
REALM HEALTHCARE INC. 1330 San Bernardino Rd, Ste L Upland CA 91767  
PATIENT INFORMATION  

 

 
Primary Insurance (Please provide Insurance card)  

INSURANCE COMPANY NAME  
 

SUBSCRIBER ID#  GROUP # 
 

TYPE OF PLAN:     PPO   EPO/ HMO / MEDICARE / MEDI-CAL 
 

SUBSCRIBER NAME SUBSCRIBER DATE OF 
BIRTH  
 

Secondary Insurance (Please provide Insurance card)  
INSURANCE COMPANY NAME  
 

INSURED’S ID#  GROUP # 
 

INSURANCE COMPANY ADDRESS  
 

INSURED’S NAME INSURED’S DATE OF BIRTH  
 

   
Release of Health Information  

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION TO INDIVIDUALS: I authorize RHI to disclose and release medical or other information to the below-
listed individuals. I understand that this includes, but is not limited to information related to treatment, diagnosis, billing or any health care operations performed at 
this facility. I release RHI from all liability pertaining to the release of this information. I understand that this request can be changed at any time through a 
signed written request. 
 
________________________________________________________                          __________________________                          ______________________ 
Name                                                                                                                                            Relationship                                                        Phone Number 
 
________________________________________________________                           __________________________                          ______________________ 
Name                                                                                                                                            Relationship                                                         Phone Number 
 

 
Authorization and Acknowledgement  

AUTHORIZATION: I / We hereby state that the above information is true and correct to the best of my /our knowledge. We authorize RHI to release any information 
acquired during my treatment to my insurance company, employer, Physicians, institutions or third-party payors, as required for certain claims filed. 
__________Initials 
 
GENERAL CONSENT: I / We hereby consent to requested procedures including imaging, labwork and endoscopies deemed advisable by RHI. __________ Initials 
 
ASSIGNMENT OF BENEFITS STATEMENT: I / We authorize direct payment to be made to the RHI for any and all medical or surgical services rendered. I understand if 
my insurance carrier does not cover any services or charges or my eligibility cannot be verified, I am responsible for all charges incurred. ___________Initials 
 
ACKNOWLEDGMENT OR RECEIPT OF PRIVACY NOTICE: I hereby acknowledge that the Notice of Privacy Practices maybe given to me by RHI upon request.           
See https://thehealthygut.net/privacy-policy/ for more information.   __________ Initials             [ ] Consent refused by patient. Witness: ___________________ 

 
□ SMS TEXT MESSAGING: I consent to receive SMS from Realm Healthcare Inc. Reply STOP to opt-out; Reply HELP for assistance; Message and data rates 

apply; Messaging frequency may vary.  
 
__________________________________________                                     ________________________________________________                                              __________________ 
Printed Name                                                                                                     Signature of Patient (or Personal Representative)                                               Date 

 
Screening Colonoscopy: Please sign if you need to schedule a screening Colonoscopy only.  

Patients who have screening examinations have no signs or symptoms and have a set benefit from their insurance company. However, if the physician finds a polyp or 
abnormality, your benefits may change and your insurance policy will pay diƯerently. The colonoscopy is no longer considered a screening procedure, but a 
diagnostic procedure. I acknowledge that I have read the above statement and will be responsible for my deductible, co-pay and out-of-pocket expenses if my 
scheduled screening examination does find a polyp or abnormality.  
 
__________________________________________ ______                                      __________________________________________                                           _________________________ 
Printed Name                                                                                                                     Signature                                                                                                                          Date 

PATIENT NAME (First, MI, Last) 
 
 

DATE OF BIRTH     GENDER  
Male               Female            
Other       _________ 

ADDRESS  
 
 

PRIMARY PHONE SECONDARY PHONE 
  
 

EMPLOYER NAME  OCCUPATION 
 

SSN 

EMERGENCY CONTACT AND PHONE NUMBER BIRTHPLACE PREFERRED LANGUAGE 

EMAIL ADDRESS  
 

PHARMACY (Address and Phone) 

PRIMARY CARE PHYSICIAN AND PHONE NO. REFERRING PHYSICIAN AND PHONE NO.  
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