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PATIENT INFORMATION 

Date:    NEW PATIENT FOLLOW UP  

Patient:       
 LAST FIRST MI PREFERRED TITLE  

 MALE   FEMALE  SINGLE   MARRIED   DIVORCED   WIDOWED 

Patient Date of Birth:  Patient SSN:   

Address:    

 ADDRESS LINE 1    
  HOME:   

 ADDRESS LINE 2 CELL:   

    OTHER:   

 CITY ST ZIP CODE FAX:   

E-Mail:     

    Referral? Yes  No Referred by:   
 

 

EMERGENCY INFORMATION 

In case of emergency, please provide information for the nearest relative or designated contact person not at the patient’s 
address: 
   Tel:   
 NAME RELATIONSHIP    

 

EMPLOYMENT INFORMATION 

Employer:  Occupation:   

Address:    

 ADDRESS LINE 1 WORK:                               X    

  DIRECT:   

 ADDRESS LINE 2 OTHER:   

    PAGER:   

 CITY ST ZIP CODE FAX:   

E-Mail:     
 

 

INSURANCE INFORMATION 
INSURANCE: MEDICAID        MEDICARE          HMO  

PRIMARY INSURANCE CARRIER: 
PPO      SELF PAY      OTHER  

Policy Number:  DATE OF BIRTH:   

Subscriber Name:  SUBSCRIBER SSN:   

Subscriber Employer:       
       

INSURANCE: MEDICAID        MEDICARE          HMO  
SECONDARY INSURANCE CARRIER: 

PPO      SELF PAY      OTHER  

Policy Number:  DATE OF BIRTH:   

Subscriber Name:  SUBSCRIBER SSN:   

Subscriber Employer:     
       

PHARMACY INFORMATION 

Pharmacy Name:    PHARMACY #:  CITY/STATE 

 

AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN: I hereby authorize payment directly to the physician of the surgical or 
medical benefits. I am responsible to pay no-covered services. 
 
AUTHORIZATION TO RELEASE INFORMATION: I hereby authorize the physician to release any information acquired in course 

of my treatment necessary to process insurance claims, 
 
Signature:____________________________________________________________  Date:_____________________________
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PRIMARY CARE PHYSICIAN 

Primary Care Physician :  Telephone:   

 

Clinic/Facility: 

     First                                      Last  

Address:   

     
 CITY ST ZIP CODE  
 

 

PAST MEDICAL HISTORY 
 

ALL PATIENTS:  DO YOU HAVE, OR HAVE YOU EVER HAD ANY OF THE FOLLOWING? (CHECK ALL THAT APPLY): NONE  

ANEMIA  COPD  HIGH BLOOD PRESSURE  PHLEBITIS 

ARTHRITIS 

 ASTHMA  

 ATRIAL FIBRILLATION 

 BARRETT’S ESOPHAGUS 

 CORONARY ARTERY DISEASE 

 CROHN’S DISEASE  

 DEPRESSION 

 DIABETES 

 HIGH CHOLESTEROLS 

 HIV OR AIDS 

 IRREGULAR HEART BEAT 

 IRRITABLE BOWEL SYNDROME 

PNEUMONIA 

PROSTATE ENLARGEMENT 

PSORIASIS  

RHEUMATIC FEVER  

 BLEEDING DISORDER  DIVERTICULITIS  KIDNEY DISEASE/ FAILURE SCIATICA 

 BLOOD TRANSFUSION  FATTY LIVER  LIVER DISEASE SEIZURES 

 CANCER  GALLBLADDER DISEASE  NEUROLOGIC DISORDERS SLEEP APNEA 

 CHRONIC ANXIETY  GASTRITIS  OSTEOPOROSIS STROKE 

 CHRONIC SINUSITIS  GERD (REFLUX)  OVARIAN CYST TB ( TUBERCULOSIS) 

 CIRRHOSIS  GI BLEEDING  PANCREATITIS THYROID DISORDERS 

 COLON CANCER  HEART ATTACK  PARKINSON'S DISEASE ULCERATIVE COLITIS 

 COLON POLYPS  HEART MURMUR  PEPTIC ULCER VASCULAR HEART DISEASE 

 CONGESTIVE HEART FAILURE  HEPATITIS OTHER – PLEASE LIST:       

