FREDERICK
FGA GASTROENTEROLOGY
ASSOCIATES
New Patient Intake Form

Name Date of Birth: Gender [ Male [Female

Marital status: o Married o Single o Widowed o Divorced
Occupation

Reason for visit
Referred to FGA by Primary Care Physician
Other physicians involved in your care
Prior Gl physicians
Pharmacy Information

Please list all medicines and supplements you currently take

Medicine Dose Medicine Dose

Medication Allergies: ( please list medication, reaction, and severity )

Other allergies: ( listing reaction and severity )

Provide details regarding current and/or past use:

e Alcohol (beer, wine, liquor, etc.) [1yes [Ino Weekly consumption

e Tobacco (cigarettes, cigar, chewing) L1 yes [lno Usage/frequency

e |V drugs [1yes [Ino Drug/frequency

e Caffeine Use Ovyes Ono frequency

e Recreational drugs O yes [ no Drug/frequency

e Vaping Ovyes O no Product/frequency

e Do you exercise? O yes O no Type/frequency
Height

Weight
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Past Medical History (check all that apply)

O Alcohol dependence O Pancreatitis O High Blood Pressure
O Anxiety O Stomach cancer O Osteoporosis

0O Depression O Barrett’'s esophagus O Kidney Stones

O Irritable Bowel Syndrome O Fatty liver O Obesity

(IBS) O Hepatitis B O Seizures

0O GERD (reflux) O Hepatitis C O Irregular heartbeat
O Ulcerative Colitis O Coronary artery disease O Atrial fibrillation

o Crohns O Heart attack O Pacemaker

O Diverticulitis O Stroke O Defibrillator

0 Colon cancer O Kidney Disease 0O Congestive heart failure
g Colon polyps O End Stage Renal Disease O HIV/AIDS

O Celiac disease (dialysis)

Other past medical history not listed:

Past Surgical History (check all that apply)

o Appendectomy

o C-section

o Hysterectomy

o Cholecystectomy (gallbladder)
o Colon resection

o Back surgery

o Heart valve surgery

Other surgeries not listed:

o Kidney transplant

o Liver transplant

o Coronary stents

o Gastric Bypass

o Gastric Sleeve

o Nissen fundoplication

o Coronary artery bypass (CABG)

Prior Hospitalizations
Date

Location Reason

Endoscopic Procedures performed

Indication Physician/location

Date

Colonoscopy

Upper endoscopy (EGD)
ERCP

EUS

Immunizations:

LICOVID [Hepatitis A/B [] Tetanus [] DtaP

] Flu ] Shingles [ Pneumovax L1 HPV
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Family History Mother Father Siblings Son__ Daughter
Barrett’s Esophagus Ll L] Ll Ll ]
Cancer
Breast L] L] L] L] ]
Colon L] L l L] L]
Esophagus Ll Ll L] ] L]
Pancreas L 0 [ O 0
Stomach L 0 [ O 0
Bile duct L L] L] ] L]
Colon polyps L] L] ] Il [l
Crohns disease L] L] L] L] L]
Ulcerative Colitis L [ L [ L
Liver disease 0 0 O [ L
Celiac disease L] L] L] L] L

System Review (Did you have any of these symptoms in the past 3 months?)
Gastrointestinal

oAbdominal pain oChange in bowel habits oHemorrhoids

oAnal/Rectal Pain/itching oConstipation oMucus in Stool

oBlack stools oDiarrhea/loose stools oNausea/vomiting

oRed blood in stools aDifficulty swallowing oPain with bowel movements
oBloating oHeartburn/reflux

Cardiovascular

oHigh Blood Pressure oPalpitations olLeg swelling
oHeart murmur oChest Pain
Respiratory

oChronic cough oShortness of Breath oWheezing/Asthma



Hematology
oBleeding Problems

Constitutional
oFatigue
olLoss of Appetite

Mental Health
o Anxiety

Neurologic
oHeadache

oDizziness/Vertigo

Musculoskeletal
o Back Pain

Skin/Eyes/Mouth
o ltching skin
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oExcessive Bruising oAnemia

oNight Sweats
oWeight Loss

o Depression

oHead Injury
oNumbness/Weakness

o Arthritis

aoVisual Changes

o Jaundice (yellow eyes/skin) o Mouth sores/ulcers

Genitourinary
o Blood in the urine

o Kidney Stones o Urinary Tract Infection
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Patient Registration Form

