
              Digestive Disease Associates, LTD                                                     
PS / SK / CC                   Patient Registration Form                   DDA/HOSP 

Legal Last Name ____________________________ Legal First Name ___________________________ Middle Initial _____ 

Birth Date _________________Male ____ Female _____  Social Security Number __________________________________ 

Circle:  Marital Status         Primary Language                                                 Race                                                                                        
 M / S / D / W        English / Spanish / Other         Caucasian / African Amer / Asian / Other / Decline 

             Ethnicity                                            
 Hispanic / Non-Hispanic / Other / Decline  

Home Address ___________________________________City, State___________________________Zip Code___________ 

Home Phone _______________________Work Phone ________________________ Cell Phone _______________________ 

Email Address _______________________________________Preferred Communication – Home / Work / Cell 

If we are unable to reach you at the above numbers, who may we reach?  Name _____________________Phone________________ 

Primary Care Physician / Referring Physician ______________________________Phone _____________________________ 

Pharmacy ____________________________Address/City_________________________ Phone ________________________ 

Employer __________________________________________Occupation __________________________________________ 

In case there is an emergency who may we contact _____________________________Phone ___________________________                            

Relationship – Spouse / Parent / Child / Other   

I give Digestive Disease Associates permission to discuss my test results and/or medical records with __________________________               

Relationship – Spouse / Parent / Child / Other 

Insurance Information:  All professional services rendered in the office are charged to the patient’s insurance.  However, the patient 
is responsible for fees not covered by insurance, including all deductibles and coinsurance costs.  If uninsured, the patient is 
responsible for payment upon check-in of services being rendered.                                                                                                                                                                                                 
  CoPay:  Specialist co-pays are due at the time of check-in for your office visit, including follow up                                           
 visits.  We accept cash, personal checks and all major credit cards.     
 Referrals:  HMO insurances require a new referral each time you have an office visit, including follow up                                       
 visits.  You are responsible for requesting the referral from your primary care physician prior to your                                
 office visit. 

Primary Insurance _________________________Copay $____  Secondary Insurance _____________________________________ 

Subscriber Name __________________________DOB ______  Subscriber Name __________________________DOB _________ 

Circle Relationship to Patient:  Self / Spouse /Parent / Other         Relationship:  Self / Spouse / Parent / Other 

Circle Address:   Same / Other __________________________   Address:  Same/Other ____________________________________ 

Patient Authorization:   1) I authorize my insurance company to assign benefits to Digestive Disease Associates, LTD; and I agree 
to comply with the policies state in the above Insurance Information section.  2)  I authorize Digestive Disease Associates to release 
any information acquired in the course of my examination or treatment to my insurance company, my primary care physicians, and my 
approved contact.  3).  I confirm that I have received from Digestive Disease Associates the (1) Notice of Privacy Practices, (2) 
Patient’s Bill of Rights and Responsibilities, and (3) Disclosure Information. 

Signature: ______________________________________________________ Date:  ______________________ 