 CONSTIPATION  HIATAL HERNIA OTHER – PLEASE LIST:   

FEMALE PATIENTS: Y N Currently nursing? Y N Currently pregnant? Due Date:   
SURGERIES/ PROCEDURES                            

ALL PATIENTS:  DO YOU HAVE, OR HAVE YOU EVER HAD ANY OF THE FOLLOWING? (CHECK ALL THAT APPLY): NONE  

APPENDECTOMY  EGD KIDNEY SURGERY SMALL BOWEL RESECTION 
BARIUM ENEMA ERCP LIVER BIOPSY STOMACH SURGERY 
BREAST SURGERY GALLBLADDER SURGERY OBESITY SURGERY  THYROID SURGERY 
CAPSULE ENDOSCOPY HEART BYPASS OVARIAN SURGERY TONSILLECTOMY 
CHOLECYSTECTOMY HEART VALVE REPLACEMENT PACEMAKER PLACEMENT TUBAL LIGATION 
COLON SURGERY HEMORRHOID SURGERY  PROSTATE (TURP) ULCER SURGERY 
COLONOSCOPY HIATAL HERNIA REPAIR RADIATION THERAPY UPPER GI SERIES X-RAY 
COLOSTOMY HYSTERECTOMY SIGMOLDOSCOPY UTERINE SURGERY 
C-SECTION JOINT REPLACEMENT  OTHER – PLEASE LIST:  

  OTHER – PLEASE LIST:  
    

                                      SOCIAL  HISTORY   
 

 

MARITAL STATUS: MARRIED SINGLE                                         DIVORCED                WIDOWED 

OCCUPATION:  UNEMPLOYED            RETIRED  

SMOKING HISTORY: NEVER YES; _____ PACK A DAY FOR ____YEARS; QUIT   (HOW LONG) 

OTHER TOBACCO USE: NO YES; DETAILS:  

ALCOHOL USE: 
DRUG USE: 

EXERCISE HABITS: 

RECENT TRAVEL OUTSIDE US: 

CAFFEINE USE 

VOLUNTARY TATTOO  

NO 

NO 

NO 

NO 

NO 

NO 

YES; AMOUNT PER DAY 

YES; SPECIFY DRUGS AND AMOUNTS 

YES; HOW MUCH AND HOW OFTEN 

YES; WHERE 

YES; HOW MUCH AND HOW OFTEN 

YES; WHEN 
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                         FAMILY HISTORY   

  FATHER MOTHER BROTHER/ SISTER         OTHER  

COLON POLYPS          

COLON CANCER    

GASTRIC ULCER DISEASE    

LIVER DISEASE    

PANCREAS DISEASE    

CROHN’S DISEASE    
ULCERATIVE COLITIS    

STOMACH CANCER    

DIABETES MELLITUS    

HEART ATTACK    

BREAST CANCER 
OTHER CANCER 
OTHER: 

 
 
 

 
 
 

 
 
 

 

ALL PATIENTS:  ARE YOU ALLERGIC TO OR HAVE YOU EVER HAD ANY REACTION TO THE FOLLOWING? 
(CHECK ALL THAT APPLY): 

ASPIRIN CODEINE LACTOSE INTOLERANCE SLEEPING PILLS NONE  

ANESTHETIC – LOCAL DAIRY METAL SENSITIVITY SULFA DRUGS 
BARBITURATES LATEX NITROUS OXIDE SEDATION PENICILLIN/OTHER ANTIBIOTICS 
OTHER – PLEASE LIST:   

 

MEDICATION INFORMATION 

ALL PATIENTS:  ARE YOU CURRENTLY TAKING ANY OF THE FOLLOWING? (CHECK ALL THAT APPLY): NONE  

ANTIBIOTICS/SULFA DRUGS ANTIHISTAMINES/ALLERGY DAILY ASPIRIN BLOOD PRESSURE MEDICATIONS 
BLOOD THINNERS CANCER/CHEMO MEDICATIONS CORTISONE/STEROIDS HEART MEDICATION/DIGITALIS 
INSULIN NITROGLYCERIN ORAL CONTRACEPTIVES OSTEOPOROSIS MEDICATIONS 
OTHER DIABETIC MEDICATIONS RECREATIONAL DRUGS THYROID MEDICATIONS TRANQUILIZERS 
OTHER (PLEASE LIST BELOW)    

