
***PATIENT INFORMA TlON***

CAPITAL HEALTH CENTER FOR DIGESTIVE HEALTH

1!1m: _

~: H. Phone:(

Address: _

City: State: __ Zip: _ Date of Birth: _

socSec No: _

Sex: OM OF Marital Status: OS OM OW OD OSep

Ethnicity: OHispanic/Latino ONon-Hispanic/Non-Latino OUnknown ODeciined

Race: OBlack/African American OWhite OAsian OAmerican Indian/Alaska Native ONative Hawaiian/Other Pacific

Islander OUnknown ODeciined Language: _

Ceil Phone ( _____________ E-Mail Address. _

City: _

Employer: _

Work Address: _

W. Phone: (

State: Zip:----
Pharmacy Name/Phone #' -----'Spouse/Partner: _

Referred by: Primary Care Physician: _

Other Physicians: _

'~: (person to be billed if patient is under age 18)

Name: _____________________ H. Phone _

Address: _

Soc Sec No: _

City: _

Date of Birth: _

State: _ ZIP: _

Zip: _State:

W. Phone: (

City:--------

***MEDICAL INSURANCE INFORMATlON***

Employer: _

Work Address: _

_______________Group#: _

Policy/ID#: Patient Relationship to Subsc: _

Subscriber's Name: Date of Birth: .Soc Sec#: _

_______________Group#: _

PolicyIlD#: _ Patient Relationship to Subsc: _

Subscriber's Name: Date of Birth: Soc Sec#: _

~ -------------------------

~
REV,4/25/12



~.14.tl'lI.],jI~( if different from Patient or Parent/Guardian): _Primary _Secondary

Address: _

City: _ State: _ ZIP: _

City: _

Employer: _

Work Address: _

W. Phone: (

State: Zip: _

~mmo: Relationship: _

Home Phone: Work Phone: ( _____ Other: (

Please read, sign, and date the following to allow us to bill your insurance company for your medical care:

I have completed this form and certify that I am the Patient or duly authorized agent of the patient authorized to furnish the
information requested. I understand that even though I may have some type of insurance coverage, I am responsible for
payment for services. I authorize the release of medical history, information, or records concerning my diagnosis and
treatment by CAPITAL HEALTH CENTER FOR DIGESTIVE HEALTH required to substantiate or explain insurance claims
filed, and I authorize payment directly to CAPITAL HEALTH CENTER FOR DIGESTIVE HEALTH and permit a copy of
this authorization to be used in place of the original. This authorization will remain in effect until revoked by me in writing.

If I have Medicare coverage, I request that payment of authorized Medicare benefits be made either to me or on my behalf
to CAPITAL HEALTH CENTER FOR DIGESTIVE HEALTH for any services furnished to me by that physician or supplier.
I understand it is mandatory to notify the health care provider of any other party who may be responsible for paying for my
treatment. (Section 11288 of the Social Security Act and 31 U.S.C. 3801-3812 provides penalties for withholding this
information.) I authorize any holder of medical information about me to release to the Centers for Medicare & Medicaid
Services and its agents any information needed to determine these benefits or the benefits payable for related service.

I§lfiJI!il!II% of Patient or Authorized Person (Address/Relationship) DATE

If I have Medigap coverage, I request that payment of authorized Medigap benefits be made either to me or on my behalf
to Capital Health Center for Digestive Health for any services furnished to me by that physician or supplier. I authorize
any holder of Medicare information about me to release to

(Name of Medigap Insurer)
any information needed to determine these benefits payable for related services.

