
Effective January 1, 2010 all freestanding surgical facility providers are required to report to the Division of Public Health any self-
reported race and ethnicity data provided by the patient.  If you choose to self-report this information, please bubble in the 
appropriate race and ethnicity.  If you choose not to report this information, please select “Patient declines to provide information” 
in both sections.  
 

   

   

    

  

and dosages, including over-the-counter & supplements



   

   



     

 



   Review of Current Symptoms



   
    
   
   Name of patient’s pharmacy: ___________________________________________________
   



  

GastroIntestinal Healthcare (GIH)
PATIENT REGISTRATION (please print)

Today’s Date: ____/____/____        Birthdate:____/____/____                 



Patient 
Name:______________________________________________________________Age:__________Sex:_____
                           Last                                                  First                                  Middle   

Address:__________________________________________________________________________________
                         Street                                                     Apt#                                City                         State              
Zip

Home Phone: (      )______________   Business Phone: (       )______________ Cell: (       )________________

Primary Insurance Co:______________________________ Secondary Insurance Co:_____________________

Employer:_________________________________________________________________________________

How did you hear about our office? ___________________ Referring Physician: ________________________       

I authorize the attending physicians to administer medical care as necessary. GIH will file all insurance claims as a 
courtesy to you, our patient.  Given that we contract with your insurance company, we are required to collect all 
co-pays, deductibles and co-insurance due associated with your procedure.  If you have any questions regarding 
your outstanding deductible and/or procedure co-pays and/or co-insurance, please consult your insurance company 
prior to procedure.  I hereby authorize payment directly to GastroIntestinal Healthcare for all medical services 
provided to me, for benefits otherwise payable to me.  This is to include major medical insurance and payment of 
surgical or medical benefits.  I understand that I am financially responsible to the physicians and their associates for 
charges not covered by assignment.  I understand that should it become necessary to pursue collections through an 
outside agency for unpaid medical services, I will be responsible for all reasonable collection and attorney fees.

All deductibles, co-insurance and co-pays are due at the time of service.  If you have no insurance, payment in full 
is expected at time of service.  We accept cash, checks, or all credit cards.

I authorize the release of all records by GastroIntestinal Healthcare for the purpose of processing medical claims.  I 
authorize the release of all medical information in the possession of this medical office to any consultants or 
medical personnel for the purpose of rendering treatment to myself, and/or to continue my care.  I understand I can 
revoke this authorization at any time by notification in writing.

I agree that GastroIntestinal Healthcare and affiliated agencies to contact the numbers listed above, including 
wireless telephone numbers, which may result in charges to me. I also authorize to be contacted via text messages 
and/or emails to the telephone number and email address I provided above. Methods of contact may include using 
pre-recorded/artificial voice messages and/or use of an automated dialing device as applicable. By signing this 
document I agree to have read the above disclosure and agree that GastroIntestinal Healthcare and affiliated 
agencies may contact me.

I certify that I understand and agree to the above releases and assignment of benefits.

Patient signature:___________________________________________________   Date:_________________

Guardian signature (if applicable):______________________________________  Date:_________________

GastroIntestinal Healthcare (GIH) Financial Policy



Insurance: Most insurance plans cover the cost of the procedure, less any applicable co-pays, co-insurance, and 
deductibles. It is your responsibility to: check with your plan in advance to ensure that we participate with your 
insurance plan, review your benefit coverage; and ensure all pre-approval requirements are met to avoid denials 
or out-of-network benefits. Your policy is a contract between you and your insurance company. We are not a part 
of that contract and cannot guarantee payment by your insurance carrier. If your insurance plan does not pay for 
all services or denies coverage, you will be fully responsible for all contracted fees due. If your insurance 
company denies payment of your claim, contact your insurance company directly. We will allow your insurance 
company 45 days to pay your insurance claim. If they have not paid by the 46 th day, you will be held entirely 
responsible for any balance due, and you will be billed accordingly. Dissatisfaction with your insurance company 
does not constitute reason to withhold payment of your account with GIH. We do accept assignment of your 
benefits; however, please be aware that some or all of the services provided may be a non-covered service under
your plan. You will be responsible for these non-covered charges. In the event that your insurance coverage 
relates to a plan where we are not a participating provider, you will be 100% responsible for all charges incurred. 

All co-pays, deductibles and co-insurance are due at the time of treatment. We must receive your billing 
information at each visit in order to meet claims submission guidelines set by your insurance plan. If either the 
practice or the plan fails to receive accurate information necessary to process your claim, you will be held 
responsible. We must have a copy of your current insurance card to file for you or your family member. If you do 
not have your insurance card, we will ask for payment in full at the time of visit.

In summary, your financial responsibility pertains to:

Costs: Depending on our contract with your particular insurance carrier, your procedure could result in a 
combination of the following fees:

1. Professional Fee – this is the Doctor’s charge for performing the procedure.
2. Facility Fee – this is the charge for the Endoscopy Center.
3. Pathology Fee – if a biopsy is needed, you will be billed separately for these services, which are not 

included in the Financial Estimate provided to you prior to your procedure.
4. Anesthesia Fee – you may be billed separately for anesthesia services by Carolina Anesthesia. This charge 

is not included in the Financial Estimate that we provide to you prior to your procedure.