DRUG NAME DOSAGE REASON PRESCRIBED 

   

   

   

   

   

   

   

 

 
 
 

ETHNICITY / RACE / LANGUAGE 

   

ETHNICITY 
 

RACE  PREFERRED LANGUAGE 

HISPANIC OR LATINO AMERICAN INDIAN OR ALASKA NATIVE  ENGLISH  
NOT HISPANIC OR LATINO ASIAN  SPANISH 
ETHNICITY NOT KNOWN BY PATIENT BLACK OR AFRICAN AMERICAN  OTHER  
DECLINED TO SPECIFIC ETHNICITY NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER 

WHITE 
  

ADDITIONAL LANGUAGE 
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REVIEW OF SYSTEMS 
 

CHECK ALL THAT APPLY AT THE PRESENT TIME: NONE  

GENERAL RESPIRATORY MUSCULOSKELETAL ENDOCRINE 

CHILLS 

 FEVER  

 LOSS OF APPETITE 

 NIGHT SWEATS 

WEIGHT GAIN 

      AMOUNT? 

WEIGHT LOSS 

      AMOUNT? 

FEELING TIRED OR POORLY 

 

EYES 

WORSENING VISION 

BLURRED VISION 

VISION DISTORTION 

EYE PAIN 

 

OTOLARYRIGEAL 

SYMPTOMS 

EARACHE 

NASAL DISCHARGE 

 CHRONIC COUGH 

 WHEEZING  

 SHORTNESS OF BREATH 

 

GASTROINTESTINAL  
 ABDOMINAL SWELLING 

ABDOMINAL PAIN 

BELCHING 

BLACK STOOLS 

RED BLOOD IN BOWEL MOVEMENT 

CHANGE IN BOWEL MOVEMENT     

       FREQUENCY 

CONSTIPATION 

DIARRHEA 

DIFFICULTY SWALLOWING 

FATTY FOOD INTOLERANCE 

FULL AFTER EATING SMALL MEAL 

BLOATING/GAS 

HEARTBURN 

 HEMORRHOIDS 

 YELLOW SKIN OR EYES 

 JOINT PAIN 

 JOINT STIFFNESS 

 SWOLLEN JOINTS 

 LOW BACK PAIN 

MUSCLE PAIN 

 

SKIN SYMPTOMS 

PRURITIS (ITCHING) 

SKIN LESIONS 

RASHES 

 

NEUROLOGIC 

NUMBNESS OR TINGLING 

DIZZINESS/LIGHTHEADEDNESS 

VERTIGO 

HEADACHES 

WEAKNESS IN ARMS OR LEGS 

BLURRED VISION 

MEMORY LAPSES OR LOSS 

 
PSYCHLATRIC 

HEAT OR COLD  

      INTOLERANCE 

EXCESSIVE THIRST   

EXCESSIVE URINATION 

HOT FLASHES 

 

HEMATOLOGIC / 

LYMPHATIC 

EASY BRUISING  

     TENDENCY 

SWOLLEN GLANDS 

NOSEBLEEDS 

 

URINARY 

PAIN OF DIFFICULTY WITH  

    URINATION 

FREQUENT URINATION 

BLOOD IN URINE 

INCONTINENCE OF URINE 

 

GENITOREPRODUCTIVE 

 MOUTH SORES  GALLBLADDER DISEASE  ANXIETY FEMALE 

 BLEEDING GUMS  NAUSEA  DEPRESSION VAGINAL DISCHARGE 

 HOARSENESS  PAIN WITH SWALLOWING  PANIC ATTACKS HEAVY PERIODS 

 THROAT PAIN  DECREASE IN APPETITE  LOSS OF SLEEP DATE OF LAST PERIOD 

 FACIAL PAIN  RECTAL BLEEDING   

 SINUS PAIN  RECTAL PAIN   

  REGURGITATION OF FOOD  GENITOREPRODUCTIVE 

CARDIOVASCULAR 
 CHEST PAIN/DISCOMFORT 
 FAST HEART RATE 

SWELLING OF LEGS 

VARICOSE VEINS 

 INCONTINENCE OF STOOL 

VOMITING  

VOMITING BLOOD 

 MALE  
DISCHARGE FROM PENIS 

TESTICULAR PAIN 

TESTICULAR LUMP 

OTHER – PLEASE LIST:       OTHER – PLEASE LIST:       

