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New Patient Welcome Packet

Dear Patient:

We want to express our appreciation to you for selecting our practice. We want your experience
with us to be positive. We know filling out these forms can be difficult; your accurate responses
will give us a better understanding of your health problem and enables us to provide you with the
best possible medical care.

Your appointment location: Gastroenterology Center
Huguley Hospital
Medical Office Building 3
11801 South Freeway, Suite 140
Burleson, TX 76028

Please remember to bring your:
1. Health insurance card.
2. Diriver’s License or government-produced picture ID.
3. List of your medications along with dosages.

Patient Payment information: We recommend you contact your insurance company regarding
charges prior to any service being rendered as it is the responsibility of the patient to obtain
coverage and benefit information from their insurance carrier. Any insurance verification we
provide is done as a courtesy and is not a guarantee of benefits, payment or your financial liability.
Your financial liability can include your copay, deductible and coinsurance as determined by your
insurance carrier and due at the time of service. If you do not have your payment, your visit may
be rescheduled.

Medical Records: If you had previous upper endoscopy (EGD), colonoscopy, any other
procedure, related x-ray, CT-scan, test or lab works, please contact our office and ask for the
Medical Assistant as early as possible before your scheduled visit so we can obtain your medical
records and findings ahead of time to minimize your wait time during your visit. Obtaining your
records from other providers may take 1 to 2 hours and sometimes a day or two.

If you have any questions, please contact our office during business hours. Thank you and we
look forward to seeing you at your appointment.

Business Hours: Monday to Thursday 8:30am — 12:00pm & 1:00pm — 06:00pm
Friday 8:30am — 12:00pm

Sincerely,
Staff of the Gastroenterology Center
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Last Name:

Social No:

Address:

Cell Phone:

Email:

Emergency Contact:

Preferred Pharmacy:
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New Patient Registration
First: MlI:
DOB:
City: Zip:
Home:
Required for Patient Portal
Phone: Relation:
Phone: Location:

Insurance Information:

Insurance: 2"y Insurance (if any):
company name
Insurance Policy Holder (if different from patient): Relation to Patient: Spouse Parent Child
Last Name: First: DOB:
Social No: Phone:

List doctors you have seen in the past so we may contact them to obtain your medical records:

Primary Care Physician

Gastroenterologist

Referring Physician (previously seen)

Full
Name

Phone
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Gastroenterology Center PA Policies:

- Please download the “Notice of Patient Information Privacy Practices” from our website:
www.gasto.center click on PATIENTS link atthe top menu...........coooiiiiii e, Initials:

- 1 authorize my medical insurance benefits and/or government benefits be paid directly to the
Physician / Gastroenterology CENTEI PA ......... it bb e e ennes Initials:

- l understand that | am financially responsible for any charges not covered by my insurance
[0 07> L Initials:

- There will be a charge of $25.00 for every returned Check .............cooov oot Initials:

- If you fail to meet your financial obligations, Gastroenterology Center PA, within 30 days, reserves the

rights to forward your account to a collection agency. | agree to pay all collection costs involved including

reasonable attorney fees and court costs. Additionally, the collection agency will report the patient’s o

name and any unpaid balances to national credit bureaus................ooiii it Initials:

- | authorize the Gastroenterology Center PA and my insurance company to release any information o
required t0 ProCESS MY ClaIMIS. ... . .t e e Initials:

- | authorize the Gastroenterology Center PA to obtain or release my Protected Healthcare Information
from or to other entities. | understand that the information in my health record may include information
related to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS) or human
immunodeficiency virus (HIV). It may also include information about behavioral or mental health services
and treatment for alcohol and drug abUSE ...............ooiiniiii i Initials:

I understand | have the right to revoke this authorization, in writing, at any time. The revocation will not
apply to information that has already been released as a result of this authorization ......................... Initials:

- Professional Fees: Gastroenterology Center PA, will bill your primary and secondary insurance

companies (if applicable) for services provided by the physician only. All copayments, coinsurances,
deductibles and charges for non-covered related services are due at the time services. Surgical
procedures coinsurance and deductible amounts for the physician part only are collected at the time

of your pre-op visit. Please keep in mind that the amount given for the physician’s fee for any service is

only an estimate. It is the patient’s responsibility to contact the insurance company, hospital / medical

facility where the procedure will take place to obtain amounts that you owed or may owe for that facility,

and any other possible service related to the surgical procedures, these amounts are independent,

separate and not related to our phySsiCIaN'Ss fEES .............cooiuiiiiii i Initials:

- Medical Records: Copies of your medical records will be furnished to another healthcare provider at

no charge upon receipt of a properly executed medical records release form. Copies of your medical

records for legal or insurance use are furnished upon receipt of a signed medical release and a
prepayment of $25. Requested records may be retained until payment is received. Please allow up to

14 business days for your request to e proCesSed ..o Initials:

- No-Show: If you do not cancel or reschedule your office appointment with at least 48-hour notice, we
may assess a $50 “no-show” service charge to your account. This “no-show charge” is not reimbursable
by your insurance company. You will be billed directly for it. After three consecutive no-shows to your
appointment, our practice may decide to terminate its relationship withyou ... Initials:

| have read the Gastroenterology Center PA policies; | understand and agree to the above policies.

