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Patient Demographics:

Name:
Last First Middle Initial

DOB: Sex: M F Martial Status: M S W D

Current Address:
City State Zip

Northern Address ( If Any):

Home Phone: Cell Phone:

Northern Phone:

Email:

Referring Doctor: Phone:

Primary Care Doctor: Phone:

STEVEN A. MECKSTROTH MD. ✦ ALEXANDRA GRACE DO. 
KARINA HOOPER PA-C ✦ WILLIAM GONZALEZ PA-C ✦ PATRICE WEBB PA-C✦KYLE RICKSTAD PA-C 

 

Insurance:

       In an area of different insurance policies, our office staff cannot possibly know the terms of
your individual policy. Please review your plan booklet or check with your insurance representative
if you are unsure whether services at Gastroenterology Specialists of Southwest Florida, P. A are
covered under your policy.

You are responsible for knowing if your visit, procedure, or in-office test needs to be pre-authorized by your insurance
company.

It is your responsibility to know if we participate with your insurance company, or if you will have to use your out-of-network
benefits.

1656 Medical Blvd Suit 301. Naples, FL 34110
     Phone: (239) 593-6201      Fax: (239)593-6202

www.gastronaples.com

If your insurance plan is terminated after we have checked eligibility or if your employer terminates your
coverage retroactively, you will be responsible for the balance.

By printing my initials for the above described policies, I acknowledge and agree to all terms and conditions.
Initials

DIPLOMATE,AMERICAN BOARD OF GASTROENTEROLOGY
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Payments:

Unless other payments are approved by us in writing, your balance is due and payable when your statement is
issued and past due if not received within 30 (Thirty) days of the issue date on the statement. Your responsibility
will be the amount indicated on your statement under " pay this amount". We reserve the right to add any fees
incurred by us for additional billing and collection services. For your convenience, we accept most VISA,
MasterCard, Discover, bank debit cards, and personal checks. There is a $15.00 (Fifteen) fee for any returned
check by your bank. If necessary, we can set up a regular payment schedule for you. This form acknowledges that
you have given us permission to report to your account status to any credit agency such as a credit bureau if the
agreed-upon amount is not paid each month. You understand that if your account is submitted to an attorney or
collection agency, or results in litigation, or if your past due amount is reported to a credit agency, the fact that you
have received treatment services at our office may become a matter of public record. Nonpayment of overdue
balances may jeopardize continued care with Gastroenterology Specialist of Southwest Florida, P.A.

By printing my initials for the above described policies, I acknowledge and agree to all terms and conditions.
Initials

Appointments:

If you are unable to keep your appointment, kindly give a 24-hour notice. Otherwise, a charge of $60.00 (Sixty) may be
applied to your account. Please be advised your insurance will not cover this fee and you will be responsible.

By printing my initials for the above described policies, I acknowledge and agree to all terms and conditions.
Initials

Records:
All requests for medical records must be requested in wrtiting with a medical records release form.

You acknowledge and agree to all the terms and conditions contained herein and this agreement will become
effective on the date indicated below.

Patient's Name: DOB:

Date:Signature:
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Patient Consent Form HIPPA Complaint:

                    With my consent, Gastroenterology Specialists of Southwest Florida, P.A ("The Practice"), may use and disclose
protected health information {PHI} about me to carry out treatment, payments, and healthcare operations {TPO} ONLYto
family members and/ or friends of my choosing listed on this form. This form is not applicable from physician to physician to
discuss your treatment.

I have the right to review this notice of privacy practices prior to signing consent. The practice reserves the right to revise its notice
of privacy practices at any time. A revised notice of privacy practices may be obtained by forwarding a written request to the
practice to our office address: 1656 Medical Blvd Suite 301 Naples, FL 34110.

With my consent, the practice may call my home or other designated location and leave a message on my voicemail or in person,
in references to any items that assist the practice in carrying out healthcare operations {TPO}, such as appointment reminders,
insurance items and any calls pertaining to my medical care, including laboratory results, among others.

With my consent, the practice may mail my home, or other designated location, any items that assist the practice in carrying out
healthcare operations {TPO}, such as appointment reminders, patient statements, and others.

I have the right to request that the practice restrict how it uses or discloses my protected health information to carry out
healthcare operations. However, the practice is not required to agree to my request restrictions, but if it does, it is bound by this
agreement.

By signing this form, I am consenting to the practice's use and disclosure of my protected health information {PHI} to carry out
healthcare operations {TPO}. I may revoke my consent in writing except to the extent that the practice has already made
disclosures in reliance upon my prior consent.
                   I understand that if  I do not list anybody on this consent, the practice WILL NOT disclose any of your
protected health information to anybody but you ( the patient).

Name Relationship

Name Relationship

Name Relationship

Name Relationship

Patient's Name: DOB:

Date:Signature:

I wish to allow the following person(s) access to my medical records.

I wish NOT to allow anybody but me ( the patient) access to my medical records.
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Medical Records Release Form:

Authorization of disclosure of protected health information by another covered entity for use by
Gastroenterology Specialists of Southwest Florida, P.A.

Requesting to:

Physician's Name:

Phone: Fax:

Address:

I authorize the following medical records to be released:

Office Visits

Lab Results

Radiology Reports

Surgical Reports

Pathology Reports

EGD/ Colonoscopy Reports

This authorization shall be in effect for one year. I understand that I have the right to revoke this authorization
at any time by sending written notification to the privacy officer at 1656 Medical Blvd Suite 301 Naples, FL
34110.
I understand that the information used or disclosed pursuant to this authorization may be subject to re-disclosure by
the recipient and may no longer be protected by federal or state laws.

I understand that I have the right to refuse to sign this authorization.

Patient's Name: DOB:

Date:Signature:

Please fax to 239-593-6202 (Preferred)
or mail to 1656 Medical Blvd Suite 301, Naples FL 34110
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