Angela N. Hutzenbuhler, M.D.
Gastroenterology
Today’s date: ___________________Date of birth: _______________Sex: ______M______F     Patient name: _____________________________ Preferred name:_____________________                Address:____________________________________ ___________________________________                                Home phone: (    )___________ Work phone: (    )___________Cell phone: (    )__________  Emergency contact: ____________________________Relationship:___________________ Primary insurance: ________________________ID#:_______________ Group#:__________ Policy holder: __________________________________________________________________ Date of birth:______________________ Relationship to policy holder: ________________ Secondary Insurance: _____________________ID#: ______________ Group#:__________ Policy holder: __________________________________________________________________ Date of birth:_______________________Relationship to policy holder: ________________ Primary care physician: ____________________Referring physician: ________________
====================================================================
I authorize Angela N. Hutzenbuhler, M.D. to administer medical care as is necessary.  The payment policy has been explained to me, and I agree to be responsible for all medical expenses incurred as a result of services provided by Dr. Hutzenbuhler.  Copayments are due at time of service.  My payment options are cash, check or charge.
I understand that Angela N. Hutzenbuhler, M.D., Gastroenterology will file all insurance claims on my behalf.  I agree that I am ultimately responsible for all charges incurred regardless of third party liability.  I also authorize Angela N. Hutzenbuhler M.D., Gastroenterology to release any information necessary to file my claim.
I authorize the release of any medical information in possession of Angela N. Hutzenbuhler, M.D., Gastroenterology to any consultants or medical personnel for the purpose of rendering treatment to me or to continue my care.
I have been made aware of the Notice of Privacy Practices and Cancellation Policy for Angela N. Hutzenbuhler, M.D., Gastroenterology, and have received a copy if requested.
In the event that your account goes to collections, you will be assessed a $25.00 collection fee.


Patient Signature: _____________________________________ Date: ___________________

Guardian Signature (if applicable): ___________________________Date: _____________


