North Texas Triangle Gastroenterology, P.A.

Patient Demographics

_________________________________________________________________

Patient Name

_________________


___________________________________

Date of Birth


Social Security #
_________________________________________________________________

Address

_________________________________________________________________

City, St, Zip

___________________
________

Drivers License #

State

___________________
___________________
_________________

Home phone


Work phone


Cell phone

Marital Status: S M D W

______________________________

If married Spouse’s Name

______________________________

_______________________

If minor: Name of Parent or Guardian  
Date of Birth
__________________________________

_______________________

Name of Primary Care Doctor


Phone number
__________________________________

_______________________

Emergency Contact Person


Phone number
(not living with you)

__________________________________

_______________________
Signature





Date
Please answer the following questions. (Please Print)

What brings you to our office today?_______________________________________

Please list any medications that you might be allergic to. (If none please write NKDA)
_______________________________________________________________________

Please list any medications that you are currently taking.

(Please include blood thinners you take such as: Coumadin, Plavix, Aspirin, and/or Ibuprofen)   Example of medication: Nexium  40mg  2 per day

1.




6.




11.


2.




7.




12.

3.




8.




13.


4.




9.




14.


5.




10.




15.

Please check the following that may apply:

Past Medical History
_Congestive Heart Failure



_Iron Deficiency Anemia

_Asthma





_Coronary Artery Disease

_Colon Cancer 




_High Cholesterol

_COPD





_High blood pressure

_Diabetes





_Irritable Bowel Syndrome

_GERD/Acid Reflux




_Other (Please specify)








_________________________

Surgical History
_Appendectomy




_Cholecystectomy




_Hysterectomy




_Colectomy

_Adenoidectomy 




_Other (Please specify)

_ Tonsillectomy




_________________________





Family Medical History

_Alcoholism





_Diabetes

_Colon cancer (Please note who)


_Hepatitis C

_COPD





_Hypertension

_Gallstones





_Asthma

_Depression





_Other (Please specify)








__________________________

Please check yes or no.
Do you smoke? (If yes how many per day)


No___Yes__________

Do you use smokeless tobacco? 



No___Yes__________
Do you drink alcohol? (If yes how many times per week)   
No___Yes__________


_____________________________________________________
Name____________________________________

Please check the following that apply.

Constitutional
_Chills

_Fatigue

_Fever 

_Night Sweats

_Weight gain (unintentional)

_Weight loss (unintentional)

Cardiovascular (Heart and Circulation)

_Chest pain

_Dizziness

_Palpitations/irregular heartbeat

_Swelling of feet and ankles

_Episodes of fast heart rate

Respiratory (lungs and breathing)

_Chronic Cough

_Shortness of breath

_Coughing up blood

_Wheezing
Weight and Height

________LBS

Gastrointestinal (Stomach, intestines, digestion)

_Abdominal pain

_Acid reflux

_Loss of appetite

_Abdominal bloating

_Difficulty swallowing

_Constipation

_Diarrhea

_Heartburn

_Hemorrhoids

_Dark, tarry stools

_Nausea

_Vomiting

Psychiatric

_Anxiety

_Depression

_Feeling stressed

_Personality change

_Mood swings

_ PMS (premenstrual tension)

_Difficulty concentrating

_Sleep disturbance

_Suicidal thoughts

________Inches
Patient Consent
In the course of providing care to you, we create, receive, and store health information that identifies you.  It is often necessary to use and disclose this health information to order to treat you and to obtain payment for our services.

We have a comprehensive Notice of Privacy Practices that describes these uses and disclosures in detail.  You are able to refer to this Notice at any time.  As described in our Notice of Privacy Practices, the use and disclosure of your health information for treatment purposes not only includes care and services provided here, but also disclosures of your health information may be necessary or appropriate for you to receive follow up care from another health care professional.  Similarly, the use and disclosure of you information for purposes of payment includes our submission of your health information to a billing agent or vendor for processing claims or obtaining payment; our submission of claims to third part payers or insurers for claims review, determination of benefits and payment; our submission of your health information to auditors hired by third party payers and insurers, among other aspects of payment described in our Notice of Privacy Practices.  Our Notice of Privacy Practices will be updated whenever our privacy policies change.  You can receive an updated copy from our administrator.

When you sign this consent, you signify that you agree that we can, will use, and disclose your health information to treat you and to obtain payment for our services provided to you.  We may decline treatment should not sign this.

Please initial the three small lines below and place your signature on the bottom line along with the date.  Our front receptionist will sign as a witness.

_________My signature on this form will serve as a “SIGNATURE ON FILE” for processing any applicable insurance claims.  I understand my insurance may deny benefits if determined I received an examination too frequently or received examinations by separate doctors for the same illness.  I agree to pay for services that my insurance deems my responsibility. 

_________I agree to pay my co-payment and/or deductible at the time services are rendered.  I also understand that I will prepay my portion (deductible or co-payment) to Dr. Quan for surgeries/procedures that are schedule for me.

_________Procedures such as but not limited to: EGD, Colonoscopy, Manometry, and etc….do not include a post operative period.  This means that I may be responsible for a co-payment.

_______________________________________________

__________________

Signature







Date

_______________________________________________

Witness
