PATIENT INFORMATION FORM: 

PRINT THIS QUESTIONNAIRE  AND FILL OUT COMPLETELY
 

Where did you hear about us?    ____ Doctor referred ____ Patient/Family ___Yellow Pages ___Brochure ___Radio ____Newspaper ____ Internet/Web Search  ____Insurance Co. ____Billboard ____Hospital ___ Dr./Nurse/ER ___Health Fair ____Employee (Who________)
Patient Name: _________________________________________________________  Home Phone: _______________________________
Address: ______________________________________________________________  Cell #: _____________________________________
PO BOX:________________                City: ___________________________________ State: _____________  Zip: __________________ 
Social Security Number: __________________________  DOB: _______________ Sex:  M / F    Family Doctor: ____________________
Employer: ____________________________ Employer Phone: ___________________ Marital Status: __Single __Married __Divorced __Widow __Child

Who to contact in case of an emergency:_________________________________________________ Phone Number: ______________________________

Is there someone other than yourself that we may give medical, billing or prescription information to on your behalf, if you are unavailable?     Yes  /  NO         NAME: ____________________________________________ RELATION: __________________________

Can we leave normal test results on a voicemail if you are unavailable? YES  /  NO:  If we are allowed to leave results what phone number should we call to leave the message: #1________________________ #2____________________________

If you would you like to receive appointment reminders, normal test results or correspondence via e-mail if the staff has been unsuccessful in reaching you by phone please enter your e-mail address: _____________________________________________________

INSURANCE INFORMATION (WE WILL ONLY FILE PRIMARY AND SECONDARY INSURANCE)

	Primary Ins: (Insurance that pays first)

Ins. Name: _______________________________________________
Policy ID Number: ________________________________________
Group #: ________________________________________________
Who is the Insured? ______________________ DOB: ____________
Relationship to Patient: Self___Spouse___Child____
	Secondary Ins: (Insurance that pays second)

Ins. Name: _____________________________________________
Policy ID Number: ______________________________________
Group #: ______________________________________________
Who is the Insured? ___________________ DOB: ___________
Relationship to Patient: Self___Spouse___Child____


I agree and authorize treatment as deemed necessary by Advanced Gastroenterology and/or Summit Endoscopy center. I hereby assign all medical/surgical benefits to which I am entitled to Advanced Gastroenterology and/or Summit Endoscopy Center.  If I hold Medicare and/or Medigap insurance, I request payment be made on my behalf to Advanced Gastroenterology and/or Summit Endoscopy Center for any services furnished to me. This assignment will remain in effect until revoked by me in writing. A photocopy of this is considered as valid as an original. I understand that I am financially responsible for all allowed charges and co-payments that are not paid by my insurance company. I hereby authorize said assignee to release all information necessary for determination of benefits to my insurer or healthcare financing administration. In the event that I am denied coverage for any reason I will make arrangements to pay any bills within 90 days unless other financial arrangements have been made with the billing office, practice manager or physician. I authorize Advanced Gastroenterology and/or Summit Endoscopy Center to furnish my insurance company, physicians or my attorneys any information and/or opinions which they request or a photocopy of the same. 

I have been offered and/or received a copy of the notice of Privacy Practices. I understand that this notice may be changed from time to time and I may request a copy at any time.

____________________________________________________________________                     Date: _______________________

            Signature of Patient or Responsible Party

DO YOU HAVE A LIVING WILL/ADVANCE DIRECTIVE?    YES       NO (Please Circle One)  Would you like more information?   YES   NO

Allergies:

□  NONE
□  Codeine
□  Iodine
□  Morphine
□  Penicillin
□  Quinalones

□  Sulfa

□  Aspirin
□  Demerol
□  Latex

□  Mycin Drugs
□  Phenergan
□  Radio-Contrast Dye    
 Shellfish

□  Other ____________________

	Social History Marital Status:

□  Single
□  Separated
□  Married
□  Divorced
□  Widowed
	Number of Children:
 □  1 □  2 □  3 □  4 □ 5 □  6+ □  None


Social History Occupation:







Patient occupation:  ___________________________________  
□  Veteran  /  Retired
□  Student  /  College  Student

Past or Present Medical Problems:

□  NONE

□  Chronic Constipation
□  Esophageal Varices
□  Hepatitis A

□  Parkinson’s Disease


□  Alzheimer’s

□  Cirrhosis

□  Fatty Liver

□  Hepatitis B

□  Seizure


□  Anal Fissure

□  Colon Cancer

□  Fibromyalgia 

□  Hepatitis C

□  Sexually Transmitted





      Year ______

       
                      



    Disease

□  Anemia

□  Colon Polyps

□  Gallstones

□  Hiatal Hernia

□  Sleep Apnea


□  Anxiety

□  COPD/Emphysema
□  Gastroparesis

□  High Blood Pressure
□  Stomach/Duodenal













        Ulcer

□  Arthritis

□  Coronary Artery
□  Gout


□  High


□  Thyroid Disease




         Disease




Cholesterol/Triglycerides

□  Asthma

□  Crohn’s Disease
□  Headaches

□  HIV/AIDS

□  Transient Ischemic













        Attack

□  Autoimmune 

□  Depression

□  Heart Attack

□  Irregular Heart Beat
□  Tuberculosis

        Hepatitis

        

