
I certify that the above information is correct and up to date. If there should be any discrepancies, I will 

notify the medical staff to make the appropriate changes. I understand the information above will not be 

released to any other third party.  

X_______________________________  _______  DATE________________________________ 

SELF 

LAST NAME FIRST 

ADDRESS 

CITY 

DATE OF BIRTH 

PLEASE LIST PREFERRED NUMBER OF CONTACT 

HOME PHONE: (  )  - CAN WE LEAVE A MESSAGE AT YOUR HOME #?  YES  NO 

WORK PHONE: (  )  - CAN WE LEAVE A MESSAGE AT YOUR WORK #?  YES  NO 

CELL PHONE:    (  )  - CAN WE LEAVE A MESSAGE AT YOUR CELL #?  YES  NO 

MAY WE SEND AN APPOINTMENT REMINDER TEXT?  YES  NO 

E-MAIL ADDRESS

PRIMARY CARE PHYSICIAN 

PHYSICAN PHONE FAX 

ADDRESS 

PHARMACY 

PHARMACY PHONE FAX 

ADDRESS 

EMERGENCY CONTACT 

NAME PHONE RELATION 

NAME PHONE RELATION 

PEOPLE WE ARE NOT ALLOWED TO SPEAK WITH REGARDING YOUR CARE (IF APPLICABLE): 

NAME RELATION 

 PRIMARY INSURANCE COMPANY 
INSURANCE COMPANY NAME 

POLICYHOLDER’S NAME 

RELATIONSHIP TO PATIENT 

POLICY NUMBER GROUP/PLAN NUMBER 
SECONDARY INSURANCE COMPANY 

INSURANCE COMPANY NAME 

POLICYHOLDER’S NAME 

RELATIONSHIP TO PATIENT 

POLICY NUMBER GROUP/PLAN NUMBER 
Allergies: Are you allergic to any drug, food or substance? 
If yes, please list and explain what the reaction is (swelling, hives, rash, etc.) 

PATIENT  INFORMATION 

OFFICE USE ONLY 

HIPAA 

No-Show form 

Patient Financial form 

Referral 

LRYGB  / LVSG  / LAGB / DOS: 



HIPAA Privacy Consent Form 

We want you to know how your Patient Health Information (PHI) is going to be used in this 

office and your rights concerning those records. Before we will begin any health care operations 

we must require you to read and sign this consent form stating that you understand and agree 

with how your records will be used. If you would like to have a more detailed account of our 

policies and procedures concerning the privacy of your Patient Health Information, we 

encourage you to read the HIPAA NOTICE that is available to you at the front desk before 

signing this consent.  

1. The patient understands and agrees to allow Trinity Bariatric Surgery (TBS) to use their 

Patient Health Information (PHI) for the purpose of treatment, payment, healthcare 

options, and coordination of care. As an example, the patient agrees to allow TBS to 

submit PHI to the Health Insurance Company (or companies) provided to us by the 

patient for the purpose of payment. Be assured that TBS will limit the release of all PHI 

to the minimum needed for what the insurance companies require for payment.  

2. The patient has the right to examine and obtain a copy of his/her own health records at 

any time and request corrections. The patient may request to know what disclosures 

have been made and submit in writing any further restrictions on the use of their PHI. 

TBS will do its best to honor those requests and restrictions but is not obligated to agree 

to those restrictions.  

3. A patient’s written consent need only be obtained one time for all subsequent care given 

to the patient in this office.  

4. The patient may provide a written request to revoke consent at any time during care. 

This would not affect the use of those records for the care given prior to the written 

request to revoke consent but would apply to any given care after the request has been 

presented. 

5. For your security and right to privacy, all staff have been trained in the area of patient 

records privacy and a privacy official has been designated to enforce those procedures in 

our office. We have taken all precautions that are known by TBS to assure that your 

records are not readily available to those who do not need them. 

6. Patient has the right to file a formal complaint with our privacy official about any 

possible violations of these policies and procedures.  

7. If the patient refuses to sign this consent for the purpose of treatment, payment and 

health care operations, TBS has the right to refuse to give care. 

 

I have read and understand the HIPAA Notice of Privacy Practices and I agree to these policies 

and procedures.  

 

Print Name:   _____________________________________________________ 

 

Signature:      _____________________________________________________ 

 

Date:              _____________________________________________________ 



 

2625 Harlem Road, Suite 160, Buffalo, New York 14225 
Tel: (716) 893-0333 / Fax: (716) 893-3038 

BuffaloWeightLossSurgery.com 

  

Patient Responsibility 

 

I understand that if I have a copayment through my insurance or an outstanding balance is due 

on my account, the payment will need to be collected at the time of my visit or my 

appointment will be rescheduled.  

I understand that if I have not provided my most current Health Insurance information at each 

visit, or if my Health Insurance denies coverage for any services rendered, I may be financially 

responsible for these services and/or services ordered by my Trinity Bariatric Surgery (TBS) 

provider. 

I also understand that my insurance may have a deductible along with a hospital copayment for 

which I am responsible for. 

Medicare patients will be responsible for 20% of charges which must be paid in full 90 days 

from receipt of billing statement. 

I understand that if for any reason I should need emergent care and see a provider, my 

insurance copayment, if applicable, will be due at the time of every visit unless covered under 

the 90-day global coverage. 

I also understand my insurance policy may only provide coverage for services that are deemed 

medically necessary. If I receive services that my insurance company determines are not 

medically necessary, TBS may seek payment for me for these services. 

 

___________________________________                

Patient Name (Please Print)                  

 

___________________________________    ____________________ 

Patient Signature       Date 

  



 

2625 Harlem Road ● Suite 160 ● Buffalo ● New York 14225 
Tel: (716) 893-0333 ● Fax (716) 893-???? 
www.BuffaloWeightLossSurgery.com 

 
“NO SHOW” Policy 

 
 
 
Trinity Bariatric Surgery (TBS) has a “no show” policy. You will be considered a “no show” 

if an appointment is missed or cancelled with less than 24 hours notice.  When this occurs, 

our facility loses the opportunity to care for other patients who wish to be seen. If 24 hours 

notice is not received, a fee of $35.00 will be charged to your account. This fee is not 

covered by insurance and is therefore your sole responsibility.  If you arrive 15 minutes or 

later for your scheduled appointment time, you may be asked to reschedule out of respect 

for the time of the patients who arrived on time for their appointments.  

 

 

 

I, __________________________________ understand and acknowledge that TBS has a 

policy to charge me a $35.00 fee if I fail to show up for a scheduled appointment in a 

timely manner, or if I cancel my scheduled appointment with less than 24 hours notice.  I 

agree to pay this fee if necessary, and understand I will be unable to schedule future 

appointment until the fee is paid. It is therefore my responsibility to keep track of the 

appointments I schedule.  While TBS may send appointment reminders as a courtesy, it is 

not the facility’s duty to notify me of upcoming appointments. 

 
 
 
 
 
__________________________________                   _______________ 
Patients Signature          Date 






