                                                       G.I. Consultants, P.C. 

10861 Cherry St, Suite 107
Los Alamitos, CA 90720

(562) 430-4449

PATIENT INFORMATION FORM

	NAME: LAST, FIRST, MI


	SEX:   
M      F
	DATE OF BIRTH



	HOME ADDRESS



	HOME PHONE # 


	DRIVERS LIC#
	OCCUPATION
	SOCIAL SECURITY#



	WORK PHONE #


	CELL PHONE #
	MARITAL STATUS



	SUBSCRIBER  NAME  (IF DIFFERENT FROM ABOVE)


	SEX:    M        F
	DATE OF BIRTH

	EMPLOYER ADDRESS



	PRIMARY INSURANCE


	SUBSCRIBER NAME 
	SUBSCRIBER ID NO.

	SECONDARY INSURANCE


	SUBSCRIBER NAME 
	SUBSCRIBER ID NO.

	EMERGENCY CONTACT NAME


	PHONE NUMBER

	PRI   PRIMARY   PHYSICIAN AND PHONE #


	REFERRING PHYSICIAN AND PHONE #




I hereby assign the benefits due me through my insurance carrier to G.I. Consultants, P.c. for services rendered.  I also authorize and instruct my insurance carrier to make payments of authorized benefits to G.I. Consultants, P.C.I understand that I am fully responsible for all charges not paid by the insurance company.  I authorize release of all Medical Information required to process this claim.

___________________________________
_______________

Signature of Patient or Responsible Party

Date

                                                      G.I. Consultants, P.C.

10861 Cherry St, Suite 107

Los Alamitos, CA 90720

(562) 430-4449

CONSENT TO TREATMENT

For: _______________________________________



         Name of Patient

1. CONSENT TO TREATMENT:  The undersigned consents to health care encompassing 
routine diagnostic procedures, medical treatment, and other health services rendered to the patient by G.I. Consultants, P.C.

2. NO GUARANTEES:  It is understood that the practice of medicine and surgery and the rendering of health care is not an exact science and that no guarantees have been made as to the results of treatments, examinations or other health services rendered by G.I. Consultants, P.C.

3. RELEASE OF INFORMATION:  The undersigned agrees that, to the extent necessary to determine liability for payment and to obtain reimbursement, G.I. Consultants,P.C. may disclose portions of the patient’s records, including his/her medical records, to any person or entity which is or may be liable, for all or any portion of medical charges. Special permission is needed to release this information where the patient is being treated for alcohol or drug abuse.

4. ASSIGNMENT OF INSURANCE BENEFITS:  The undersigned agrees that, to the extent 
necessary to determine liability for payment and to obtain reimbursement, G.I. Consultants, P.C., may disclose portions of the patient’s records, including his/her medical records, to any person or entity which is or may be liable, for all or any portion of medical charges.  Special permission is needed to release this information where the patient is being treated for alcohol or drug abuse.

5. CERTIFICATION:  The undersigned certifies that he/she has read the foregoing, received a copy thereof, and is the patient, the patient’s legal representative or is duly authorized by the patient as the patient’s general agent to execute this Agreement and to accept its terms.

____________________


_____________________________

Date and Time of Signing



SIGNATURE 

            Patient/Guardian/Conservator/Other                       

Witness _________________

If signed by other than patient,

 



                  Indicate relationship: ______________                                              
G.I. Consultants, P.C. 

10861 Cherry St, Ste 107

Los Alamitos, CA 90720

(562) 430-4449





FINANCIAL POLICY

____1. I understand that I am required to pay for all charges for the date(s) the service(s) are rendered, unless I am covered by an active health plan in which GI Consultants, PC is a participating physician and I am receiving a service that I know is covered by my policy.

____2. I understand GI Consultants, PC accepts personal checks, money orders or cash. If my check is returned by the bank unpaid, I will be charged a $ 50 service fee which will be due and payable within three days, along with the amount of the original check.

____3. If my account exceeds 60 days, I understand that I am in a collection status and finance charge equal to 18% per month may be added to my account.





MEDICAL INSURANCE POLICIES

____1. . I understand that I am ultimately responsible for my account in full, even though I have medical insurance. Should there be a problem with my insurance company not paying in a timely manner or for the correct amount, I agree to pay the doctor and settle my differences with my insurance company.

____2. I will pay co-pays, deductibles or percentages due on the date of service, or in the case of a procedure / surgery, I will pay my portion prior to the service.

____3. There will be a $3 surcharge if I don’t pay my copay on the day of the service.

____4. If I don’t notify the office of cancellation for a procedure 48 hours prior to a procedure, there will be a $ 50 charge I will be responsible to pay GI Consultants, PC.

____5. If I don’t notify the office of cancellation for an office visit 24 hours prior to my office visit, there will be a $ 25 charge I will be responsible to pay GI Consultants, PC.

____6. I hereby authorize payment directly to GI Consultants, PC of the insurance benefits otherwise payable to me for the service(s) I will receive. I understand that I am financially responsible for charged not covered by this authorization. I also authorize that a photographic copy of this authorization is as valid as the original.

____7. I hereby authorize disclosure of my medical information to my stated insurance company for the purpose of obtaining payment for the service(s) rendered.

NAME




SIGNATURE



DATE
	NOTICE OF PRIVACY PRACTICES ACKNOWLEDGMENT


                                         G.I. Consultants, P.C.

