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

__________________________________________________________________________________________ 

LAST NAME                                            FIRST NAME                                             INITIAL                   TITLE 

 

________________________________________________________________________________________________________________ 

STREET ADDRESS                                                                 CITY                                            STATE               ZIP CODE 

 

________________________________________________________________________________________________________________ 

HOME PHONE                                                WORK PHONE                                                SOCIAL SECURITY NUMBER 

 

________________________________________________________________________________________________________________ 

MALE/FEM        MARR/SING/DIVORC/WIDOW            DATE OF BIRTH           EMPLOYER               FROM WHEN EMPLOYED 

 

 

_______________________________________________________________________________________________________________ 

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. 

 

DATE--______________SIGNATURE-Patient(Parent/Guardian IF MINOR) _____________________________ 

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

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 Telephone & Answer Machine 
Dr.Raya’s office will leave a detailed message concerning your appointment (using our automatic appointment reminder - 

housecalls) , &  test results (if unable to talk to you personally),  if this is not acceptable please indicate what you would like 

us to do here _________________________________________________________________________________________ 

. 

Mailing/Faxing  Reports: 
Dr.Raya’s office does not generally mail test results to patients. At patient’s specific request,  Dr.Raya’s office may fax results 

to a number indicated by patient on that specific occasion. Please write the fax number here_________________________ 

 

Work Telephone 
If Dr.Raya’s office is unable to contact the patient at home or leave a message on the answering machine, and it is very 

important to contact the patient, Dr.Raya’s office may call the patient at their work place and leave a  brief message to call 

back. If this is unacceptable please indicate here (and do not give your work number to us) how you wish us to reach 

you.__________________________________________________________________________________________ . 

 

 

 

____________________________________________________________________________________________________ 

Patient/Legal Guardian SIGNATURE          Name                                         Date.      Patient Birth Date 



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. 

 
DATE--______________SIGNATURE-Patient(Parent/Guardian IF MINOR) _____________________________ 

 
If patients or representative refuses to sign acknowledgement STAFF please document below and sign. 

 

Presented on (dale and time)-____________________________ 

 

By Dr.Raya Office Staff (name and title)- ______________________Signature-___________________________________ 

 

Healthcare entities must keep records of PHI disclosures. Information provided below, if completed  properly, will constitute all adequate 

record.    NOTE – Uses & disclosures for TPO may be permitted without prior consent in an emergency. 

 

DATE DISCLOSED TO WHOM PURPOSE OF DISCLOSURE BY WHOM 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

 








