Gastro Health, LLC (the “Provider”) for the purpose 
of diagnosing or providing treatment to me, obtaining payment for my health care bills or to conduct health care operations of the 
Provider. I understand that diagnosis or treatment of me by the Provider may be conditioned upon my consent as evidenced by my 
signature on this document.

I understand I have the right to request a restriction as to how my protected health information is used or disclosed to carry out 
treatment, payment or healthcare operations of the practice. The Provider is not required to agree to the restrictions that may 
request. However, if the provider agrees to a restriction that I request, the restriction is binding on the provider and all physicians 
associated with the Provider.

I have the right to revoke this consent, in writing, at any time, except to the extent the Provider has taken action in reliance on this 
consent.  My "protected health information" means health information, including my demographic information, collected from me 
and created or received by my physician, another health care provider a healthcare plan, my employer or a health care clearinghouse. 
This protected health information related to my past, present or future physical or mental health or condition and identifies, or there 
is a reasonable basis to believe the information may identity me.

I understand I have a right to review the Provider's Notice of Privacy Practices prior to signing this document. The Provider's Notice 
of Privacy Practices has been provided to me. The Notice of Privacy Practices describes the types of uses and disclosures of my 
protected health information that will occur in my treatment, payment of my bills or in the performance of health care operations of 
the Provider. The Notice of Privacy Practices for the Provider is also provided in the waiting room. This Notice of Privacy Practices also 
describes my rights and the Provider's duties with respect to my protected health information.

The Provider and all physicians associated with the Provider reserve the right to change the privacy practices that are described in 
the Notice of Privacy Practices. I may obtain a revised notice of privacy practices by calling the office and requesting a revised copy 
be sent in the mail or asking for one at the time of my next appointment.

Signature of Patient or Personal Representative  Date

Name of Patient or Personal Representative  Description of Personal Representative's Authority

Patient Name Date        

The patient presented for treatment on this date and was provided with a copy of the Provider's Notice of Privacy Practices. A good 
faith effort was made to obtain a written acknowledgement of the receipt of the notice. However, an acknowledgement was not 
obtained because:
    Patient refused to sign.
    Patient was unable to sign or initial because:

    There was a medical emergency (the Provider will attempt to obtain acknowledgement at the next available opportunity).
    Other reason, described below:

Signature of employee completing form:
x         Name:
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REASON FOR DISCLOSURE

     Treatment/Continuing Medical Care
     Personal Use
     Billing or Claims
     Insurance
     Legal Purposes
     Disability Determination
     School
     Employment
     Other 

I AUTHORIZE GASTRO HEALTH AND ITS SUBSIDIARIES AND AFFILIATES 
TO DISCLOSE THE INDIVIDUAL’S PROTECTED HEALTH INFORMATION:
Person/Organization Name 
Address 
City           State       Zip Code
Phone (        )                  Fax (        )

Please read this entire form before signing and complete 
all the sections that apply to your decisions relating to 
the disclosure of protected health information. Covered 
entities, as that term is defined by HIPAA must obtain a 
signed authorization from the individual or the individual’s 
legally authorized representative to disclose that individual’s 
protected health information. Authorization is not required 
for disclosures related to treatment, payment, health care 
operations, performing certain insurance functions, or as 
may be otherwise authorized by law. Individuals cannot be 
denied treatment based on a failure to sign this 
authorization form.

NAME OF PATIENT OR INDIVIDUAL

Last     First     Middle
OTHER NAME(S) USED 
DATE OF BIRTH     Month             Day              Year 
ADDRESS 

CITY                    STATE    ZIP
PHONE (        )        ALT. PHONE (        )
EMAIL ADDRESS (Optional):

Your initials are required to release the following information:
Mental Health Records (Excluding psychotherapy notes) Genetic Information (Including Genetic Test Results)

Drug, Alcohol, or Substance Abuse Records  HIV/AIDS Test Results/Treatment

HOW CAN WE COMMUNICATE WITH YOU? Please list the telephone number and/or e-mail address where we can speak to you 
about your appointments or results.