OTHER – PLEASE LIST:  OTHER – PLEASE LIST:   
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Notice of Privacy Practice 
This notice apply to Specialty Gastro Center, LLC and all of its subsidiaries. This Notice describes how medical information about medical information about you 
may be used and disclosed and you can get access to this information. Please review it carefully. You have the right to obtain a paper copy of this Notice upon 
request. Patient health information under Federal Law, your patient health information is protected and confidential. Patient health information includes information 
about your symptoms, test results, diagnosis, treatment and related medical information. Your health information also includes payment, billing and insurance 
information. How we use your patient health information? We use health information about you for treatment to obtain payment and for health care operations, 
including administrative purposes and evaluation of the quality of care that you receive. Under some circumstances, we may be required to use some disclose the 
information even without your permission. Examples of treatment, payment and health care operations treatment; we will use and disclose your health information 
to provide you with medical treatments or services. For example, nurses, physicians and other members of your treatment team will record information in your 
record and use it to determine the most appropriate course of care. We may also disclose the information to other health care providers who are or may be 
participating in your treatment, to pharmacist or pharmacy personnel who are filling your prescription and to family members, significant other, health aid(s) or 
surrogates who are helping your care. Payment: We will use and disclose your health information for payment purpose. For example, we may need to obtain 
authorization from your insurance company before providing certain types of treatment. We will submit bills and maintain records of payments from your health 
plan. Health care operations: we will use and disclose your health information to conduct our standard internal operations, including proper administration of 
records, evaluation of the quality of treatment and to assess the care and outcomes of your case and others like it. Special uses: we may use your information to 
contact you with appointment reminders via phone, fax, email, postcard or letter. We may also contact you to provide information about treatment alternatives or 
other health related benefits and services that may be of interest to you. Other uses and disclosures: we may use or disclose identifiable health information about 
you for other reasons, even without your consent. Subject to certain requirements, we are permitted to give out health information without your permission for the 
following purposes: required by law or/and research. We may be required by law to report gunshot wounds, suspected abuse or neglect or similar injuries or event. 
Research: We may use or disclose information for approved medical research. 
Public Health Activities: as required by law, we may disclose vital statistics, diseases, information related to recalls of dangerous products and similar information 
to public health authorities.  
Health Oversight: We may be required to disclose information to assist in investigations and audits, eligibility for government programs and similar activities. 
Judicial and Administrative Proceedings: we may disclose information in respond to an appropriate subpoena or court order. 
Law Enforcement Purposes: subject to certain restrictions, we may disclose information required by law enforcement officials. 
Deaths: we may report information regarding death to coroners, medical examiners, funeral directors and organ donation agencies.  
Serious Threat to Health of Safety: we may have use and disclose information when necessary to prevent a serious threat to your health and safety or the health 
and safety of the public or another person. 
Military and Special Government Functions: if you are a member of the armed forces, we may release information as required by military command authorities. We 
may also disclose information to correctional institutions or for national security purposes. 
Workers Compensation: we may release information about you for workers compensation or similar programs providing benefits for work-related injuries or illness.  
In many other situations we may ask for your written authorization before using or disclosing any identifiable health information about you. If you choose to sign 
and an authorization to disclose information, you can later revoke that authorization to stop any future used and disclosure.  

Individual Rights 
You have the following rights with regard to your health information. Please contact the person listed below to obtain the appropriate form for exercising these 
rights.  

 Request Restrictions: you may request restrictions from certain usages and disclosures of your health information. We are not required to agree to such 
restrictions, but if we do agree, we must abide by those restrictions. 

 Confidential communications: you may ask us to communicate with you confidentially by, for example, sending notices to a special address or not using 
postcards to remind you of appointments. 

