Gastroenterology Specialists of Gwinnett, P.C,
PATIENT REGISTRATION
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T DATE:

Dr. Jennifer A, Curtis

PATIENT INFORMATION
PATIENT’S NAME: - SEX:M__F__AGE: __ DATE OF BIRTH:
ADDRESS: CITY: STATE: _ ZIP:
HOME PHONE: CELL / PAGER: SOC SEC #:
EMPLOYER: WORK # |
ADDRESS: CITY: _ STATE: ___ 7ZIP:
SPOUSE’S NAME: DATE OF BIRTH: SOC SEC #:
EMPLOYER: WORK #:

ADDRESS: CITY: STATE: 7IP;

PRIMARY INSURANCE INFORMATION

POLICY HOLDER: PATIENT LD. #:

POLICY HOLDER D.0.B.: “; RELATIONSHIP TO PT:

INSURANCE CO. NAME: CUSTOMER SERVICE #

SECONDARY INSURANCE INFORMATION

POLICY HOLDER: PATIENT 1D #:

POLICY HOLDER D.O.B.: RELATIONSHIP TO PT:

INSURANCE CO. NAME: CUSTOMER SERVICE #:

#*PRIMARY CARE PHYSICTAN #* **REFERRING PHYSICIAN **

NAME: PHONE #: _ NAME: PHONE:
EMERGENCY CONTACT INFORMATION-(Someone not living with you)

NAME: RELATIONSHIP: CONTACT #:

I authorize Gastroenterology Specialists of Gwinnett to release all information necessary to facilitate the processing of
all claims related to my care. I authorize use of this signature on all my insurance submissions. I understand I am
financially responsible for all charges for office visits and procedures: my insurance deductible, co-payment, and co-
insurance, and any balance not paid by my insurance company. I understand that in the event that endoscopy
procedures are performed, either at Northeast Endoscopy Center or at Gwinnett Medical Center, that a facility fee will
be charged and that any deductibles, copays, etc which may apply are my responsibility. Any amount not paid by
insurance is due in full within 30 days of the insurance payment. I understand that I am responsible for all charges
whether or not paid by insurance, including any collection fees, attorney fees, court costs, etc. should account be turned

owver to collections.

Signature of Patient (or parent, if minor) Date

I have been given the opportunity to review the Notice of Privacy Practices.

Signature of Patient (or parent, if minor) Date
#* MUST BE FILLED OUT TO PROCESS CLAIM**



Gastroenterology Specialists Of Gwinnett, P.C.
Jae W. Nam, M.D. Jennifer A. Curtis, M.D.

Iack Z. Martin, M.D. D. Brad Lord, M.D. W. Gordon Tanner, Jr, M.D.

Personal Histdry'

Patient Name:

Referred By: Primary Care Physician:

History of illness:
Please describe the problem(s) you are having:

Please list all past surgerles, hospltafizations, significant medical ilinesses, and cancers:

Medications - including herbal and vitamins:
Name of Med

Please circle any of these medicines that you have tried:
Zantag ; Tagamet ; Pepcid ; Axid ; Prevacid ; AcipHex ; Prilosec ; Protonix

-

DPrug Allergies:
Name of Medication:

Soclal History: )
Give detalls regarding current and past use of {estimate daily or weekly usags}):
Alcohol: Amount
Tobacgco: Amount

Family History (Blood Relative):

Is there a history of colon cancer/polyps? Y N Who:
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Patient Nama:
Review of Sysiems and Symptams:
Check sach bax that apatfies, and explain to the fAght ta accurataly ¢
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G Cther

Eyes
a a Glaueama
a c Vision Loss
O Other

Lungs
a g - Shoriness of 8reath
a g AsthmaAdheezing/Caugh
0O Other

Ganitournary
O a Ara yeou pragnant?

" Cate of last period

o o Racent/Frequent Urinary Trac: Infeciicn
a O Blocd in Urine
G 3d Buming with Urination
o o Hisiory of Kidney Stanes
O Gther

Musculoskaletal .
a o - Lupus, Sclerederma, Ralatad Disease
c o Jaint Pain/Arhitis
a 0 Back Pan
O Grher

Skin .
[ Dermatiis or Rash
O 0 tiching
C O Psadasis
T Gther '
© AllergicAimmuneloegic
o O HIVIAIDS

Phy sician Signaturs; .

escribe your symptoms.
Yes No
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Otificuity Swallowing
Hearlbum/Esophageal Raflux
Naussa/Vamiting

Hiatat Hemia

Indigestian
8leating/Belching/Gasaausness
Abdaminal Fain

Pegtic Ulcer
Gallstones/Gallbiadder Disaasa
Hepatilis er Uver Diszasa
Crehn's DiseasaMlcarative Coffitis
lrritable Bowel Syndrame
Gaslrointesiinal 8lesding
Hemarrheids

Canstipatian

Oiarrhezlcosa Sieai

Change of Scwel Habit

[

Chest pain

Pacamakar

Hislary of Heart Aftack

Mitral Valvs Prolapse or Murmur
Arificial Heart Valve
Hypertensicn

Seizura Disarder
Headache
Siroka

Degrassion or Anxisty
Pasi Evziuatan or Traaimant

Thyroid Oisaass
QOiaoetes

Hematolegic/Lymphatic
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Enlarged Nades or Swalten Giands
Anemig
Bleeding Problems




PATIENT RECORD OF DISCLOSURES

In genefai the HIPAA privacy rule gives individuals the right to request a rastriction on uses and disciosuras of their
protected heatth information (PHI). - The individual is also provided the right to request confidential communications &r that
a cemmunication of PH/ be made by aiternative means, such as sanding correspondence to the individual's office instead

aof the individual's home.

| wish to be contacted in the following manner (check all that apply):

__ Home Telephone __Written Communication

—. O.K to leave message with detailed information
__ Leave message with cail-back numter cnly

_ Work Telephone
— Q.K to leave message with detailed information __ Qther

__. Leave message with call-back numter only

I give my permission o discuss my heaithcars with:

__ QO.K to mail to my home address
__ O.K. to mall 1o my work/office address

Relationship to Patiant:

Patlent Signalure

Oata

Print Mama

Record of Disclosures of Protected Health nformation

Birthdats

Date

Disclosed To Whaom Description of Disclosure/
Address or Fax Number Purpose of Disclosure

By Whom Disclosed