WHAT INFORMATION CAN BE DISCLOSED? Complete the following by indicating those items that you want disclosed. The 
signature of a minor patient is required for the release of some of these items. If all health information is to be released, then check 
only the first box.

All Health Information
History/Physical Exam 
Past/Present Medications 
Lab Results

Physician’s Orders
Patient Allergies 
Operative Reports 
Consultation Reports

Progress Notes
Discharge Summary 
Diagnostic Test Reports 
Pathology Reports

Billing Information
Radiology Reports 
Imaging Films 
Other

WHO CAN RECEIVE AND USE THE HEALTH INFORMATION? May we disclose 
your protected health information to your: spouse, adult children, siblings,  attorney, 
Life Insurance Company or other entity? If yes, Please write their name, contact 
information and relationship to you.

Person/Organization Name
Relationship 
Address 
City            State       Zip Code
Phone (        )                  Fax (        )

AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION
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This form is intended for use in complying with the requirements of the Health Insurance Portability and Accountability Act and Privacy 
Standards (HIPAA). Covered entities, as that term is defined by HIPAA, must obtain a signed authorization from the individual or the 
individual’s legally authorized representative to disclose that individual’s protected health information. Authorization is not required for 
disclosures related to treatment, payment, health care operations, performing certain insurance functions, or as may be otherwise 
authorized by law. (45 C.F.R. §§ 164.502(a)(1); 164.506, and 164.508)

The authorization provided by use of the form means that the organization, entity or person authorized can disclose, communicate, or 
send the named individual’s protected health information to the organization, entity or person identified on the form, including through 
the use of any electronic means.

Definitions - In the form, the terms “treatment,” “healthcare operations,” “psychotherapy notes,” and “protected health information” 
are as defined in HIPAA (45 CFR 164.501). “Legally authorized representative” as used in the form includes any person authorized to act 
on behalf of another individual.

Health Information to be Released - If “All Health Information” is selected for release, health information includes, but is not limited to, 
all records and other information regarding health history, treatment, hospitalization, tests, and outpatient care, and also educational 
records that may contain health information. As indicated on the form, specific authorization is required for the release of information 
about certain sensitive conditions, including:

• Mental health records (excluding “psychotherapy notes” as defined in HIPAA at 45 CFR 164.501)
• Drug, alcohol, or substance abuse records
• Records or tests relating to HIV/AIDS
• Genetic (inherited) diseases or tests (except as may be prohibited by 45 C.F.R. § 164.502)

Note on Release of Health Records - This form is not required for the permissible disclosure of an individual’s protected health 
information to the individual or the individual’s legally authorized representative. (45 C.F.R. §§ 164.502(a)(1)(i), 164.524. However, your 
provider may use this form for their record keeping in regards to authorized disclosures of protected health information. If requesting a 
copy of the individual’s health records with this form, state and federal law allows such access, unless such access is determined by the 
physician or mental health provider to be harmful to the individual’s physical, mental or emotional health. (45 C.F.R. § 164.502(a)(1)). 

If a healthcare provider is specified in the “Who Can Receive and Use The Health Information” section of this form, then permission to 
receive protected health information also includes physicians, other health care providers (such as nurses and medical staff) who are 
involved in the individual’s medical care at that entity’s facility or that person’s office, and health care providers who are covering or on 
call for the specified person or organization, and staff members or agents (such as business associates or qualified services organizations) 
who carry out activities and purposes permitted by law for that specified covered entity or person. If a covered entity other than a 
healthcare provider is specified, then permission to receive protected health information also includes that organization’s staff or agents 
and subcontractors who carry out activities and purposes permitted by this form for that organization. Individuals may be entitled to 
restrict certain disclosures of protected health information related to services paid for in full by the individual (45 C.F.R. § 164.522(a)(1)(vi)).

