
Today's Date:_____________________  Patient Registration Form

Preferred First Name to Use: ______________________   Previous Last Name (if applicable): _______________________

City: __________________________________________________  State: ____________________  Zip: _____________________ 

City: __________________________________________________  State: ____________________  Zip: _____________________ 

Email: ____________________________________________________________________________________________________

DOB: _____________________________    Sex:    Male     Female      SSN:__________________________________________

Marital Status:  Single   Married   Divorced  Widowed   Separated   

Primary Language: ____________________________   Translator Needed:    No    Yes

       Native Hawaiian or Other Pacific Islander   White     Other       Decline 

Ethnicity:     Hispanic or Latino     Not Hispanic or Latino    Decline

Employment Status:    Employed        Self-Employed        Retired       Disabled       Unemployed       Student

Referring Provider: ______________________________________________ Referring Provider Phone: ______________________

Pharmacy Name/Location:_______________________________________________ Pharmacy Phone: ______________________

Policyholder’s Name: __________________________________     Relationship to patient: _________________________________

Race:          American Indian or Alaska Native   Asian    Black or African American

Alternate Phone: _____________________________   Type:   Home   Cell    Work     Leave Message?  Yes    No

Patient Legal Last Name: _____________________________________________________ Suffix: __________________________

Updated 3/2026

CONTACTS

Occupation: _________________________________________ Employer: ______________________________________________

Employer Address: ___________________________________________________  Work Phone:  ___________________________

Primary Care Physician (PCP):________________________________________________ PCP Phone:___________________________

Primary Insurance Carrier: ___________________________________________  Eligibility Phone#:  _________________________

Policy holder ID: ___________________________________________________Group ID:__________________________________

Secondary Insurance Carrier: _________________________________________  Eligibility Phone#:  ________________________ 

Policy holder ID: ___________________________________________________Group ID:_________________________________

INSURANCE INFORMATION

#2. Name: _____________________________ Relationship: ________________ Phone:  _____________________ Emergency  

Policyholder’s Name: __________________________________     Relationship to patient: _________________________________

#1. Name: _____________________________ Relationship: ________________ Phone:  _____________________ Emergency  

Primary Address: ___________________________________________________________________________________________

Patient Legal First Name: _______________________________________________________  Middle Initial: __________________

Secondary Address:  _________________________________________________________________________________________

Primary Phone: ______________________________   Type:   Home   Cell    Work     Leave Message?  Yes    No

Preferred method(s) of contact:  Call     Text      Email     Online Patient Portal

GastroFL.com    727-347-0005 



 
GASTRO FLORIDA FINANCIAL POLICY 

 
Thank you for choosing us as your health care provider.  We are committed to the success of your treatment.  Please understand that payment 
of your bill is part of your treatment arrangement.  The following is our Financial Policy, which we require you to read prior to any treatment. 
 
All patients must complete our Registration and History forms before seeing the doctor.  You must supply us with both your insurance card and 
driver’s license prior to your visit. 
 
FULL PAYMENT IS DUE AT THE TIME OF SERVICE.  WE ACCEPT CASH, CHECKS, and ALL MAJOR CREDIT/DEBIT CARDS. 

 
Statement of Financial Responsibility 
I understand that I am responsible for the payment of this account and hereby assume and guarantee prompt payment of all the expenses 
incurred. 
 
Notice of “Non-Covered” Services 
I am aware that some services performed by Gastro Florida may be considered “non-covered” by my insurance carrier or Medicare, therefore I 
will become fully responsible for payment of these services. 
 
For patients with “Out-of-Network” coverage there is a Waiver of “Usual, Customary and Reasonable” Clause. I acknowledge that the fee 
charged by Gastro Florida for services rendered to me, or to the person for whom I assume financial responsibility, may exceed the fee 
considered “usual, customary and reasonable”, due to specialized services and staff.  However, I agree to pay Gastro Florida fees in full, even 
if the amount is greater than what I am reimbursed by my insurance company. 
 