 Inspect and Copy: you have the right to inspect and copy the protected health information that we maintain about you in out designated records set for 
as long as we maintain that information. This designated record set includes your medical billing records, as well as any other records we use for making decision 
about you. Any psychotherapy notes that may have been included in your records we received about you are not available for your inspection or copying by law. 
We may charge you a fee for the costs of coping, mailing or other supplies used in fulfilling your request.  
 
If you wish to inspect or copy your medical information, you must submit your request in writing to our contact person. You may mail in your request or bring it to 
our office. We will have 30 days to respond to your request for information that we maintain at our practice site. If the information stored off site, we are allowed up 
to 60 days to respond but must inform you of this delay.  
Amend Information: if you believe that information in your record is incorrect or important information is missing, you have the right to request that we correct the 
existing information or add missing information.  
Accounting Discourse: you may request a list of instances where we have disclosed health information about you for reason other than treatment, payment or 
health care operations.  
Our legal Duty: We are required by law to protect and maintain the privacy of your health information, to provide this notice above our legal duties and privacy 
practices regarding protected health information and to abide by the terms of the notice currently in effect. 
Changes in Privacy Practice: we may change our policies at anytime. Before we made a significant change in our policy we will change our notice and post the 
new notice in the waiting area and each examination room. You can also request a copy of our notice at anytime. For more information about our privacy practices, 
contact the office manager at this location. 

Complains 
If you are concern that we have violated your privacy rights, or if you disagree with a decision we made about your records, you may contact the office manager at 
the location of your specialty gastro care physician. You may also send a written complaint to U.S. Department of Health and Human Services. You will not be 
penalized in any way for filling a complaint.  
 
Effective Date: December 1, 2006 
I,  hereby acknowledge receipt of the Notice of Privacy Practices given to me. 

Signature:  Date:   

Relation to patient*:                                                                                                                                                    

*(please provide legal validation of right to accept on behave of the patient) 
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Financial Policy 
Thank you for choosing Specialty Gastro Center as your health care provider. We are committed to providing you the 

best possible medical care. We would like to keep you informed of our current office and financial policies. We require 

you to read and sign this agreement. We will place a signed copy in your chart, and you may keep the original for 

future reference.  

 

Insurance: As a courtesy, our office will bill your insurance for the services you receive. We cannot bill your 

insurance company unless you give us your correct insurance information. Please understand that your medical 

insurance is a contract between you and your insurance company. We are not a party to that contract, and your bill is 

ultimately your responsibility whether your insurance company pays or not. We can often help with providing 

information to help get your claim paid, but if your insurance company has not paid your account in full within 45 

business days, it will then become your responsibility to pay the balance.  

 

Co-payments, deductibles and fees: All co-payments, insurance deductibles and fees for services not covered by your 

insurance policy are due at the time service is rendered. The co-pay cannot be waived, as it is a requirement placed on 

you by your insurance company.  

 

No insurance: Payment is due at the time of service. If you are unable to pay your balance in full, you must make prior 

arrangements with our Office Manager.  

 

Payment: We accept cash, personal checks, VISA, Master Card, Discover Card and American Express.  

 

Returned checks: A $30.00 charge will be added to your account for any check returned by your bank for any reason. 

This will be in addition to any charges applied by your bank.  

 

Missed appointments: If you are unable to keep your scheduled appointment, please call our office at least 24 hours in 

advance to cancel or to reschedule. This will allow us to provide that time slot to another patient.  

 

New patients who miss an appointment may reschedule, but after two missed appointments, the referring doctor’s 

office must call to reschedule. Established patients who miss an appointment may reschedule, but missing three 

appointments in a 12 month period may result in dismissal from our practice. Likewise, not showing up for an 

endoscopy appointment may also result in being dismissed from our practice.  

 

I have read the Specialty Gastro Center Financial Policy in full, and I understand and agree to this policy. I 

acknowledge full financial responsibility for services rendered by Specialty Gastro Center.  I understand that I am 

responsible for prompt payment of any portion of the charges not covered by insurance, including deductibles and co-

payments. I agree to reimburse the fees of any collection agency, which may be based on a percentage at a maximum of 

33% of the debt, and all costs, and expenses, including reasonable attorneys’ fees, we incur in such collection efforts. I 

understand that payment of co-payments is expected at the time of service, as well as any prior balance that I owe. I 

understand the policy regarding missed appointments. I also consent that the payment of authorized Medicare insurance 

benefits be made on my behalf directly to Specialty Gastro Center for any medical or endoscopic services furnished.  

