Qj GASTROENTEROLOGY
JAHANGIR M. KHAN, M.D.
RUBEN H KHAN, M.D.

9114 PHILADELPHIA ROAD, SUITE 304

ROSEDALE, MARYLAND 21237
OFFICE: 410-687-7010 FAX: 410-687-8095

Please complete the attached registration form PRIOR to your arrival and bring
the forms with you to your appointment, email completed forms to
info@rosedalegastro.com, or fax completed forms to 410-687-8095. *Failure to
have these forms ready can result in delays because the forms have to be
completed before you are seen by the doctor.
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You MUST bring the following to your appointment:

Your Insurance card(s)

A photo ID

A written referral (if required by your insurance) Dr. Khan’s office is not
responsible for obtaining the referral for your office consult.

A written list of all medications

A copy of any test results relating to your appointment including
lab-work, or results of ultrasound, CT scan or MRI (discs/images
welcomed as well).
>>>Failure to bring the required documents will result in your

appointment or care being DELAYED

% sk 3k =k ok 3k 3k 3k 3k 3k 3k %k ok %k 3k 5k 3k 3k 3k 3k 3k ok 3k 5k >k ok 3k 3k 3k 3k 3k sk 5k ok 3k 5k 3k >k 3k 3k %k ok %k >k %k >k >k 5k 5k >k %k *k %k k

Office visit Copays are due at the time services are rendered. Payment can be rendered in the form
of Cash, Check, or Credit/Debit or Flex Spending card.

*Referrals: If your insurance requires a written referral for your office visit you must bring that
referral on the day of your appointment. If your doctor’s office is faxing the referral, please call to
confirm that we have received the document prior to your appointment.

If you do not have your referral or you present a referral that is no longer valid (expired-please
check the date) you will be asked to re-schedule your appointment.

Thank you for allowing us to be a part of your continued health care.
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THIS FORM MUST BE COMPLETED PRIOR TO YOUR ARRIVAL IN THE OFFICE

NAME

ADDRESS

CITY: STATE: ZIP:

PHONE: HOME CELL:

WORK: SS# DOB:

PRIMARY CARE DOCTOR:

DO YOU HAVE A CARDIOLOGIST? NO YES

CARDIOLOGIST NAME AND NUMBER:

Reason for your visit (SYMPTOMS/COMPLAINTS):

Your Medical History: (PLEASE LIST ALL)

List all Medications/over the counter supplements: (IF YOU HAVE A LIST PLEASE ATTACH)

Are you allergic to LATEX: NO YES
Are you allergic to any medications NO YES (PLEASE LIST BELOW)
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Marital Status: (circle one) Married Single Widowed Divorced Separated
Number of Children: Grandchildren: Great-Grandchildren:

Past Surgical History:

Smoking Status: Yes, | currently smoke (packs/cigarettes) per day

I quit smoking.
| have never smoked.

Alcohol Consumption: Never Beer Wine Hard Liquor

How Much: How Often:

Caffeine Consumption: How Much How Often

Coffee

Soda

Occupation:

Employer:

Employment Status: Full Time Part-Time Retired

Short-Term Disability Since:

Total Disability Since:

Family History: (Please list family relationship and any major medical problems)

Example: Mother- colon cancer, triple heart bypass Father- diabetes, lung cancer
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Pharmacy Information Sheet

Please Print All Information

Patient Name:

DOB: SS# XXX-XX-

E-Mail Address

(For Patient Portal Access)

Name of Pharmacy

Pharmacy Address:

City: State: Zip Code:

Pharmacy Phone Number:

Pharmacy Plan Membership # If Available

(For Express Scripts/ CVS Caremark, Silver Scripts, Optum Rx, etc.)
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HIPAA Authorization

In accordance with HIPAA Laws, your signature is required when giving
permission for your medical condition to be discussed with someone
other than yourself.

If it is your desire that we be able to give your medical information to
someone else, please complete and sign this form.

l, , GIVE MY PERMISSION FOR

(PLEASE PRINT LEGIBLY)

ROSEDALE GASTROENTEROLOGY TO GIVE INFORMATION ON MY

MEDICAL CONDITION TO

(PLEASE PRINT LEGIBLY)

RELATIONSHIP (please circle): SPOUSE PARENT

CHILD FRIEND

Signature: Date:

This authorization will remain valid for a period of one year.
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PRIVACY PRACTICES SIGNATURE PAGE

Patient Name:

(PLEASE PRINT LEGIBLY)

| have read and fully understand the “Notice of Privacy Practices”
provided to me by Rosedale Gastroenterology.