Missed Appointments 
Unless canceled at least 48 hours in advance, our policy is to charge for missed appointments.  The current rate is $50.00 for office 
visits and $100.00 for procedures. 
 
Procedures 
BILLING INFORMATION FOR YOUR PROCEDURE 
There may be up to 5 parties billing for your procedure 

1. Physician performing the procedure 
2. Facility  
3. Anesthesiologist 
4. Pathologist (physician who reads biopsies if any are taken) 
5. Lab (to process the biopsies) 

 
We will schedule you at a participating facility if possible.  We do not, however, choose which anesthesiologist or pathologist attends to your 
case.  Please be advised that these are independent physicians and you must direct any billing questions to their billing office if you receive a 
bill.  We cannot resolve any billing issues involving them. 
 
**Please wait to see if you receive a bill from them before calling if you have questions involving your explanation of benefits. 
 
Please be prepared to pay your deductible, co-pay or co-insurance at the time of your testing. 
 
If you have questions about your insurance coverage, please contact your insurance company, we can’t speak on their behalf or guarantee 
payment. 
 
You will be called the day before your procedure with the amount due for the facility.  Your benefits will be verified by the facility the day before 
your procedure.  Your procedure cannot be done before that as we want to credit you for all deductibles that have been met. 
 
***in the event it is discovered that your policy has terminated and we have no other policy for you, the procedure will be cancelled until we 
receive corrected information.  Failure to notify us of insurance changes may result in you being billed in full. 
 
We will ask that you pay 100% of any outstanding deductible/co-insurance prior to your procedure.  This is due no later than 3 days prior to 
your procedure.  Any refunds due to you will be sent after you have incurred the refund. 
 
 
Bill To/Payment Instructions 
 
_____ Commercial Insurance/Third Party Payor   _____ Medicare   _____Medicaid 
Initial           Initial                     Initial 
 
I hereby authorize the Gastro Florida to bill my insurance company and/or Medicare (indicated or initialed above) for services provided to me 
and request that payment for such services be made to Gastro Florida on my behalf. 
 
 
 
 
 
 



List Names of Those Whom You Want Us to Share Your Financial Responsibility Information: 

Name:  Relationship: 
___________________________________________________ ____________________________________________________ 

___________________________________________________ ____________________________________________________ 

Financial Agreement 
The undersigned agrees whether he/she signs as agent or as patient, that in consideration of the service to be rendered to the patient, he/she 
obligates himself/herself to pay the account of Gastro Florida in accordance with the regular rates and terms of Gastro Florida.  Should the 
account be referred to an outside agency or an attorney for collections, the undersigned agrees to pay reasonable collection and attorney fees 
for collection expenses. 

Billing Questions 
Please address all billing questions to our Central Business Office (727) 347-0005. 

Payment Plans 
You can call our Central Business Office to determine if you qualify for this arrangement. 

Patient Name: ____________________________________________   Patient Signature:______________________________________ 
  (please print) 

Legal Guardian:____________________________________________ Guardian Signature _____________________________________ 
  (please print) 



GastroFL.com 

727-347-0005

HIPAA Consent 

I understand that as part of my healthcare, Gastro Florida originates and maintains paper and/or electronic records 

describing my health history, symptoms, examination and test results, diagnoses, treatment, and any plans for future 

treatment.  I understand that this information serves as: 

• A basis for planning my care and treatment

• A means for communication among health professionals who contribute to my care, such as referrals

• A source of information for applying my diagnosis and treatment information to my bill

• A means by which a third-party payer can verify that services billed were actually rendered

• A tool for routine healthcare operations, such as assessing quality and reviewing the competence of staff.

Please Print 
Restrictions 

I request the following restrictions to the use or disclosure of my health information: 

________________________________________________________________________________________________

________________________________________________________________________________________________ 

Please tell us with whom we may discuss your protected health information: 

(Example: spouse (name), children (name(s)), other relatives (name(s), friends or caregivers (name(s)) 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

Messages or Appointment Reminders 

May we leave a message at your home using doctor’s/practice name:  Yes  No 

May we leave a message at your cell using doctor’s/practice name:   Yes  No 

May we leave a message at your work using doctor’s/practice name:   Yes  No 

I understand that as part of treatment, payment, or healthcare operations, it may become necessary to disclose health 

information to another entity, i.e. referrals to other healthcare providers.  I consent to such disclosure for these uses as 

permitted by law. I fully understand and     accept  decline this consent. 