Rll!lm of Patient or Authorized Person (Address/Relationship)

***************************************************************************

DATE

I have read and reviewed the attached, and there are no changes to the information provided.
(To be re-signed once a year)

Signature: Date:

Signature: Date:

Signature: Date:

Signature: Date:

REV: 4/25/12
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MEDICAL RECORDS RELEASE

Center for Digestive Heaith

Two Capital Way
Suite 380
Pennington, New Jersey 08534
Tel.: 609537 5000
Fax: 609 537 5050

www.capitalhealthGI.com

I,
Capital Health Center for Digestive Health.
609-537-5050.

authorize the release of my medical records to
Please fax all records, photographs and films to

Signature and Date



CAPITAL HEALTH

CENTER FOR DIGESTIVE HEALTH

2 CAPITAL WAY SUITE 380

PENNINGTON, NJ 08534

Medication History & Medication Benefits Consent

I give permission for Center for Digestive Health to obtain my current Medications and

Medication History from the Surescripts Pharmacy Clearinghouse.

I understand that this information will be stored in my Electronic Health Record and may be

used in the normal course of my treatment at Center for Digestive Health.

Patient Signature and Date



CAPITAL HEALTH SYSTEM

ACKNOWLEDGEMENT OF RECEIPT

NOTICE OF PRIVACY PRACTICES

I, , acknowledge that

I have received a copy of Capital Health System's Joint Notice of Privacy Practices.

(sign name)

Living Will:

Do you have a Living Will or Power of Attorney?

(date)

YES NO

If YES, please furnish us with a copy of your medical chart or allow us to make a
copy to attach to your chart. Thank you.

If NO, would you like more information regarding this subject?

Contact Information:

YES NO

When we need to contact you about test results, prescription refills, referrals, etc.
can we leave a message on your:

Home numbers: _

Cell numbers: _

Center for Digestive Health has permission to speak to the following on my
behalf: _

(family member or friend)

_____________________ agree to the above.

Patient Name: ,DOB Date: _



f"

JOINT PRIVACY NOTICE

THIS JOINT NOTICE DESCRIBES HOW MEDICAL
INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
I'LEASE REVIEW IT CAREFULLY.

INTRODUCTION

This Joint Notice is being provided to you on behalf of Capital Health
System ("CHS") and Emergency Medical Associates with respect to
services provided at CBS facilities (collectively referred to herein as "We"
or "Our"). Emergency Medical Associates ('"EMA") is a provider of
emergency departmeat medical services for CHS' Fuld and M=
campuses.

We understand that your medical information is private and confidential.
Further; we are required by law to maintain the privacy of "protected
health information," "Protected health Infcztnation" includes: any
individually identifiable infonnation that we obtain from you or others that
relates to your past, present or future physical or mental health. the health
careyou have received, or payment for your health care. CBS and EMA
will shareprotected health information 'With one another; as necessary, to
carry out treatment, payment or health care operations relating to the
services tobe rendered atHospital facilities.

A3 required by law, this notice providesyou with information aboutyour
rights andourlegal dutiesandprivacypractices 'With respect to the-privacy
of protected health Information. This notice also discusses the uses and
disclosures we will makeof yourprotected health information. We must
comply with the provisionsof this notice as currently in effect, although
we reserve the right to change the terms of this notice from time to time
and to make the revised notice effective for all protected health
infonnation we maintain. You can always request a written copy of our
most current privacy notice from CBS' Chief Privacy Officeras described
at the ead of this. notice or you can access it on our website at
www.Canitalhealth.org.

Undermmding Your Health Reeordllnformation

Each time you visit a Capital Health System facility we make a record of
your visit. Most often, this record contains notes about your symptoms,
results of physical examinations and tests, diagnosis, treatmeat, and plans
for future care or treatment This information, sometimes referred to as
yourhealth ormedical record, serves as a;

• basis for-planningyourcare and treatment
• means of communication to other health professionals whomay

careforyou
• legal document telling about the careyoureceived
• means by which you or a third party payer (insurer or others

legally responsible to pay for your medieal care) can be sure that
services billed weeeactually given to you

• a tool for educating health care givers (for example: doctors,
nurses, dieticians)

• a sourceofdata for medicalresearch (data is not identified with
you)

• a source of information for public health officials charged with
improving the health of the public

• a source of datafor hospital planning andmarketing (in a format
that does not specifically Identify you)

• a toot with which we canuse to improve the carewe give andthe
results we achieve

Capital Health System Notice of Privacy Practices

Understanding what information is inyourmedical records andhow your
health information is usedhelpsyou to:

to Make sure it is correct;
• Better understand who, what, where and why others my see nod

useyourhealth information;
.. Make informed choices when you permit others to see your

personalhealth informatiou;

PERMITIED USESANDDISCLOSURES

Wecan use or disclose your protected health information for purposes of
treatment, payment and health care operations. For each of these
categories: of uses anddisclosures, we haveprovided a description andan
example below. However, not everyparticular use or disclosure in every
categorywill be listed. .