Please complete ALL fields

Patient's Name (Last, First, Ml):

Date of Birth: / / Sex: M F Age: Marital Status: S__ M D w

Address: Apt/Unit#:

City: State: Zip Code:

Patient's Home Phone: Work Phone: Cell Phone:

E-Mail Address:

Primary Care Physician: Phone Number Fax Number

INSURANCE INFORMATION (Please check all that apply)

Primary Insurance Carrier:

Primary Insurance Carrier ID#: Group/Plan #:

Subscriber’s Name (if not patient): Date of Birth:

Secondary Insurance Carrier:

Secondary Insurance Carrier 1D #: Group/Plan #:

Subscriber’'s Name (if not patient): Date of Birth:

Tertiary Insurance Carrier:

Tertiary Insurance Carrier 1D #: Group/Plan #:

Subscriber’'s Name (if not patient): Date of Birth:

Acknowledgement of Privacy Practices

| acknowledge the Notice of Privacy Practices from Frederick Gastroenterology Associates and Frederick Endoscopy
Center. | understand that this notice outlines how my Protected Health Information (PHI) my be used and disclosed for
treatment, payment, and healthcare operations.

Patient Signature Date
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Authorization to Contact Form

Following HIPAA (Health Insurance Portability and Accountability Act) laws and regulations, both
state and federal, please provide contact information for any individuals we can reach outto in an
emergency, and/or to share information regarding your care. Please complete at least one.

Contact Information:
Contact 1:
e Name:

+ Relationship to You:

¢ Phone Number:
o Emergency Contact?[]Yes[]No
o HIPAA: Can we talk with them about your care? ( ) Yes ( ) No

Contact 2:
e Name:

+ Relationship to You:

e Phone Number:
o Emergency Contact?[]Yes[]No
o HIPAA: Can we talk with them about your care? ( ) Yes ( ) No

Contact 3:
e Name:

+ Relationship to You:

¢ Phone Number:
o Emergency Contact?[]Yes[]No
o HIPAA: Can we talk with them about your care? ( ) Yes ( ) No

Authorization:

By signing this form, you permit Frederick Gastroenterology Associates (FGA) to speak or leave
messages to the HIPAA contact(s) listed above. This includes leaving specific Protected Health
Information (PHI) about your medical care. You may cancel this authorization at any time by
notifying FGA in writing. A cancellation will not apply to information that has already been
released based on this authorization.

. | authorize PHI messages to be left on my Home Phone.

o | authorize PHI messages to be left on my Mobile Phone.

. | Opt-Out and do not want PHI messages left.
Signature: Date:

Printed Name Date of Birth:
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Practice and Facility Financial Policy

Thank you for choosing Frederick Gastroenterology Associates and Frederick Endoscopy Center as your healthcare providers. We are
committed to building a successful physician—patient relationship and supporting the success of your medical care. Your
understanding of our financial policies is an important part of that relationship.

Payments

All copayments are due at check-in.

Outstanding balances must be paid prior to scheduling future appointments or procedures.

We cannot waive deductibles, coinsurance, or copayments, as this violates insurance regulations.

A valid credit card is encouraged, not required, to be kept on file.

Credit card information is securely stored in a system compliant with Payment Card Industry Data Security Standards (PCI-
DSS).