Notice of Privacy Practices 

I acknowledge that I have been informed of Gastro Florida’s Notice of Privacy Practices that provides a 

description of Protected Health Information use and disclosures.  I understand that I have the right to review the Notice 

of Privacy Practices prior to signing this statement.  I understand that the Gastro Florida reserves the right to change its 

Notice of Privacy Practices that will be effective for health information Gastro Florida already has about me, as well as 

any they receive in the future.  Gastro Florida will post a current copy of the Notice.  I understand that I may obtain a 

copy of the current Notice in effect upon request.  I have read all of the above and understand/agree to all the provisions 

therein regarding responsibility for payment, permission for treatment and Notice of Privacy Practices. 

________________________________________ ____________________________________ 

Patient/ Guardian Signature Date 

________________________________________ 

Printed Name of Person Signing Consent Form 

If other than the patient is signing, are you the legal guardian, custodian or have Power of Attorney for this patient, for 

treatment, payment or healthcare operations?  Yes  No



 GastroFL.com 
 727-347-0005 

 
 

PATIENT CONSENT 
 
Request for Care and Consent for Treatment 
The undersigned consents to the medical care and treatment, as may be deemed necessary or advisable in the judgment 
of my physician or other provider, which may include but are not limited to laboratory procedures, X-ray examination,  
medical or surgical treatment or procedures or other services rendered to the patient under the general and special 
instructions of the patient’s physician.  Gastro Florida has the right to refuse to treat you if you refuse to sign this 
consent or if, at any time, you choose to revoke this consent. 
 
Permission for Treatment 
Permission is hereby granted for physicians and employees or agents of Gastro Florida to render such medical and 
surgical treatment as is deemed necessary to the patient named below. 
 
Assignment of Insurance Benefits 
I authorize payment directly to Gastro Florida of any insurance benefits otherwise payable to me for services, at a rate 
not to exceed Gastro Florida regular charges for such services. 
 
Authorization to Release Information 
I authorize the release of medical records and related information from Gastro Florida to authorized representatives of 
my third party payor or provider related to my care.  I authorize review of records for any necessary agency audit and 
the release of the physician plan of care and discharge summary from my medical record upon my transfer to or from 
another health care facility. 
 
Communication 
By providing my email and phone number(s), I authorize Gastro Florida to provide me information regarding my 
appointment (e.g. visit reminder), billing status, clinical research, and/or educational material that may be related to my 
condition(s), in addition, to periodically inform me of Gastro Florida services/community events and requesting 
feedback regarding my experience with Gastro Florida.  I can opt out at any time by emailing service@gastrofl.com to 
make this request. I understand that emailing confidential information may not be a HIPAA compliant secure form of 
communication and that Gastro Florida does not monitor emails for specific patient care. 
 
I authorize Gastro Florida to enroll me in its secured patient portal that may also include the above information along 
with my clinical test results and medications.  I understand that I should not rely on the portal to communicate important 
or emergency information regarding my specific care. 
 
I authorize Gastro Florida to include my patient survey or online review comments on its website or promotional 
material (note: your last name will not be used). 
 
The undersigned certifies that he/she has read the foregoing, received a copy thereof and is the patient or is duly 
authorized by the patient as patient’s general agent to execute the above and accepts its terms. 
 
________________________________________  ____________________________________ 
Patient/Guardian Signature     Date 
 
________________________________________ 
Printed Name of Person Signing Consent Form 
 
If other than the patient (Patient Name)______________________________ is signing, are you the legal guardian, 
custodian or have Power of Attorney for this patient, for treatment, payment or healthcare operations?   Yes  No 

mailto:service@gastrofl.com
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