.. Treatment means the provision, coordination or management of
your health care. including consultations between health care
providers relating to yourcareandreferrals for health care from
one health care provider to another. For example". a. doctor
treating you for a broken leg may need to know if you have
diabetes because diabetes may slow the healing process. 10
addition, the doctor may need to contact a physical therapist to
create the exerciseregimen appropriate for-your treatment-

• ~ means the activities we undertake to obtain
reimbursement for the health care provided to you, including
billing, collections, claims management, deternrinations of
eligibility and coverage and other utilization review activities.
For example, prior to providing health care services, we may
need to provide information 10 your Third Party payor about
your medical condition to determine whether the proposed
courseof treatmentwill be covered. When we subsequently bill
theThird Party Payor for the services rendered to yon, we can
providethe Third Party Payor with information regarding your
careif necessary to obtain payment FedernI or StateJaw may
require us to obtain a written release from youprior to disclosing
certain specialty protected health information for payment
purposes. andwe will ask you to sign a release when necessary
under applicable law.

,. Health care operations means the support functions of the
Hospital, related to treatment and payment, such as quality
assurance activities, case management, receiving and responding
to patient comments and complaints. physician reviews,
compliance programs. audits, business planning, development,
management and administrative activities. Forexample, we may
use your protected health infonnation to evaluate the
performance of om staff when caring for you, We may also
combine health information about many patients to decide what
additional services we should offer, what services are not
needed, and whether certain new treatments are effective. We
may also disclose Information (0 doctors, nurses, technicians,
medical students and others forreview andlearning purposes. In
addition. we may remove information that identifies you from
yourpatient information so that others can use the de-identified
informationto studyhealth care and health care deliverywithout
learning whoyou are.



OTHER USES AND DlSCWSliRES OF PROTECTED REALm
INFORMATION

to prevent or control disease, injury or disability;
to report births and deaths;
to report child abuseor neglect;
to persons subject to the jurisdiction of the Foed
and Drug Administration (FDA) for activities
related to the quality, safety) or effectiveness of
FDA-regulated products or services and to report
reactions to medicationsor problemswith products;
to notify a personwho mayhave beenexposed to a
disease or may be at risk for contracting or
spreadinga diseaseor condition;
to notify the appropriate government authority if
we believe that an adult patient has been the victim
of abuse, neglect or domestic violence. We will
only make this disclosure if the patient agrees or
when required or authorizedby law.

•

•

•

•
•

•

SPECiAL SITUATIONS

Subject to the requirements of applicable law, we will make
thefollowing usesand disciosures'ofyour protectedhealth information:

• Public Health Activities. We may disclose health.
information about you for public health activities, including
disclosures:

will obtain a written authorization from you prior to using
your health information for research.

• We will use or disclose protected health information about
you when required to do so by applicable law.

NOTE: IN ACCt;lRDANCE WITH APPLICABLE LAW, WE
MAY DISCLOSE YOUR PROTECTED HEALTH
INFORMATION TO YOUR EMPLOYER IF WE ARE
RETAINED TO CONDUCT AN EVALUATION RELATING TO
MEDICAL SURVEll,LANCE OF YOUR WORKPLACE OR TO
EVALUATE WHETHER YOU HAVE A WORK-RELATED
lLLNESS OR INJURY. YOU WILL BE NOTIFIED OF THESE
DISCLOSURES BY YOUR EMPLOYER OR THE HOSPITAL
AS REQUIRED BY APPLICABLE LAW.

