
PATIENT INFORMATION

your claim.  

Name: ____________________________  ________________________  ____________   _________________
                   Last           First     Title: (Mr. Mrs. Ms.)

Address: _______________________________________  ______________  _____________  _____________
                        Street                                                                      City                     State            Zip Code

Date of Birth: ______________________ Sex: ___________ Social Security: ______________________________

Home Phone: ______________________ Work Phone: __________________ Cell Phone: _________________

E-Mail:__________________________________________

Emergency Phone Number:_____________________________________________________________________

Race/Ethnicity (Circle One):   American Indian   Asian   Black/African   White   Hispanic   Other   Decline

Preferred Language (Circle One):    English   Spanish    Other     Decline

Primary Care Physician:_______________________________________________________________________

Signed: ____________________________________________________   Date:_________________________

*** PLEASE NOTE: OUR OFFICE WILL CHARGE A $100 FEE FOR NO SHOW/CANCELLATION/RESCHEDULES 
MADE WITHIN 72 HOURS OF PROCEDURE DATE AND A $50 FEE FOR OFFICE VISITS.

www.followmyhealth.com

BEDFORD GASTROENTEROLOGY

I acknowledge receiving the Notice of Patient Privacy Practices (HIPPA) from Bedford Gastroenterology.


