yuiffalo
astroenterology
ssociates, LLP

Name (Last, First,MI)
Address City State Zip

Home Phone Work Phone Cell Phone

Date of Birth [ Age Social Securty - -

Sexx. OM 0OF Marital Status0HS OM OD OW Email:
Language English O Spanish O Other
Race: OO White O Black / African Americand Native American /Alaska Nativ&l Asian

O Native Hawaiian/ Other Pacific Islander Other. O Unknown/ Declined

Ethnicity: O Spanish/ Hispanic Origil Not of Spanish/Hispanic Origial Patient Declined/ Unknown

Patient’s Employer Phone #
Referring Doctor: Phone #
Primary Care Doctor: Phone #
Person to Notify in Case of Emergency:
1. Name
Phone Cell; Relationship
2. Name
Phone Cell Relationship

Insurance I nfor mation:

Insured’s Name Date of Birth [ _ 1 BS - -
Insured’s Employer Phone #
Primary insurance Policy # Group #

Relationship to PatienEd Self O SpouseO Child O Other

Pharmacy Infor mation:

Pharmacy Name Phone #

Pharmacy Address

| hereby authorize Buffalo Gastroenterology AsstegiLP to apply for benefits on my behalf for coee services. | request
the payment be made directly to Buffalo Gastroehbgry Associates, LLP. If my insurance does notec@ny services, |
will be responsible for payment. | certify the abdmformation to be correct. | authorize the redeakany medical
information necessary to process claim. | perngiojgy of this authorization to be used in placé&é triginal. In addition,

30% of the balance will be added to any accoumgdiover to the collection agency.

Signature Date / /

260 Redtail Road, Orchard Park, NY 14127 Phone#: 677-6501 Fax #: 677-4706



