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Gharles P. Lago, Sr., M.D., FA.C.S,F.AS.C.RS.

Name:

Referring Physician (Complete Name}

mE Westside Specialty Center » 350 N. Pine island Road * Suite 300 « Plantation, FL 33324

ULUN AND Medical Arts in the Springs « 2901 Coral Hills Drive » Suite 360 - Coral Springs, FL 33065
ECTAI- CLINIC * Phone: (954) 236-5444 * Fax: (954) 236-5422 *

crcftlauderdale.com
UBERBALE Cosmmme;:iéc;rEexg?lience WWW.
;‘Ee lggilgﬁ and Rectum.

Joseph P. Corallo, Jr., M.D.

Date:

“What one sympfom brought vou here foday:

Please lista

llergies:__

Please fist Medications:

Please list previous surgeries:

Please fist pertinent family history (ss.ich as colon cancer/polyps, breast cancer, efc.):

Have you ever used tobacco? If yes, how much?

Alcoholintake (amount used diafly, weekly or monthiy):

How much? L Since when?

Have you lost weight?

Have you had PROBLEMS with any of the following? (circle all that may pertain):

#. High blood pressure” 7. Liver disease 13. Pancreatiis 19. Skin conditions * 25, Problems with general Anesthesia?

2. Diabetes 8. Peptic Ulcer 14. Gallbladder ~ 20. Thyroid 26. Problems with focal Anesthesia?
3.Heartdisease - Q. Hiatalhemnia 15. Arthritis 21, Homonélﬂlteﬁne 27. Cancer-Where?

4. Kidney disease 10. Gastrifis 16. Lung disease 22. Dphﬂﬁalmdlogic 28. Colonoscapy

5. Urinary track 11.Collitis 17.Psychiatic  23.Orthopedic 20, Other |

9. Prostate problems ~ 12. Diverticulits 18, Neurological  24.” Bleeding



THE
COLON AND
RECTAL CLINIC

in Surgical Care of
the Colon and Rectum.

Charles P. Lago, Sr., M.D., F.A.C.S., F.A.S.C.R.S.

T .

Westside Speciaity Center = 350 N. Pine Island Road » Suite 300 - Plantation, FL 33324

Medical Arts in the Springs - 2901 Coral Hills Drive = Suite 360 « Coral Springs, FL 33065

* Phone: (954) 236-5444 * Fax: (954) 236-5422 *
www.crcftlauderdale.com

Joseph P. Corallo, Jr., M.D.

Phone:

Fax:

, authorize you to

(please print)

furnish a copy of my medical recoids to the Colon & Rectal Clinic of Ft,
Lauderdale. I release you from all IegaI responszblhty or liability that arises

from this authorization.

Comments:

¥hkkddkk*Patient Signature

Date of Birth

'ss#

Witness

Date




Payments, co-payments, and deductible amounts are due at the time of service unless
special arrangements have been made. The billing department will gladly file insurance
claims on my behalf; however payment cannot be guaranteed. | understand that the
billing department will make every effort and several attempts to obtain payments and/or
clarify my insurance carrier's decisions regarding my outstanding balance. In the event
that the insurance company misquoted my benefits, my benefits changed, or any other
reason that the insurance company denies my claim, I will be responsible for any unpaid
balances not covered by my insurance company. | will also be responsible for a $25
charge for any checks returned for insufficient funds.

Patient's Signature: Date:

Parent/Guardian's Signature: Date:

I am also acknowledging my understanding that since my appointment time has been
set aside exclusively for me, that | am responsible for notifying my practitioner 24 hours
in advance to avoid a $25 cancellation fee. | am aware that my insurance company will
not pay for missed appointments.

Patient's Signature: Date:

Parent/Guardian's Signature: Date:



*PLEASE RETURN WITH YOUR PAPERWORK
Patient Acknowledgement

[ acknowliedge that I have been provided with The Colon

and Rectal Clinic of Fort Lauderdale, PA
PRIVACY NOTIFICATION and that I have read and

fully understand the notice.
Patient Name (Print)
Patient Signature Date
WitnessSignature
*Spouse/Family/Friend

*If anyone calls on your behalf, we camnot talk to them unless their name is o this form or if you need your records picked up.
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HIPAA Neotice of Privacy Practices

Revised 2013

Effective as of April/14/2003
) Revised March/26/2013
Colen and Rectal Clinic of Fort Lauderdzale, PA
350 North Pine Isiand Road, Suite 308
Plantation, Fi. 33314
954-236-3444

-

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW 1T CAREFULLY.

This MNotice of Privacy Practices is NOT an authorization. This Notice of Privacy Practices describes how we, cur
Business Associates and their subcon
treatment, -pay el r
describes

{th- care'services to voit,:

3 : : pay your
health care bills, to support the operation of the physician’s practice, and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage vour health
care and any related services. This inciudes the coordination or management of your health care with a third party. Fo
example, your protected health information may be provided to a physician to whom you have been referred to ensure that

the physician has the necessarv information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For
example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to
the health plan to obtain approval for the hospital admission.