Fees
e Returned checks, chargebacks, or declined payments will incur a minimum $35 fee, in addition to the balance owed.
e  Accounts with returned payments must be paid via cash, money order, or cashier’s check only.
Insurance
e All insurance cards must be presented at the time of service
e Patients must provide current insurance card(s) and photo ID at each visit.
e  We will bill your primary insurance as a courtesy, but:
o You are responsible for providing complete and accurate insurance information
o You must notify us promptly of any changes (name, address, insurance, etc.)
e Failure to provide accurate information may result in the entire balance becoming patient responsibility
e Claims unpaid after 30 days may become patient responsibility
Important Notes
e We accept most major insurance plans; however, participation varies.
o Patients are responsible for verifying:
o Provider participation
o Coverage and benefits
e Insurance estimates are not guarantees—final determination is made by your insurance carrier
Out-of-Network / Non-Participating Plans
e If we are out-of-network:
o You may be responsible for charges not covered by your plan. However, your rights and protections under the No
Surprises Act may apply. This means that for certain services, you may be protected from unexpected balance billing
and may only be responsible for in-network cost-sharing amounts, depending on your plan and the type of service
provided.
o A signed out of network waiver is required
e Ifyou choose not to use insurance:
o Payment of the total charge amount is required prior to service.
o A signed election waiver is required
Secondary/Tertiary Insurance
e  We do not retroactively bill secondary or tertiary insurance if not provided during the visit
Screening Colonoscopy
e Some plans may not cover a pre-procedure office visit
e Ifnot covered, the patient is responsible for the balance according to their insurance plan
Referrals (HMO Plans)
e Ifyour plan requires a referral:
o You are responsible for obtaining it before your appointment
e Ifnotreceived:
o You will be responsible for full charges
o A managed care waiver must be signed if no referral is obtained
Self-Pay Accounts
e Patients without insurance must pay an estimated amount prior to service
e Final charges are determined after services are completed:
o Additional balance — billed to patient



o Overpayment — refunded
e A self-pay agreement is required

Appointment Cancellation Policy
Our highly skilled physicians are committed to your well-being and have reserved time just for you.
Missed Office Appointment Fees

e Please provide at least 24 hours’ notice for office appointment cancellations

e New patients: $75.00 @ Established patients: $50.00
Procedure Cancellation Policy

e A minimum of 5 business days’ notice (excluding weekends and holidays) for procedures is required

e Late cancellations or missed procedures: $300.00 fee
Statements and Billing
Frederick Gastroenterology Associates bills for services rendered by our providers, including office visits, telehealth services,
FibroScans, procedures, and pathology services. Frederick Endoscopy Center bills for facility use. Western Maryland Anesthesia
Associates will bill separately. When you have a procedure, you may see 4-5 separate charges, each from a different entity involved in
your care. Because these providers bill independently, you may receive individual bills from each one.

Billing Process
e Patients will receive Klara text notifications two days after insurance pays a claim, if there is a responsibility. Messages will
continue until balance is paid in full.
e  Patients receive three (3) monthly statements via mail and/or patient portal
e If payment is not received:
o A 10-day collection notice will be issued
e Accounts unpaid after 90 days:
o May affect scheduling future appointments and procedures
o May be sent to a collection agency
o May result in discharge from the practice
e Payment plans may be available upon request. Please contact our billing department to discuss options.

Use of Artificial Intelligence (AI) Tools

As part of our commitment to providing efficient, high-quality care, our office may utilize artificial intelligence (Al) tools during your
visit. These tools may assist with documentation and overall workflow. Al is used solely to support your healthcare provider and does
not replace professional medical judgment. All information generated or supported by Al is reviewed by a qualified clinician to ensure
accuracy. We prioritize your privacy and confidentiality. Any Al tools used are implemented in accordance with applicable healthcare
privacy laws and regulations, including the Health Insurance Portability and Accountability Act, and are designed to protect your
personal health information.

Contact Information

Main Office Hours: Monday—Friday, 7:45 AM - 4:30 PM

o Telephone Operational Hours: Monday—Friday, 8:00 AM — 4:00 PM
e  Website: www.fgamd.com Patient Portal: https://fga.mygportal.com
e  Western Maryland Anesthesia Associates: 888-717-5383

Authorization to Release Information and Assignment of Benefits

I request that payment of insurance benefits (including Medicare benefits) be made on my behalf to Frederick Gastroenterology
Associates and Frederick Endoscopy Center for any services furnished to me. I authorize the use of my Protected Health Information
(PHI) for treatment, payment, and healthcare operations. This authorization may be revoked in writing at any time. I understand that I
am financially responsible for any charges not paid by my insurance. By signing this form, I agree that any outstanding, current, and
future balances (including deductible, copay, or coinsurance), as determined by my insurance carrier, are my responsibility and may
be charged to the credit card on file unless an alternative payment method is provided at the time of service.

Acknowledgment

I have read, understand, and agree with the above Financial Policy. I understand my financial responsibility for services provided and
acknowledge the courtesy extended by Frederick Gastroenterology Associates and Frederick Endoscopy Center in facilitating
insurance billing. I understand that this policy does not obligate the practice to extend credit.

