VIJAYPAL ARYA GASTROENTEROLGY PC

Accredited by the Joint Commission


Vijaypal Arya M.D
PATIENT REGISTRATION

LAST NAME: _________________________FIRST NAME: ______________________________MI: _________

SS#___________________________ 
DOB________________________
  SEX: 
( MALE      ( FEMALE 

STREET ADDRESS____________________________________________ 
APT#_______________

CITY/STATE_________________________________________ 

ZIP CODE___________________

TEL # HOME_______________________WORK_________________________CELL/BEEPER ______________

E-MAIL____________________________________ ____ ETHNICITY_________________________________

MARITAL STATUS (circle one) Single          Married         Separated        Divorced   

How do you like to be contacted: 

(E-mail

(Phone

(Mail

REFERRED BY: Dr. _____________________________________TEL#_______________________________

ADDRESS__________________________________________________________________________________

INSURED INFORMATION
 (if not patient)

NAME: ______________________________RELATIONSHIP TO PATIENT___________________________

DATE OF BIRTH_________________________

SS# ____________________________________

TEL#__________________________STREET ADDRESS___________________________________________

CITY/STATE______________________________________ZIP CODE________________________________

PRIMARY INSURANCE_____________________________ID#_____________________________________

SECONDARY INSURANCE__________________________ID#_____________________________________

Emergency contact: _______________________Relationship_____________ Tel #_______________________

Employer Name_________________________ Tel# ________________________Ext # ___________________

Employer Address____________________________________________________________________________

Patient’s Occupation__________________________________________________________________________

I authorize the release of any medical information necessary to process this claim. I permit a copy of this authorization to be used in place of the original.

Signature_________________________________________ 
Date___________________________

I hereby authorize Dr. Vijaypal Arya to apply on benefits on my behalf for covered services rendered by him/her or by him/her. I request that payment from my insurance company be made directly to Dr. Vijaypal Arya (or to the part who accepts assignment).

I certify that the information I have reported with the regard to my insurance coverage is correct.

I permit a copy of this authorization to be used in place of the original.

Signature_____________________________________________
Date_____________________________ _

Vijaypal Arya, M.D.

      PATIENT REGISTRATION

Name_________________________________________       Date________________________

General Medical Information

1. Describe the current medical problem / reason for visit today ________________________________________________________________________________________________________________________________________________

2
Have you ever been hospitalized for any surgical operation or serious illness? If yes, 

Please explain ____________________________________________________________ ________________________________________________________________________

2. Do you have any Allergies to Medications: _____________________________________

      ________________________________________________________________________

3.   Do you have or have you had any of the following?

High Blood Pressure
‫   

Heart Attack

‫

Rheumatic Fever
‫

Swollen Ankles
‫

Fainting/Seizures
‫

Asthma

‫

Low Blood Pressure
‫

Epilepsy/Convulsions
‫

Leukemia

‫

Diabetes

‫

Kidney Diseases
‫

AIDS/HIV Infection
‫

Thyroid Problem
‫

Heart Disease

‫

Cancer


‫

Arthritis

‫

Hepatitis

‫

Stomach Troubles
‫ 

Stomach Ulcers
‫

Stroke


‫

Hay Fever / Allergies
‫

Tuberculosis

‫

Radiation Therapy
‫

Glaucoma

‫

Recent Weight Loss
‫

Liver Disease

‫

Respiratory Problems
‫

Others: _____________________________________________________________________

Hepatitis C risk factor


Y/N



Blood transfusion prior to 1992
 ______
Tattoos



 ______

Body piercing



_______
Shared razors/ toothbrush
 ______

Contact with blood/bodily fluids
 ______

Note: You can also communicate by E-mail at vijay@aryagastro.com