• Organ and Ti!tSUe Donation. If you are an organ donor, we
may release health information to organizations that handle
organ procurement or organ, eye or tissue transplantation or
to an organ donation bank, as: necessary to facilitate organ or
tissue donation and transplantation.

• Militarv and Veterans. If you are a member of the AImed
Forces, we may release health information about you as
required by military command authorities. We may also
release health information about foreign militarypersonnel to
the appropriate foreign military authority.

• Worker's "Compensation. We may release health information
about you fer-programs that provide benefits for work-related
injuries or illnesses.

We will allow your family and mends to act on your behalf
to pick-up filled prescriptions) medical supplies) Xerays, and
similar forms of protected health information, when we
determine, in our professional judgment that it is in your best
interest to makesuchdisclosures.

In addition to using and disclosing your information for treatment,
payment and health care operations> we may use your protected health
information in the followingways:

• We may contact you to provide appointment reminders for
your treatment or medical care.

• We may contact you to tellyou about or recommend possible
treatment alternatives or oilier health-related benefits and
services that maybe of interestto you.

• We may disclose to your family or friends or any other
individual identified by you protected health information
directly related to such person's involvement in your care or
the payment for your care, We may use or disclose your
protected health information 10 notify, or assist in the
notification of, a familymember, a personal representative, or
another person responsible for your can; of your location,
general condition or death. If you are present or otherwise
available, we WIll give you an opportLmity to object to these
disclosures, and we will not make these disclosures if you
object. Ifyou are not present or otherwise available, we will
detemline whether a disclosure to your family or friends is in
your best interest, takinginto account the circumstances and
based upon our professional judgment

• We may include certain limited information about you in the
hospital directory while you are a patient at the Hospital.
This information may include your name, location in the
Hospital and your religious affiliation. The directory
information, except for your religious affiliation, may be
released to people who ask for you by name. Your religious
affiliation may be given to a member of the clergy, such as a
priest or rabbi, even if they do not ask for you by name. This
will allow your family; friends) and clergy to visit you in the
Hospital. You may request that your information not be
listed in the directory.

When permitted by law, we may coordinate our uses and
disclosures of protected health information 'With public or
private entities authorized by law or by charter to assist in
disaster reliefefforts.

•

•

•

•

Subject to applicable law, we may make incidental uses and
disclosures of protected health information. Incidental uses
and disclosures are by-products of otherwise permitted uses
or disclosures which are limited in nature and cannot be
reasonably prevented.

We may contact you as part of our fund-raising and
marketing efforts lIS permittedby applicable law.

• We may use or disclose your protected health information for
research purposes, subject to the requirements of applicable
law. For example, a research project may involve
comparisons of the health and recovery of all patients who
received a particular medication. All research projects are
subject to a specialapproval process which. balances research
needs with a patient's need for privacy. When required. we

· Capital Health System Notice ofPrivacy Practices 2



, .

•

YOUR RJGIITS

OTHER USES OF YOUR HEALTIHNfORMATION

(iii) for protected health information involving
laboratory tests when your access is restricted by law;

forinformation compiled in reasonable anticipation
in, a civil, criminal, or administrative action or

3. Yon have the right to inspect and CO[fY the protected health
information contained in your medical and billingrecords: and in any
otherHospital records usedbyus tomakedecisionsabout you, except:

mY-RELATED lNFORMATION, GENETIC lNFOR?t!ATION,
ALCOHOL AND/OR SUBSTANCE ABUSE RECORDS,
ME!'tTAL HEALTH RECORDS AND OTHER SPECIALLY
PROTECTED HEALTH lNFORMATION MAY ENJOY
CERTAIN SPECIAL CONFIDENTIALITY PROTECTIONS
UNDER APPL1CABLE STATE AND FEDERAL LAW, ANY
DISCLOSURES OF THESE TYPES OF RECORDS WlLL BE
SUBJECT TO THESE SPECIAL PROTECTIONS.

