
APPOINTMENT TIME & DATE –__________________________________________ 

PLEASE BRING ALL MEDICINE BOTTLES TO EACH APPOITMENT 
                                     (FIRST VISIT NO SHOW WILL INCUR $100 CHARGES) 

 

PATIENT INFORMATION & AUTHORIZATIONS -NEEL RAYA, M.D. INC. 
 
 

LAST NAME            FIRST NAME            INITIAL                        TITLE 

 

 

STREET ADDRESS                         CITY           STATE            ZIP CODE 

 

 

HOME PHONE CELL PHONE SOCIAL SECURITY NUMBER 

 

 

MALE/FEM MARR/SING/DIVORC/WIDOW DATE OF BIRTH               EMAIL ADDRESS REQUIRED 

 

 
SPOUSE'S NAME SPOUSE’S SOC.SECURITY NUMBER SPOUSE’S DATE-OF-BIRTH 

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

AUTHORIZATION of INSURANCE PAYMENT 
I Request That Payment Of AuthorizeD Benefits Be MaDe On My Behalf. I. If Applicable, May Assign The Benefits Payable For Services To 
The Physician Furnishing The Services AnD Authorize Such Physician To Submit A Claim To My Insurance Carrier Or MeDicare For 
Payment. I Authorize Any HolDer Of MeDical Or Other Information About Me To Release To Insurance Carriers Or The Health Care Financing 
ADministration AnD Its Agents Or The Social Security ADministration Or Its IntermeDiaries Or Any Agency, Group Or Person(S) Necessary To 
Secure Payment For Any Information NeeDeD For This Or RelateD Claims. For AnD In ConsiDeration Of Services RenDereD AnD To 
Recognizing The NeeD For Health Care Consents To The Above List MeDical ProviDer. I Hereby Guarantee Payment Of All Charges 
IncurreD For This Account. The Patient Or His/Her Representative Treatment, Laboratory ProceDures, X-Ray Examinations Or Other Services 
RenDereD UnDer The General AnD Specific Instructions Of The Physicians. I Certify That The Information Given By My In Applying For 
Payment Is Correct. I UnDerstanD That My MeDical Insurance Is A Contract Between The Insurance Carrier AnD Me AnD Not Between The 
Insurance Carrier AnD The Doctor, AnD That I Am Responsible For All MeDical Fees. 

 

PATIENT RECORD OF DISCLOSURES 

In general, the HIPAA privacy rule gives inDiviDuals the right to request a restriction on uses anD Disclosures of their 

protecteD health information (PHI). the inDiviDual is also proviDeD the right to request confiDential communications to that a 

communication of PHI be maDe by alternative means, such as senDing corresponDence to the inDiviDual's office insteaD of 

the inDiviDual's home. 
. .. 

I wish to be contacteD in the following manner. (This is Dr.Raya’s office StanDarD Policy.) 

 
Home/Cellphone/Workphone 
Dr.Raya’s office will leave a DetaileD message concerning your appointment (using our automatic appointment reminDer),test 

results are available to be revieweD on our portal, we Do call results back to patients if i t  is urgent anD 

results in recommenDations, an appointment may be requireD as a result. if this is not acceptable please 

inDicate what you woulD like us to Do here   

. 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
 

I have been presenteD with a copy of the Notice of Privacy Practices, Detailing how my health information may be useD anD 
DiscloseD as permitteD unDer feDeral anD state law, AnD outlining my rights regarDing my health information. 

 
 
 
 
 

Patient/Legal Guardian SIGNATURE Name Date. Patient Birth Date



Dr. NEEL RAYA, MD 
BoarD CertifieD Internal MeDicine 

 

 

 

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS 

 

RECORDS REQUESTED FROM: 
 

PROVIDER/FACILITY NAME:   
 

ADDRESS:  
 

PHONE: FAX:  
 
 
 

I,  , authorize the above provider or facility to furnish a 
copy of my medical records dating from   through   
to Dr. Neel Raya as soon as possible. My date of birth is  and 
Social Security Number is   . I hereby release this 
proviDer/facility from all legal responsibilities or liability that may arise from this 
authorization. 

 

Patient Signature:  Date:   
 

Printed Name:   
 
 
 
 

 

PLEASE SEND RECORDS VIA: 

FAX: 740-653-2791 

OR 
MAIL: 2658 N COLUMBUS ST. SUITE A. LANCASTER, OH 43130 



NEEL RAYA MD 

2658 N COLUMBUS ST. SUITE-A, LANCASTER, OH 43130 

PH 740-6545496,   FAX 740-6532791 

Names of persons to whom my medical information can be released and their 

relationship to me: 
 
 

 

 
 

 
 

 
 

 
 

 
 
 

Signature of patient :   
 

Name :   
 

Date of birth :   
 

Date :   