 

 

_________________________     ______________________________    ________________   

Printed Name                                Signature of Patient                                 Date Signed 
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PATIENT CONSENT- PAYMENT AUTHORIZATION – SIGNATURE ON FILE 
 

 
To the best of my knowledge, all the preceding answers are correct.  If I have any changes in my health status of if my 
medication changes, I shall inform the doctor and staff at the next appointment without fail. 
 
 
I hereby authorize payment directly to Specialty Gastro Center, LLC of the medical benefits otherwise payable to me. 

 

I hereby authorize Specialty Gastro Center, LLC to release any information concerning my health or medical care, advice, 
treatment, or supplies provided. This information is to be used in administering medical claims and/or discussing 
treatment options with other medical professionals. 

 
I understand and agree that (regardless of my insurance status) I am ultimately responsible for the balance on my account 
for any professional services rendered.  
 
 

By signing below, I acknowledge that I have read and understand the statements mentioned above. 
 

   Signature:_____________________________________________Date:______________________________ 

 
 

POWER OF ATTORNEY FOR HEALTH CARE 
 

 

1. Name: __________________________________________________ Phone Number:_____________________________ 

2. Name: __________________________________________________ Phone Number:_____________________________ 

3. Name: __________________________________________________ Phone Number:_____________________________ 

4. Name: __________________________________________________ Phone Number:_____________________________ 

5. Name: __________________________________________________ Phone Number:_____________________________ 

6. Name: __________________________________________________ Phone Number:_____________________________ 

7. Name: __________________________________________________ Phone Number:_____________________________ 

8. Name: __________________________________________________ Phone Number:_____________________________ 

9. Name: __________________________________________________ Phone Number:_____________________________ 

10. Name: __________________________________________________ Phone Number:_____________________________ 

   Signature:_____________________________________________Date:______________________________ 
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Authorization for Release of Protected Health Information 
 

 

Patient Name: _________________________________________________________ 
                                              Last                                             Initial                                                 First 

 

Date of Birth: ________________ Address: ______________________________________________ 

 

 

To: ______________________________________________________________________________ 

I have been a patient at the Practice or I am the patient’s authorized representative. I understand that the facility has legally 

protected health information about me or the person I represent. I understand that signing or not signing this form will not 

affect treatment I receive in any way. 

 

 

I hereby authorize release my records to: Specialty Gastro Center, LLC 
                                                                   (Name of individual, Facility, Agency, School, or Entity to Receive Health Information) 

 

 

____ Hospital/Doctor documents (H&P, op notes, discharge summary, etc) 

____ Lab Results 

____ Radiology Results (x-ray, CT, MRI, etc) 

____ Medication list 

____ The above information and/or the entire Medical Records which includes HIV-Related information. 

____The above information and / or the entire Medical Records including mental health, drug or alcohol treatment 

____ Entire Medical Record EXCLUDING HIV-Related, mental health, drug, or alcohol treatment 

____Other (specify): _______________________________________________________________ 

          From (date): ___________________________________to (date): _______________________ 

                                                 

 

 

 

I understand that this authorization is subject to revocation at any time, except to the extent that Specialty Gastro Center has 

already taken action in reliance upon it. A photocopy or facsimile of this authorization will be considered valid unless 

otherwise specified. I also understand and agree that this authorization will terminate as set forth above unless I revoke this 

authorization in writing delivered to the Privacy Officer. I understand that recipients may redisclose information which I have 

authorized them to receive. 

 

 

 

_________________________________  ___________      __________________________________  ________ 

Patient or Representative Signature                   Date             Witness                                                              Date 

(If representative, give relationship and authority to act)       (When required by policy or signing by mark) 

 

 

 

 

 

 

5340 N Federal Hwy, Suite 110                                                  1500 N University Drive Ste 100 

Lighthouse Point, FL 33064                                                     Coral Springs, Florida 33071 

Phone: 954-428-2480                                                           Phone: 954-428-2480 

                            Fax: 954-428-2904                                                                          Fax: 954-757-4003 