Patient Name: Date of Birth:

Patient Signature: Today’s Date:
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Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN
GET ACCESS TO THIS INFORMATION.

We are required to protect the privacy of health information about you and that can be identified with you, which we call “protected
health information,” or “PHI” for short. We must give you notice of our legal duties and privacy practices concerning PHI:
=  We must protect PHI that we have created or received about your past, present, or future health condition, health care we
provide to you, or payment for your health care.
=  We must notify you about how we protect PHI about you.
= We must explain how, when and why we use and/or disclose PHI about you.
=  We may only use and/or disclose PHI as we have described in this Notice.

This Notice describes the types of uses and disclosures that we may make and gives you some examples. In addition, we may make
other uses and disclosures, which occur as a byproduct of the permitted uses and disclosures described in this Notice.

We are required to follow the procedures in this Notice. We reserve the right to change the terms of this Notice and to make new notice
provisions effective for all PHI that we maintain by first: Posting the revised notice in our offices, making copies of the revised notice
available upon request (either at our offices or through the contact person listed in this Notice).

WE MAY USE AND DISCLOSE PHI ABOUT YOU WITHOUT YOUR AUTHORIZATION IN THE FOLLOWING CIRCUMSTANCES.
We may use and disclose your PHI to provide health care treatment to you.
We may use and disclose your PHI to obtain payment for services.
We may use and disclose your PHI for health care operations.
We may use and disclose your PHI under other circumstances without your authorization. These circumstances include:

Poh=

When the use and/or disclosure is required by law.

When the use and/or disclosure is necessary for public health activities.

When the disclosure relates to victims of abuse, neglect or domestic violence.

When the use and/or disclosure is for health oversight activities.

When the disclosure is for judicial and administrative proceedings.

When the use and/or disclosure relates to decedents.

When the use and/or disclosure relates to cadaver organ, eye or tissue donation purposes.

When the use and/or disclosure relates to medical research. Under certain circumstances, we may disclose PHI about you
for medical research.

When the use and/or disclosure is to avert a serious threat to health or safety.

When the use and/or disclosure relates to specialized government functions.

When the use and/or disclosure relates to correctional institutions and in other law enforcement custodial situations.
We may contact you by telephone or mail to provide appointment reminders.

We may contact you by telephone or mail with information about treatment, services, products, or health care providers.

You can object to certain uses and disclosures.
Unless you object, we may use or disclose PHI about you in the following circumstances:

=  We may share your name, your room number, and your condition in our patient listing with clergy and with people who ask
for you by name. We also may share your religious affiliation with clergy.

=  We may share with a family member, relative, friend or other person identified by you, PHI directly related to that person’s
involvement in your care or payment for your care. We may share with a family member, personal representative or other
person responsible for your care, PHI necessary to notify such individuals of your location, general condition or death.

= We may share with a public or private agency (for example, American Red Cross) PHI about you for disaster relief purposes.
Even if you object, we may still share the PHI about you, if necessary for the emergency circumstances.

=  We may participate in one or more health information exchanges. In general, health information exchanges facilitate the
electronic exchange of health information across different organizations within a specified area, such as a health system,
community, or broader region. You may opt-out by filling out the opt-out form.

=  We do participate in the Chesapeake Regional Information System for our patients (CRISP), a statewide internet-based
health information exchange approved but not operated by a State of Maryland agency. You may opt-out by filling out the
opt-out form or contacting CRISP at 1-877-952-7477.

** ANY OTHER USE OR DISCLOSURE OF PHI
ABOUT YOU REQUIRES YOUR WRITTEN AUTHORIZATION **



Under any circumstances other than those listed above, we will ask for your written authorization before we use or disclose PHI about you. If you sign a
written authorization allowing us to disclose PHI about you in a specific situation, you can later cancel your authorization in writing. If you cancel your
authorization in writing, we will not disclose PHI about you after we receive your cancellation, except for disclosures, which were being processed before
we received your cancellation.

YOU HAVE SEVERAL RIGHTS REGARDING PHI ABOUT YOU.

1. You have the right to request restrictions on uses and disclosures of PHI about you.

You have the right to request that we restrict the use and disclosure of PHI about you. You may restrict disclosures to health plans concerning treatment
for which you have paid for out-of-pocket. We are not required to agree to your requested restrictions. However, even if we agree to your request, in
certain situations your restrictions may not be followed. These situations include emergency treatment, disclosures to the Secretary of the Department
of Health and Human Services, and uses and disclosures described in subsection 4 of the previous section of this Notice. You may request a restriction
by submitting your request in writing.

