News pos

KAILASH C SINGHVI MD

382 RT 18 4

WEST FERRIS PLAZA UNIT K

EAST BRUNSWICK, NJ,08816 Bttt Vi b
Name: Date: Sex:
Address: Date of Birth: Age:
City/State: ) Zip: Gz ]
Marital Status: OMarried ODivorced CWidow(er) OSingle E-Mail:
Home Phone: Cell Phone: Work Phone:

GOVERNMENT MANDATED QUESTIONS Please Answer ALL 3 Questions
Ethnieity (circle 1):  Hispanic / Non-Hispanic Preferred Language:

Race (circle 1): American Indian/Alaska Native Asian Black/African American
Native Hawai.ianfOther Pacific Islander White Other

How did you hear about us? : oWebsite/Online 0Physician Referral oFriend/Family Member oAlready a patient

Pharmacy Name, Telephone #, & Address:

Emergency Contact: s Relationship: Phone #:

Patient’s Employer/School: Phone #:

Employer/School Address:

Primary Care Physiclan: Address; Phene #:

Referring Physician: Address: Phone #:
Primary Insurance Secondary Insurance

Policy Name: Policy Name:

Policy Holder: - Policy Hoider:

Relationship to Policy Holder: Relationship to Policy Holder:

Date of Birth of Policy Holder: Date of Birth of Policy Holder:

Policy #: Group #: Policy #: Group #:

v T hereby authorize payment of medigal benefits billed o my i e ( ccept
s : y insurance to Kailog Singnid MDPC T hereb
fdm:pamibﬂmr for payment for any service(s) provided to me that is not covered by my msmgnce 1 aiso acccptmpoi:'bﬂ.ity
4 Tees that exceed the payment made by my insurance, if the practice does not participate with my insurance,
I agree to pay all copayments, comsurance, and deductibles at the time the service is rendered.,

Signature of patient or guardian Date




Consent fo;' Release of Inforinaﬂon for Treatment,
Payment, and Health Care Operations

1 , hereby authorize <. Kailash S Wghvi MDPC  to use and/or disclose my
health information which specifically identifies me or which can reasonably be used to identify me to carry out my
treatment, payment and health care operations. [ understand that while this consent is voluntary, if T refuse to sign this
consent, Kailash Siﬂ?h\r'l MD can refuse to freat me,

1 have been informed that Kailach Sin 1ghyi Mp bes prepared a notice (“Notice”) which more fully describes
the uses and disclosures that can be made of my individually identifiable health information for treatment, payment, health

care operations. | understand that [ have the right to review such Notice prior to signing this consent.

T understand that T may revoke this consent at ény time by notifying Ka i fa;h S‘injh;,} MD , in writing, but if T
revoke my consent, such revocation will not affect any actions that  [pjlgch S ;nj A MDD took before
receiving my revocation.

1 understand that in fqg'h S'jyjjbi,;‘ (M D has reserved the right to change his/her privacy practices and that I
can obtain such changed notice upon request.

1 understand that I have the right to request the 5((1 i [ as [1 < in Jh vl MUeslricts how my individually
identifiable health information is used and/or disclosed to carry out treatment, payment or health operations. ] understand

that L/Cli fwrs.l’\ S‘irﬂ‘ 3h\f! MD does not have to agree to such restrictions, but that 61:10& such restrictions are
agreed to, Kajlach Sin j;w.; M - must adhere to such restrictions.

Printed Name of Patient or Patient’s Representative

Relationship to the Patient

Signature of Patient or Patient’s Representative Date
(Form MUST be completed before signing)



COMPREHENSIVE GASTROINTESTINAL HEALTH
Health History Form

NAME: DATE:
BIRTHDATE: AGE: REFERRED BY:
HEIGHT: WEIGHT: PRIMARY CARE DOCTOR:

PHARMACY {name, location, phone/fax number):

GENDER IDENTITY

O remale O mate O non-bi nary O other CJ1rans (mate to female) [ 1rans tfemale to male)

SEX ASSIGNED AT BIRTH

Clremate Cmate O uncertain

ALLERGIES

CInonE O codeine [ iodine dye O Morphine Oerepofol O surgical tape

DAspirin [] pemerot [ Latex O Peniciltin O sutfa [versed

Other:

Any prior difficulties with sedation or anesthesia (nausea/vomiting. high tolerance, other)? Cves Ko

REASON FOR YQUR VISIT TO THE OFFICE

O Heartburn I pifficutty swatlowing O Painfut swallowing [J Regurgitation

U excessive belching O chest paln O Nausea O Vomiting

O Upper abdominal paln [J Lower abdominal pain " Bloating O Gas/flatulence

[ piarrhea O Constipation O Narrowed stoots [ Rectal painsitch

[ Rectal bleeding O Black stools I Hemoccult + stools [ Anemia

[(Jpecreased appetite O weight toss [J Abnormal tiver tests [ saundice

O Screening colonoscopy [ Persenal history of O Family history of [J Abnormat ultrasound
colon polyps/cancer colon polyps/cancer or CAT scan

Other:

Have you had any of the following done to evaluate for the cause of your symptoms?

O Laboratory tests or blood work

[ Radiotogy imaging (x-rays, ultrasounds, CAT scans, MRIs, barium studies)

O Endoscoples {upper Gl scope/EGD, ERCP, colonoscopy)
o Emergency room visits

" If possible, we would greatly oppreciate it if you could please bring

our office In advance of your visit 224.407.2255,

any of these relevant records with you or have them foxed to

What medications, supplements, or dietarg interventions have you trled to treat your symptoms with

(non-prescription and prescription)?




Kailash Singhvi MD PC
385 RT 18 WEST FERRIS PLAZA STE K
EAST BRUNSWICK, NJ, 08816
P: (732) 238-4343 FAX: (732) 238-6981

NOSHMNAY N CALTL AND CARMCEL ATION EEE
N SPIUVY /) N CARLL Al 1D '--.:".'._.:_l._.l_.--.i ON FEE

As we strive to efficiently run our growing small office, we are finding it increasingly
difficult to keep patients booked accordingly. To keep all patients happy, we are now
implementing a NEW POLICY for all patients (new and existing). There will now be a charge of
$50 dollars to all patients who No Call/ No Show and a fee of $23 dollars for patients who cancel
their appointment after the 24-hour window. This will be for all types of appointments such as but not
limited to procedures and consultations. Qur office will continue to make our 3-round calls to confirm all
appointments within a 3—-5-day period. It is your patient responsibility to contact our office for any
changes to your appointment even afier booked in person/online/over the phone. It is your patient’s
responsibility to notify the office of any phone number changes, so our office can continue to contact to
confirm/cancel/ reschedule. If you cannot reach the office, please leave a voicemail message. All charges
will be mailed out or taken the day of missed appointment through the cc information given.

I, , accept all charges and authorize the
office of Kailash Singhvi MD P.C to collect a payment of $50 for a No Call/ No Show missed
appointment or a 325 fee for an appointment cancelled after the 24-hour grace period. 1 understand the
policy allows me to make any changes 24 hours before my appointment. [ understand even if I booked
and confirmed in office/over phone, I must still notify the office for any changes. I understand I must
contact the office for any changes to my contact information. I understand that even if [ have an
appointment booked, I must still confirm the booked appointment to secure my place and avoid a fee
beforehand. | understand the charge will be automatically taken the day of, to where I have given my
information, or sent out to me by mail. [ understand if mailed out to me, I must contact the office or mail
a check to pay invoice. I understand if I miss 3 consecutive appointments through this policy the office
has a right to no longer book any future appointments.

e Exp:

Cvv: Name of cardholder;

Signature: Date:




