


               Gastro Health
Acknowledgement of Privacy Notice and Contact Information With my signature below: 

• I acknowledge that I wive received a copy of Gastro Health Notic.e of Privacy Practices
which explains the, use and disclosure of my protected health information,

• I understand that HIPAA law allows Gastro Health lo call my home or other dcsignat<d
location and leave a message on an answering machine or cell phone voice mail in reference 10 any items 
that assist the practice in carrying out Treatment, Payment, and Healthcare Operations (TPO}, such as
appointment reminders, insurance items and any call pertaining to my clinical care, including laboratory 
resulls among others.

• Gastro Health may mail to my home or designated location any items that assist the practice in carrying 
out TPO such as appointment reminders and patient statements.

• Gastro Health staff will leave medical infonnatiou pertaining to my care at the following phone 
uumber(s}, I will notify the practice whenever this infonnation changes:

Home Telephone Number 
Work Telephone Nu111ber 
Cell Phone/Voice Mail 

Signanire: DOD: Dace: 

I understand that HIP AA law allows Gastro Health speuk with my family, friends, or others regarding my 
treatment and/or payment if in the professional judgment of the physician doing so is in my best interests. 

_ l do not object to share and discuss my health information witl1 family, friends, or others (clergy, 
employer, or smte agency} if in the professionaljudb'lllcnt of the physician doing so is in my besL interests. 

_ I do object to the sharing of my health information with family, friends, or others as allowed by 
HIP AA law. However, if necessary to serve my best interests, you may share and discuss my i11furmation with 
the following person(s}: 

Name Phone Number Relation 

I understand that my insurance carrier may not cover all service and Lhat I agree to be responsihle for all payment of 
all such services rendered on my behal C If T do not sign below accc-p ting payment responsibility, Gastro Health  
may decline 10 provide treatment to me. 

Sib'flature of Patient: __ __ ______ _ Dare: 

INABLILITY TO OUTAIN ACKNOWLEDGEMENT 
If iL is nuL possible to obtain the individual's acknowledgement, describe the good faith elTorL, made to obtain this 
acknowledgement and the reason why acknowledgment was not obtained. 

Signature ofOrlice Staff: _________ _ Date: 
-----

CONSENT FOR RX Hlffi INOUIRY 
I herby provide my consent for the Practice of Gastro Health to obtain my R.x llisto,y using the SureScripts-RxTTub 
network, I u11derstund that this inqui1y will provide my physician with an accounting of my 
medication history reported by Pharmacy Benefit Managers and retail pharmacies. I also understand that 
SureScripL••Rx Hub has ce,1ified that Rx History Capture follows strict protocols to align with IITPM requirements 
and respect patient privacy. All queries und responses are made automatically through secure system-to-system 
commuuicalions. 

Signed: ________ _ Date: ___ _ 