10861 Cherry St, Suite 107

Los Alamitos, CA 90720

(562) 430-4449

I understand that under the Health Insurance Portability & Accountability Act of 1996 (“HIPPA”), I have certain rights to privacy regarding my protected health information.  I understand that this information can and will be used to:

· Conduct, plan and direct my treatment and follow-up among the multiple health care providers who may be involved in that treatment directly and indirectly.

· Obtain payment from third-party payers.

· Conduct normal health care operations such as quality assessments and physician certifications.

I have received, read and understand your “Notice of Privacy Practices” containing a more complete description of the uses and disclosure of my health information.  I understand that this organization has the right to change its “Notice of Privacy Practices” from time to time and that I may contact this organization at any time at the address above to obtain a current copy of the “Notice of Privacy Practices.”

I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment or healthcare operations.  I also understand you are not required to agree to my requested restrictions but if you do not agree then you are bound to abide such restrictions.  

Patient Name__________________________________________________________
Signature_______________________________________________________________

Date _________________________________________________________________
OFFICE USE: I attempted to obtain the signature of the patient or patient’s representative acknowledging the receipt of the “Notice of Privacy Practice” for G.I. Consultants, P.C. but was unable to do so, as documented below:
	Date
	
	Initials
	
	Reason:


                                                      G.I. Consultants, P.C.
10861 Cherry St, Suite 107

Los Alamitos, CA 90720

(562) 430-4449

MEDICAL HISTORY

NAME _________________________________________ AGE _________ DATE

What digestive problems are you currently having?

_________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

ARE YOU EXPERIENCING:

Indigestion or ulcer pain?  __________________________________________________
Abdominal pain?  _________________________________________________________

Nausea, vomiting?  ________________________________________________________

Heartburn?  ______________________________________________________________

Difficulty swallowing?  ____________________________________________________

Change in bowel habits, constipation or diarrhea?  _______________________________

Blood in the stool?  _______________________________________________________

Change in stool caliber?  ___________________________________________________

Rectal pain or discharge?  __________________________________________________

Hemorrhoids?  ___________________________________________________________

HAVE YOU EVER HAD:

An ulcer?  _______________________________________________________________

Gallstones?  _____________________________________________________________

Liver disease or hepatitis?  Blood transfusions?  Pancreatitis? ______________________

Ulcerative colitis or Crohn’s disease?  Colon polyps?  ____________________________

Rectal problems?  _________________________________________________________

HIV/AIDS?  _____________________________________________________________

HAVE YOU TRAVELED IN THE PAST TWO YEARS?  _______   
Where?  __________

HAVE YOU HAD ANY ANTIBIOTICS IN THE PAST YEAR?  ______________________
PATIENT NAME _________________________
Any recent weight loss?__________  

 If yes, any change in appetite? ________________

Current Weight __________
      1 Month Ago _________        6 Months Ago _______

Please list any past medical problems for which you have been under treatment.

1.  _________________________________
4.  _________________________________

2.  _________________________________
5.  _________________________________

3.  _________________________________
6.  _________________________________

Please list any prior hospitalizations or surgeries:

YEAR
                   PROBLEM

OPERATION
     HOSPITAL
1.________     ___________________     __________________     _____________

2.________
___________________    __________________     _____________  

3.________
___________________    __________________     _____________ 

4.________
___________________    __________________     _____________ 

5.________
___________________    __________________     _____________ 

Please list all medications / pills that you take.  Please list everything even if you only take occasionally.

1. ________________________________        5.    ______________________________

2. ________________________________        6.    ______________________________

3._________________________________       7.    ______________________________

4.__________________________________     8.    ______________________________

What medications are you allergic? _________ 

Any other allergies?________________________

Any bleeding tendency or disorder of blood clotting? _____________________

Do you require antibiotics prior to dental work? _______ Any mouth or throat trouble?_____ Any eye trouble? ____________________ Do you have Glaucoma?____

Any trouble with heart, lungs or blood vessels?
Heart murmur? __________

 Rapid or irregular heart beat? _______

Shortness of breath or trouble breathing?_______  Swelling of ankles or feet? _________

Persistent cough or coughed up blood? ________  Pain or pressure in chest? 

PATIENT NAME ________________________
Lung disease? (Explain) _______________________________________

Any skin problems? (Explain) __________________________________

Any fever or chills? (Explain) ___________________________________

Any trouble with urinary system? _______

Painful or burning urination, or infection? ____________________________________

Blood (red or brown) in urine? ______________________________________________________

Difficulty passing urine? ___________________________________________________________

Difficulty holding urine? ___________________________________________________________

Any trouble with bones, joints? ___ Bursitis? ___ Gout? ___ Arthritis? ___ Backache? ___ Stiff neck? __

Any neurologic or muscular trouble? _______

Dizziness, fainting, loss of balance? (Explain) __________________________________________

Headaches? _____________________________________________________________________

Tremor, paralysis, loss of strength? (Explain) __________________________________________

Psychiatric problems(Explain)_______________________________________________________

Is there a family history of:

Colon cancer or polyps? ______________  Stomach cancer? ________  Other cancers? ________

Gallstones? __________ Ulcer disease? ________ Ulcerative colitis or Crohn’s disease? ________

Other gastrointestinal disorders? (Explain) ____________________________________________

Do you have children? __________ How many? _________ Do they have any known medical problems? (Explain) ____________________________________________________________________________

Do you smoke? ___________ If yes, how much? __________ How long? __________

Have you ever smoked? ____________ Year quit? ___________

How many alcoholic beverages do you consume per week? ______________________

How many caffeinated beverages do you consume per day? ______________________
Comments:______________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