Authorized Persons Signature:

Relationship to Patient: SELF GUARDIAN

Date Signed or Refused:
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This notice describes bow medical information 20out you may be used and disclosed and how you can get access to this infarmation. Please
review it carefully,

Your Righ:s When it comes to your health information, you have certain rights, This saction explzins your rignts arnd some of our
responsibilities to help you. Get an electronic or paper copy of your medical record You can ask to see or get an electronic or paper copy of
your mecical recard anc other bealth information we have abous you. As< us how to co this. We will crovide a copy or a summary of your
health informaticr, usually within 30 days of yaur request, We mgy cherge @ reasonshle, cost-based fee. Ask us to correct your medical record
You can ask us to correct health infarmation about you that you think is incorrect or incamalete. Ask us how to do this. We may say “no” to
your recuest, but we’ll tell you why in writing within 60 days. Request coafidential communications You can ask us to contact you in a specific
way [for examgle, home or office phiere] or 1o send mail Lc a d'iferent accress. We will say “ves” to ell reasonable requests. Ask us to limit
what we use or share You ¢an ask us N0z 13 use or share certain aealth information for treatrment, payment, or our coerations. We are not
required tc agree to your request, 31¢ we rmay say “ne” if it would atfect your care. If you pay for a service or health care iterm out-of-packet in
fult, you can ask us not ta share that information for the purpose of payment or gur operations with your health insurer, We will say “yes”
uniess a law requires us to share that Iaformation, Get a list of those with whom we've shared information You can ask for 3 list (accounting}
of the tmes we’ve shared your health informatian for six years prior to the date you ask, who we shared it with, and why. We will inciude ai
the cisciosures except for those about treatment, nayment, aro health ¢are operztions, 3nc certain other gisclosures {such as any you asked us
to make). we'li pravide ¢ne accourting a year for free but wil charge a rezsonable, cost-based fee if you ask for another one within 12 months.
Get a copy of this privacy notice You ¢an ask for a paper togy of this notice &1 any tme, ever if you nave agreed to receive the notice
electronicaliy. We witl provide you with a paper copy promptly, Choose someone to act for you If you have given someonre medical power of
attorney or if someone is your ‘egal guarcian, that persen can exercise your sights and make ¢hpices about your health information. We will
make sure the persen has this authority and car gt for you before we take any action. File a complaint if you feel your rights are violated You
can file a comgplaint with the US. Department of Health ard Human, Services Office for Civil or to us by contacting Linda Kelly, C.P.C. at (430} -
335-0008 x 101, We will not retaliate against you fer filing a complaint,

Your Cholices For cartain health information, you can tell us your cheites about what we share. 'f you have a clear preference for haw we
share your information in the situations described beiow, tak 10 us. Tell us what yeu want us to do, ard we wil foltow your instructians. In
these casas, you have both the right and choice to tell us to: Share infarmaztion with vour femily, ciose friends, or others invglved in your care,
share infgrmation in & dlsaster relief siuation, or Include your information in a hosaitas clrectory. if you are not abig to tell us your preference,
for example if you are unconsoous, we may go shead and share vour informotion if we befleve it is in your best interest. We may oiso share your
information when needed to lessen a serious and imminent threat ta heaith or safety. 1n thase cases, we never share your information uniess
you give s written permission: Marketing purposas, sale of your information, or most sharing of ssycnatherapy notes, In the case of
fundraising: We may contact you for fundraising efforts, but you can teil us noat tc contact you again.

Qur Uses and Disclosures How do we typically use ar share your health information? We typically use or shara your health information in the
following ways: Treat you We can use your health infarmation ane share it with other professionats who are treating you. Exompie: A dector
treating you for an injury asks enother doctor obour your cverai! heaith condition. Run our organization We can use and share yous health
informaticn to run our practice, improve your case, and cantazt you when necessary. Fxample: We vse heolth information abaut you 1o monoge
your treatment ond services, Bili for your services We ¢2n vie gnd share your heslth infarmation to bill and get paymant {rom health p'ans or
other entities. Example: We give informatian absut yoe to your health insurance plon so it will pay for your services. How else can we use or
share your health information? We are 2ilowed or required 1o share ycur information in other ways = usually in ways that contribute ta the
publicgood, suth &s oublic heslth and research. We have to meet many canditions in the law before we can share your information for these
purposes. Help with public health and safety Issues We car share healtn information about you fos certain situations such as: Freventing
gisease, helping with product recalls, reporting acverse reactions 10 medications, reporling suspectec aouse, neglect, or demestic vioience, or
preventing of reducing a serious threat to anyone’s health or safety. Oo rescarch We can use or share your infarmation for health research,
Comply with the law We will share infarmation about you if state or federal laws require &, including with the Depariment of Health ang
Humar Services i it wants to see that we're complying with federal privacy law. Respond to organ and tissue donation requests We can share
kealth infarmation abou! ¥0u with orgar procurement argan‘zations. Work with a medizal examiner or funeral director We can share health
information with 3 coroner, mecdical examiner, or funeral drrectar wher an individua: dies. Address workers” compensation, law enforcement,
and other government requests We can Lse of share health infermatior about you: Far workers' compensation elaims, for law gnfcrcement
purposes ar with 2 [aw enforcement official, with health cversight agencies for activities authorized by law, for special governmert functions

such as milxary, natigna: security, anc presi¢ential protective services. Respond to lawsuits and legal actions We can share health information
about you in respense ta 2 court or admiristrative order, orin respanse Lo a sujppena,

Our Responstbilities We are requird by :aw to maintain the privacy and security of your proteciad heaith information, We witl let you
kaew promptly if a breach cccurs that mnay have compromised the privacy ar security of your information. We must follow the duties and
privacy praciices desceiped in this notice and give you a copy cf iz. We will not vse or share your inferination other than as describec
kere unless you tell us we can in writing. If you Lell us we can, you may change your mint at any time. Let us know in writing if you
charge your mind. Changes to the Terms of this Notice ‘We zan change the terms of this notice, and the changes will agply to al!
information we nave abaut vou. The aew notice wili be avaiable upon rezuest, in aur office.