2. You have the right to request different ways to communicate with you.

You have the right to request how and where we contact you about PHI. For example, you may request that we contact you at your work address or
phone number or by email. Your request must be in writing. We must accommodate reasonable requests, but, when appropriate, may condition that
accommodation on your providing us with information regarding how payment, if any, will be handled and your specification of an alternative address or
other method of contact. You may request alternative communications by submitting your request in writing to the Compliance and Privacy Officer.

3.  You have the right to view and copy PHI about you.

You have the right to request to view and receive a paper or electronic copy of PHI contained in clinical, billing and other records used to make decisions
about you. Your request must be in writing. We may charge you related fees. Instead of providing you with a full copy of the PHI, we may give you a
summary or explanation of the PHI about you, if you agree in advance to the form and cost of the summary or explanation. There are certain situations
in which we are not required to comply with your request. Under these circumstances, we will respond to you in writing, stating why we will not grant your
request and describing any rights you may have to request a review of our denial. You may request to see and receive a copy of PHI by submitting your
request in writing to the Compliance and Privacy Officer. You will be able to access decedent information of family members or others for 5 years from
the date of death.

4. You have the right to request amendment of PHI about you.

You have the right to request that we make amendments to clinical, billing and other records used to make decisions about you. Your request must be
in writing and must explain your reason(s) for the amendment. We may deny your request if: 1) the information was not created by us (unless you prove
the creator of the information is no longer available to amend the record); 2) the information is not part of the records used to make decisions about you;
3) we believe the information is correct and complete; or 4) you would not have the right to view and copy the record as described in paragraph 3 above.
We will tell you in writing the reasons for the denial and describe your rights to give us a written statement disagreeing with the denial. If we accept your
request to amend the information, we will make reasonable efforts to inform others of the amendment, including persons you name who have received
PHI about you and who need the amendment. You may request an amendment of your PHI by submitting your request in writing to the Compliance and
Privacy Officer.

5. You have the right to a listing of disclosures we have made.

If you ask our contact person in writing, you have the right to receive a written list of certain of our disclosures of PHI about you. You may ask for
disclosures made up to six (6) years before your request (not including disclosures made prior to April 14, 2003). We are required to provide a listing of
all disclosures except the following: For your treatment, for billing and collection of payment for your treatment, for our health care operations, made to
or requested by you, or that you authorized, occurring as a byproduct of permitted uses and disclosures made to individuals involved in your care, for
directory or notification purposes, or for other purposes previously described, allowed by law when the use and/or disclosure relates to certain
specialized government functions or relates to correctional institutions and in other law enforcement custodial situations and as part of a limited set of
information which does not contain certain information which would identify you. The list will include the date of the disclosure, the name (and address, if
available) of the person or organization receiving the information, a brief description of the information disclosed, and the purpose of the disclosure. If,
under permitted circumstances, PHI about you has been disclosed for certain types of research projects, the list may include different types of
information. If you request a list of disclosures more than once in 12 months, we can charge you a reasonable fee. You may request a listing of
disclosures by submitting your request in writing to the Compliance and Privacy Officer.

6. You have the right to a copy of this Notice.

You have the right to request a paper or electronic copy of this notice at any time. We will provide a copy of this Notice no later than the date you first
receive service from us (except for emergency services, and then we will provide the Notice to you as soon as possible).

This notice is available on our web site www.fgamd.com.

YOU MAY FILE A COMPLAINT ABOUT OUR PRIVACY PRACTICES

If you think we have violated your privacy rights, or you want to complain to us about our privacy practices, you can contact the person
listed below:

FREDERICK GASTROENTEROLOGY ASSOCIATES
Attention: Clinical Supervisor
7109 Guilford Drive, Suite 300
Frederick, MD 21704
(301) 695-6800 Fax (301) 695-6891

You may also send a written complaint to the United States Secretary of the Department of Health and Human Services. If you file a
complaint, we will not take any action against you or change our treatment of you in any way.

This Notice of Privacy Practices was effective on February 5, 2003, and updated 9/2013, 3/2014,1/2015, 4/2024, 10/2026.