Authorizations for Sale, Marketing or Research Purposes - If this authorization is being made for sale or marketing purposes and the covered 
entity will receive direct or indirect remuneration from a third party in connection with the use or disclosure of the individual’s information for 
marketing, the authorization must clearly indicate to the individual that such remuneration is involved. (45 C.F.R. § 164.508(a)(3), (4)). 

Limitations of this form - This authorization form shall not be used for the disclosure of any health information as it relates to: (1) health benefits plan 
enrollment and/or related enrollment determinations (45 C.F.R. § 164.508(b)(4)(ii), .508(c)(2)(ii); (2) psychotherapy notes (45 C.F.R. § 164.508(b)(3)(ii); or 
for research purposes (45 C.F.R. § 164.508(b)(3)(i)). Use of this form does not exempt any entity from compliance with applicable federal or state laws 
or regulations regarding access, use or disclosure of health information or other sensitive personal information (e.g., 42 CFR Part 2, restricting use of 
information pertaining to drug/alcohol abuse and treatment), and does not entitle an entity or its employees, agents or assigns to any limitation of 
liability for acts or omissions in connection with the access, use, or disclosure of health information obtained through use of the form.

Right to Receive Copy – The individual and/or the individual’s legally authorized representative has a right to receive a copy of this authorization.
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Delivery Method:     Mail    Pickup Date:  Format Requested:     Paper     CD (Only for Imaging)

Records will automatically be mailed 10 days after pick-up date. (Initial) 

Charges: In accordance with F.S. 395.3025 licensed Healthcare facilities and ambulatory surgery centers, the fee for medical 
record copy is: $1.00 search fee for every year requested: $1.00 per page for paper records; $2.00 per page for non-paper 
records, plus sales tax and actual postage. In accordance with F.S. 456.057 and F.A.C. 64B8-10.003, Healthcare practitioners 
and physicians’ offices charge for medical record copy is: $1.00 per page for the first 25 pages and .25 cents for any page after 
that. Reasonable costs of reproducing x-rays and such other special kinds of records shall be the actual costs. The phrase 
“actual costs” means the cost of the material and supplies used to duplicate the record, as well as the labor costs and 
overhead costs associated with such duplication. 

Informed of charge for copies (Please initial) 

EFFECTIVE TIME PERIOD: This authorization is valid until the earlier of the occurrence of the death of the individual; the individual 
reaching the age of majority; or permission is withdrawn; or the following specific date (optional): 
Month       Day       Year 

RIGHT TO REVOKE: I understand that I can withdraw my permission at any time by giving written notice stating my intent to 
revoke this authorization to the person or organization named under “WHO CAN RECEIVE AND USE THE HEALTH 
INFORMATION.” I understand that prior actions taken in reliance on this authorization by entities that had permission to access my 
health information will not be affected. If I revoke this Authorization, I must send a written request to: GASTRO HEALTH, LLC
9500 S. Dadeland Blvd. Suite 200, Miami, FL 33156 ATTN: Privacy Officer. I understand that the revocation will not apply to 
information that has already been released in reliance on this Authorization and to my insurance company when the law provides 
my insurer with the right to contest a claim under my policy.

RESEARCH: I understand that if treatment being provided is related to research for which I have consented to, then my 
authorization of disclosures for research related purposes is a condition of said treatment. I understand that if I do not sign this 
authorization, then the Provider will not provide research-related treatment to me.

SIGNATURE AUTHORIZATION: I have read this form and agree to the use and disclosure of the information as described. I 
understand that refusing to sign this form does not stop disclosure of health information that has occurred prior to revocation or 
that is otherwise permitted by law without my specific authorization or permission, including disclosures to covered entities as 
provided by 45 C.F.R. § 164.502(a)(1). I understand that information disclosed pursuant to this authorization may be subject to 
redisclosure by the recipient and may no longer be protected by federal or state privacy laws.

SIGNATURE X  
Signature of Individual or Individual’s Legally Authorized Representative    DATE

Printed Name of Legally Authorized Representative (if applicable): 

If representative, specify relationship to the individual:    Parent of Minor      Guardian      Other 

SIGNATURE X       
   Signature of Minor Individual   DATE
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