Healthcare Gperations: We may use or disclose, as-needed, your protected health information in order to support the
business activities of your physician’s practice. These activities include, but are not limited to, quality assessment,
employee review, training of medical students, licensing, fundraising, and conducting or arranging for other business
activities. For example, we may disclose your protected health information to medical school students that see patients at
our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and
indicate your physician. We may also call you by name in the waiting room when your physician is ready to see you. We
may use or disclose your protected health information, as necessary, to contact you io remind you of your appointment,
and inform you about treatment aliernatives or other health-related benefits and services that may be of interest to vou. If
we use or disclose vour protected health information for fundraising activities, we will provide you the choice to opt cut
of those activities. You may aiso choose to opt back in.

We may use or disclose your protected health informaticn in the following situations without vour authorization. These
situations include: as required by law, public health issues as required by law, communicable diseases, health oversight,
abuse or neglect, food and drug administration requirements, legal proceedings, law enforcement, coroners, fumera
directors, organ donation, research, criminal activity, military activity and national security, workers® compensation,
inmates, and other required uses and disclosures. Uuder the law, we must make disclosures to yOu upon your reguest.
Under the law, we must also disclose your protected health information when required by the Secretary of the Depariment
of Health and Human Services to investigate or determine our compliance with the requirements under Section 164.500.

Provided By HCSI — Revised March 2013




USES AND DISCLOSURES THAT REQUIRE YOUR AUTHORIZATICN

Otier Permitted and Required Uses 2nd Disclosures wiil be made only with your consent, authorization or opportunity ic

i object uniess required by law. Without your authorization, we are expressly prohibited to use or disclose vour protected health
information for marketing purposes. We may not sell your protected health information without vou authorization. We may not §
use or disclose most psychotherapy notes contained in your protected health information. We wiil not use or disciose any of
vour protected health information that contains genetic information that will be used for underwriting purposes.

You may revoke the authorization, at any ume, in wrizing, except to the extent that your physician or the physician’s practice
has taken an action in reliance on the use or disclosure indicated in the authorization.

YOUR RIGHTS _
The following are statemments of your rights with zespect ic your protected health informaticn.

You have the right to mspect and copy your protected health information q\fees may apply) — Pursuant to your writen
requesb, you have the right to inspect or copy your protected health informarion whether in paper or electronic format. Under

federal law, however, you may not inspect or copy the following records: Psychotherapy notes, information compiled in
wasonabie anticipation of, or used in, a civil. criminal, or administrative action or proceeding, protected health information
rastricted bv law, information that is related to medical research in which you have agreed to participate, information whose
disciosure inay result in harm or injury G You or 0 anorher person, or mﬁcu ration that was obtained under a promise of
confidentiaiity.: - e famt ;
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You have“the Fight o request o reieive CoABdinaal comMdnicitions — You have the right to request confidential
communication from us by alternative means or at an alternative location. You have the right to obtain a paper copy of this
notice from us, upon request, even if you have agreed io accept this notice alternatively i.e. electronically.

You have the right to request an amendmeni f¢ your protecied health information — If we deny your reguest for

amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and
will provide you with a copy of any such rebuttal.

You have the right fo receive an accounting of certain disclosures — You have the right to receive an accounting of
disclosures, paper or elecironic, except for disclosures: pursuant to an authorization, for purposes of treatment, payment,
healthcare operations; required by law, that occurred prior to April 14, 2003, or six vears prior to the date of the request.

You have the right to receive notice of a breach — We will notify you if your unsecured protected health information has been
breached.

You have the right to obtain a paper copy of this notice from us even if you have agreed to receive the notice electronically.
We reserve the right to change the terms of this notice and we will notify you of such changes on the foliowing appoinimeni.
We will also make availabie copies of our new notice if you wish to obtain one.

COMPLAINTS

‘You may complain te us or to the Secretary or Heaith and Human Services if vou believe your privacy rights have been violated
I by us. You may file 2 complaint with us by notifying cur Compliance Officer of your complaini. We will not retaliate against
i vou for filing a complaint,
: 054-236-5444

HIPAA COMPLIANCE OFFICER Phone emaii

We are reguired by iaw to maintain the privacy of, and provide individuals with, this notice of our legal duties and

| privacy practices with respect fo protected health information. We are alse required to abide by the terms of the notice
currently in effect. If you have any questions in reference to this form, please ask {0 spezk with our HIPAA Compliance
QOfficer in person or by phone at our main phope number, Please sign the accompanying “Acksowledgment” form.
Please note that by signing the Acknowledgment form you are only acknowledging that you have received or been given

L i:he oppeortunity fo receive a copy of our Notice of Privacy Practices. Provided By HCSI- Revised March 201