(i) forpsychotherapy notes, which are notesthathave
been recorded by a menta! health professional documenting or
analyzing the contents of conversations during a private counseling
session or a group,joint or family counseling session and that have
been separated from the rest ofyour medical record;

2. You have the right to reasonably request to receive
confidential communications of protected health information by
alternative means or at alternative locations. To makesuch a request
you must submit a completed eRS Request for Alternate Delivery of
PEI form to the System's Patient Access Depertment, You can obtain
a eopy of the fonn from CHS' Patient Access Department,

(ii)
of. or for use
proceeding;

I. You have the right to request restrictions on ouruses and
disclosures of protected health information far treatment, payment and
health care operations. However, we arenot required to agree to your
request, To request a restriction, you must submit a completed CHS
Request for Restrictions on Use and Disclosure of pm form to the
System's Medical Records Department, Copies of the form at available
at the System's Medical Records Department,

Other uses and disclosures of protected health information
not covered by thisnotice or the laws that apply to us willbe made only
with your permission in 11. 'Written authorization. You have theright to
revokethatanthcrization at any time, provided that therevocation is in
writing, except to the extent that we already have taken action in
reliance on your authorization.

(iv) ifyou area prison inmate, obtaining a copy ofyour
information may berestricted if it would jeopardize your health, safety,
security,custody) orrehabilitation orthatof other inmates, orthe safety
of anyofficer, employee, orother person at thecorrectional institution
orperson responsible for transporting you;

(v) if we obtained or created protected health
information as part of a research study, your access to the health
information mayberestricted foras longas the research is inprogress,
provided that you agreed to the temporary denial of access when
consenting toparticipate in theresearch;

Serious Threats. As permitted by applicable law and
standards of ethical conduct, we may use and disclose
protected health informatioo ifwe, in good faith, believe that
the use or disclosure is necessary to prevent or lessen a
seriousand imminent threat to thehealthorsafety of aperson
or the publicor is necessary{or law enforcement authorities
to identifyor apprehend an individual.

Health Oversight Activities. We may disclose health
information to Federal or Slate agencies that oversee our
activities. These activities arenecessary for the government
to monitor the health care system, government benefit
programs,and compliance withcivil rightslaws orregulatory
program standards.

LawsuitsandDisputes. Ifyou areinvolved in a lawsuit or a
dispute; we may disclose health infonnation about you in
response to a court or administrative order. We may also
disclose health information about you in response to a
subpoena, discovery request, or other lawful process by
someoneelse involved in thedispute, butonlyifefforts have
been madeto ten you about therequest or to obtain an order
protecting meinformation requested.

Law Enforcement We may release health information if
askedto doso bya lawenforcemeot official:

* In response to a court order, subpoena, warrant,
summons OT similarprocess;

* To identify or locate a suspect, fugitive, material
witness, ormissing person;

*' About the victim of a crime under certain limited
circumstances;

* About a death we believe may be the result of
criminal conduct;

* About criminal conducton ourpremises; and
* In emergency circumstances) to report a crime, the

location of the crimeor the victims,or the identity,
description or location of the person who
committed thecrime.

Coroners. Medical Examiners and Funeral Directors. We
may release health information to a coroner or medical
examiner; Such disclosures may be necessary, for example,
to identify a deceasedpersonor determine thecause ofdeath.
We may also release health Information about patients to
funeraldirectors asnecessary to carry out theirduties.

National Security and IntelIigeoce Activities. We may
releasehealth information aboutyou to authorized Federal
officials for intelligence, counterintelligence, or other
national security activities authorized bY low.

Protective Services for the President and Others. We may
disclose health information about you to authorized Federal
officials so they may provide protection to the President or
other authorized persons or foreign heeds of state or may
conductspecial investigations.

Inmates. Ifyou ere an inmate of a correctional institution or
under the custody of a law enforcement official, we may
release health information about you to the correctional
institution or law enforcement official. This release would be
necessary (I) for the institution to provide you with health
core; (2) to protect your health and safety or the health and
safety of others; or (3) for the safety and security of the
correctional institution.