Estimates: Any charges you were provided when you scheduled your procedure were ESTIMATES only for the 
Physician and Facility. We have no way of stating exactly what the charges will be prior to a procedure, and your 
treatment may change. Estimates do not include pathology or anesthesia fees, which are billed separately. We 
cannot waive amounts defined as patient responsibility as such waiver could violate State and Federal laws.

Payment Options: We accept all credit cards, cash, money orders, checks and Care Credit. If you do not have a 
Care Credit Account, please go to our website at www.giraleigh.com, or call our office at 919-870-1311 for 
directions on how to apply for this payment option, which must be completed and approved   prior   to the date of 
your procedure. We accept electronic payments through our website secure on-line patient payment portal at 
www.giraleigh.com. A service charge of $35.00 will be applied to your account for all returned checks or any 
stopped payment on an issued check.

Collection Accounts: Any past due balances not paid will be turned over to a collection agency after 45 days 
unless payment arrangements have been made with GIH. 

Refunds: GIH will issue refunds once all insurance claims have been paid and your account has a credit balance.
Refunds will not be issued for amounts less than $10.00. Refunds are issued bi-weekly.

Missed Appointments: We require a 24-hour notice of cancellation for all appointments. If we don’t receive at 
least 24 hours advance notice, we may charge you a $25.00 missed appointment fee. This charge will not be 
billed to your insurance company. 

Authorization: I agree to be responsible for any medical expenses incurred with GIH, therefore, I authorize my 
insurance company, attorney, or other parties to pay directly to GIH, and/or provide any information regarding 
payment of my bill. I have read, understood, and agreed to the financial policy stated above and I accept 
responsibility for any balance not covered by my insurance company.

Signature of Patient or Responsible Party:________________________________ Date: _____________

 Pending claims due to lack of patient and/or 
guarantor information

 Non-insurance and/or out of network benefit
 Self-pay patients must pay in full at time of service

 Denied and non-covered services
 Services deemed not medically necessary by your 

insurance company
 Co-payments, deductibles, co-insurance

http://www.giraleigh.com/
http://www.giraleigh.com/


MEDICAL RECORDS & HEALTH INFORMATION RELEASE

PATIENT AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH
INFORMATION

** Can we leave your medical information on your voice mail?    Yes     No

** Name of patient’s pharmacy: _________________________________________________________________

** Name of patient’s emergency contact: ________________________Relationship to 
patient:______________          

     Emergency contact’s phone number: _______________________ HIPAA Approved?    Yes     No
PRIVACY POLICIES NOTICE ACKNOWLEDGEMENT, IN ACCORDANCE WITH THE HEALTH INSURANCE

PORTABILITY AND ACCOUNTABILITY ACT OF 1996 (HIPAA) A COPY OF OUR PATIENTS RIGHTS AND PATIENT
RESPONSIBILITIES POLICIES ARE AVAILABLE AT WWW.GIRALEIGH.COM. I acknowledge that a copy of GastroIntestinal

Healthcare’s Privacy Policies Notice has been made available to me in accordance with the Health Insurance Portability and
Accountability Act of 1996 (HIPAA). I further acknowledge that I have received a copy of GIH’s Patient Rights and Patient

Responsibility Policies. 

Please be advised that without your written authorization we cannot discuss your case, treatment, or your pre – and post-
procedure care instructions with anyone other than yourself.  We need specific written authorization from you in order to be able 
to do so.  Please indicate below with whom we may discuss your healthcare. 

I hereby authorize GastroIntestinal Healthcare (GIH) to furnish all necessary information to appropriate 
parties such as insurance carriers, physicians, and attorneys concerning treatments rendered. 

Medical records may be disclosed to the following Physicians:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Please list any additional parties  (e.g. spouse, children, significant other, or person responsible for providing 
care to you) to whom information, such as post-operative instructions, may be disclosed by GIH:

_____________________________________________________________________________________________

Name of Person(s) (Family member or Friend) and/or Organization

If you would like to authorize someone other than yourself for GIH to speak with regarding your medical 
bills/financial responsibility, please provide authorization for us to speak to them regarding your account.

_____________________________________________________________________________________________

Name of Person(s) (Family member or Friend) and/or Organization

Expiration date of authorization:  This authorization is effective for one year from the date signed unless revoked
or terminated by the patient or patient’s representative.

Right to terminate or revoke authorization:  You may revoke or terminate this authorization by submitting a 
written revocation to GastroIntestinal Healthcare. You should contact the Privacy/Compliance Officer to terminate 
this authorization.

Potential for re-disclosure:  Information that is disclosed under this authorization may be disclosed again by the 
person or organization to which it is sent. The privacy of this information may not be protected under Federal 
Privacy Regulations.

Patient Name (please print): ________________________________________ Date of Birth: 
________________

http://WWW.GIRALEIGH.COM/


Patient Signature: _____________________________________________  Date of Signature: _______________

Signature of Patient Representative:__________________________________ Relationship: 
________________