□  Barrett’s Esophagus      □  Diabetes

□  Heart Mumur

□  Irritable Bowel

□  Ulcerative Colitis










       Syndrome

        

□  Breast cancer

□  Diverticulitis

□  Heartburn/Reflux
□  Lupus

□  Upper GI Bleeding

□  Cancer
□  Endometreosis

□  Hemochromatosis
□  Manic/Bipolar

□  Valvular Heart













        Disease

□  Celiac Disease

□  Esophageal Stricture
□  Hepatitis - Drug
□  Pancreatic Cyst








         Related

□  Other ______________________________

SURGERIES 

Have you ever had a colonoscopy? ____YES- Year______       ______ NO
Please list any surgeries that you have had in the past:
	Surgery
	Year
	Surgery
	Year

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


RECREATIONAL
Tattoos:

Do you have any tattoos?   YES   NO
Where? _______________________________________ Year(s): ________________________

Social History Recreational Drugs:

□  I have never used recreational drugs
□  I currently use recreational drugs
  Type____________________________________


□  I have been treated for substance abuse
□  I have used recreational drugs in the past
Type _____________________________
	Social History Alcohol:
□  Never      □  More than 2 days/week

□  Rarely     □  Less than 2 days/week

□  Daily       □  I quit using alcohol
	Social History Tobacco:

□ Cigarettes/Cigar  How much? _________________

□  I use tobacco products                   □  I have never used tobacco

□  I quit using tobacco products


REVIEW OF SYSTEMS
Gastrointestinal:

□  NONE

□  Bloating

□  Difficulty Swallowing
□  Painful stools

□   Soiling incontenence

□  Abdominal Pain
□  Change in

□  Flatuence

□  Painful Swallowing
□   Vomiting

   


       Bowel Habits


    

     

□  Belching

□  Constipation

□  Heartburn

□  Rectal Bleeding

□  Black Stools

□  Dairy Intolerance
□  Mucous in stool
□  Rectal protusions

□  Black tarry stools
□  Diarrhea
□  Nausea
□  Rectal urgency
□  Other ____________________

	Neurological:
□  NONE

□  Headaches
□  Dizziness

□  Loss of consciousness
□  Fainting

□  Other _________________
	Endocrine:

□  NONE

□  Heat intolerance      □  Cold intolerance

□  Excessive thirst
□  Other __________________


	Constitutional:

□  NONE

□  Weight gain
□  Fatigue

□  Weight loss
□  Fever
                             □  Loss of Appetite
	Psychiatric:

□  NONE
□  Difficulty Sleeping      □  Anxiety/Panic

□  Depression
□  Other ___________________________


	Eyes:
□  NONE

□  Visual decline
□  Eye pain
□  Light sensitivity
□  Other _________________
	Hematologic: 

□  NONE

□  Prolonged bleeding

□  Abdominal blood clotting
□  Easy bruising

□  Other __________________


	Ears, Nose and Throat:
□  NONE

□  Nose bleeds

□  Hearing loss

□  Sore throat  /  Difficulty swallowing
□  Hoarseness

□  Other _________________
	Musculoskeletal: 

□  NONE

□  Muscle pain        □  Back Pain

□  Joint Pain

□  Other ____________________


	Respiratory:
□  NONE

□  Painful breathing

□  Chronic cough                □  Coughing blood


□  Other _____________________________________________
	Immunologic: 

□  NONE

□  Strong Allergic Reactions

□  HIV Exposure
               □  Urticaria

□  Persistent Infections
□  Other ____________________


MEDICATIONS
Please list your medication(s), strength, and when taken

	MEDICATION
	STRENGTH
	HOW IT IS TAKEN

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


PHARMACY

What pharmacy do you use for all of your new prescriptions and refills?

Name: ______________________________________  City: ____________________ Phone: ___________________
FAMILY HISTORY
Family History:




Father

Mother

Children
Brother(s)
Sister(s)
             Grand Parents

Anemia
□  
□  
□  
□  
□  
□  
  

Breast Cancer
□  
□  
□  
□  
□  
□  

Colon Cancer
□  
□  
□  
□  
□  
□    

      Age at Diagnosis
____
____
____
____
____
______

Colon Polyps
□  
□  
□  
□  
□  
□    

Diabetes
□  
□  
□  
□  
□  
□    

GI Disorders
□  
□  
□  
□  
□
□  
Gout
□  
□  
□  
□  
□  
□  
  

Heart Trouble
□    
□  
□  
□  
□   
□  

Hepatitis A
□  
□  
□  
□  
□  
□  

Hepatitis B
□  
□  
□  
□  
□  
□  

Hepatitis C
□  
□  
□  
□  
□  
□  

High Cholesterol
□  
□  
□  
□  
□  
□  

Hypertension
□  
□  
□  
□  
□  
□  
  

Infections
□  
□  
□  
□  
□  
□  
  

Lung Cancer
□  
□  
□  
□  
□  
□  
  

Neurologic
□  
□  
□  
□  
□  
□  
 

Prostate Cancer
□  
□  
□  
□  
□  
□  
 

Psychiatric
□  
□  
□  
□  
□  
□  
 

Renal
□  
□  
□  
□  
□  
□  
  

Stomach Cancer
□  
□  
□  
□  
□  
□  

Thyroid Disease
□  
□  
□  
□  
□  
□  

Other
_________
_________
_______
​​​​_______
_______
________