•

•

•

•

•

•

Capital Health System Notice ofPrivacy Practices 3



(vi) for protected health information contained in
records kept by a Federal ageacy or contractor when your access is
restricted by Jaw; and

(vii) for protected health information obtained from
someone other than us UDder a promise of confidentiality when the
access requestedwouldbereasonably likely to reveal the sourceof the
information.

In order to inspect and copy your health information, you
must submit a completed CHS PHI Access Request form to the
System's Medical Records Department, Copies of the form at available
at the System's Medical Records Department, lfyou request a copy of
your health information, we may charge you a fee for the costs of
copying and mailing your records, as well as other costs associated
with your-request,

In any event, any agreedupon amenthnent will beincluded as
an addition to, andnot a replacement of already existing records. In
order to request an amendment to your health information., you must
submit a completed CHS Request for Amenthnent to Medical Record
form to the CHS Medical Records Depertmeat, Copies of the form are
available at the Medical Records Department

5. You havethe rightto receivean accounting of disclosures of
protected health information madeby us to individuals or entities oilier
than to youforthe~x: prior years.except fordisclosures:

(i) to cany out treatment, payment and health care
operations as provided above;

(ii) incident to a use or disclosure otherwisepermitted
or required by applicable law;

We may also deny a request for access to protected health
information if.: you;

(iii) pursuant to a written authorization obtained from

•

•

a Iiccased health care professional has determined, in the
exercise ofprofessional judgment, thattheaccessrequested is
reasonably likely to endanger your life or physical safety or
thatofanother person;

the protected health information makes reference to another
person (unless such other person is a health care provider)
and a licensed healthcareprofessional has determined, in the
exercise ofprofessional judgment, that theaccessrequested is
reasonably likely to cause substantial hann to such other
person;or

(iv) for the Hospital's directory or to persons involved
inyourcareor for other notification purposes as provided by law;

(v) for national security or intelligence purposes as
provided by law;

(vi) to correctional institutions or law enforcement
officialsas provided by law;

(vii) as part of a limited data set as provided by law; or

• the requestfor access is made by the individual's personal
representative and a licensed health care professional has
determined, in the exercise of professional judgment, thatthe
provision of access to such personal representative is
reasonably likely to cause substantial. harm to you or another'
person,

If we deny a request for access for any of the threereasons
described above, thenyouhave the right to have ourdenialreviewed iII
accordance with the requirements of applicable law.

4. You have the right to request an amendment to your
protected health information, but we may deny your request for
amendment, if we determine that the protected health information or
record that is the subject ofthe request:

(i) was not created by us, unless ynu provide a
reasonable basis to believe that the originator of protected health
information is no longeravailable to acton the requested amendment;

(ii) is not port of your medical or billing records or
etherrecordsusedto makedecisions aboutyou;

(viii) that occurred prior to April 14,2003.

To request an accounting of disclosures of your health
information. youIm;1S1 submit a completed CHSrequest forAccounting
fonn tc theSystem'sMedical Records Department Copiesof the form
are avnilable at the System's Medical Records Department, The first
accounting you request within a twelve (12) month period will be free.
For additional accountings, we may charge you for the costs of
providing the Jist We will notify you of the costs involved. andyou
maychoose to withdraw ormodifyyourrequest at that timebeforeany
costs are incurred.

COMPLAINTS

If you believe that your privacy rights bave been violated,
ynu should immediately contact CHS' Chief Privacy Officer at 1-877
482-2908 err at (609) 394-6783. We will not take actionagainst you for
filing a complaint. You also may file a complaint with the Secretary of
United States Department of Health and Human Services. You may
also contact CHS'ChiefPrivacy Officerif youhavequestions orwould
like further information about this DOrice.

(iii)

(iv)

is notavailable for inspection as set forth above;or

is accurate andcomplete.

EFFECTIVE DATE

This notice is effective as ofApril 14,2003.

Capital Health System Notice of Privacy Practices 4
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