Patient or Legal Representative Name Signature Date
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Release of Patient Protected Healthcare Information and Confidential Communication

This form indicates the means and communications that | prefer to inform or remind me of my appointments,
procedures, test results, medications, inquiries and visits.

| consent to the release of any of my Protected Healthcare Information including procedures and test
results to the following persons:

Full Name Relationship

Full Name Relationship

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

o | give permission

o Only Leave name /
to leave a message

Home Phone: . . doctor with call back
with detailed
) X number.
information.
o | give permission o Only Leave name /
to leave a message doctor with call back
Cell Phone: with detailed number.
information.

When unable to contact me by phone, or for future repeat treatments, a written
communication may be sent to the address on file as detailed above.

Patient or Legal Representative Name Signature Date

New Patient Registration Form Page 3 of 3




N T
OQ) E/r‘

O

ENTER

AD010

_g
B~
N
<
V]
C

PATIENT NAME:

Mike Bismar, MD, FACG, FASGE

Gastroenterology & Endoscopy

11801 South Fwy * Suite 140 = Burleson, TX 76028
Phone (817) 551-6161

Fax (817) 551-6177

www.gastro.center

NEW PATIENT

HEALTH
QUESTIONNAIRE

DOB:

CURRENT PROBLEM OR CONCERN:

IN THE PAST, HAVE YOU HAD ANY COMPLICATIONS WITH ANESTHESIA OR CONSCIOUS SEDATION (CIRCLE ONE)?

No Yes

If yes, explain:

ACCURATE PROCEDURES HISTORY (VERY IMPORTANT SO WE CAN REQUEST YOUR MEDICAL RECORDS AND PREVIOUS PROCEDURES FINDINGS)

PROCEDURE DATE REASON FINDINGS DOCTOR LOCATION
EGD
Colonoscopy
HAVE You HAD ANY OF THE FOLLOWING SURGERIES (CIRCLE ALL THAT APPLIES)?
SURGERY MM/YYYY SURGERY MM/YYYY SURGERY MM/YYYY
Angioplasty/ Heart Stent Appendectomy Hernia Repair -Type:
Heart Bypass / CABG Bowel Obstruction Breast
Heart Valve Replacement Gallbladder Removal Hysterectomy
Other:
HAVE You BEEN DIAGNOSED WITH ANY OF THE FOLLOWING (CIRCLE ALL THAT APPLIES)?
Colon Polyps Liver Disease Heart Disease Arthritis T_hyr0|d
Disease
Colon Cancer Pancreatitis Atrial Fibrillation/ Afib Asthma Anxiety
Ulcers, where: Hypertension Arrhythmia Pneumonia Depression
. . Obstructive Sleep .
GERD Diabetes Heart Failure Apnea/CPAP Anemia
Hepatitis: .
A B C D High Cholesterol Heart Attack / Ml COPD
Other:

FAMILY MEDICAL HISTORY

RELATIONSHIP

DISEASE/ TYPE OF CANCER/AGE OF CANCER DIAGNOSIS

Gl or Liver Disease

Cancer

Other:

SOCIAL BEHAVIORS, ARE YOU CURRENTLY OR HAVE YOU EVER USED ANY OF THE FOLLOWING:

Tobacco

Packs per day?

Number of Years?

Date Stopped:

Alcohol

How many drinks?

Day Week Month (circle one)

Date Stopped:

Recreational Drugs

If yes, what kind?

Date Stopped:

OCCUPATION:

DRUG ALLERGIES:

NONE  YES, LIST ALL:

New Patient Health Question - Page 1 of 2




LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING:

MEDICATION NAME DOSAGE FREQUENCY MEDICATION NAME DOSAGE FREQUENCY
1) 4)
2) 5)
3) 6)
REVIEW OF SYSTEMS: CIRCLE ALL THAT APPLIES OR CIRCLE NO COMPLAINTS
GASTROINTESTINAL How LONG GASTROINTESTINAL How LONG
Difficulty /Pain with Swallowing: Liquids / Solids Diarrhea: Loose /Watery  with Blood /without Blood
Nausea /Vomiting: Food Particles / Blood / Other Constipation Thin Stool
Indigestion Blood in Stool
Heartburn Food Regurgitation Other:
Abdominal Pain Other:
CONSTITUTIONAL NO COMPLAINTS
Loss of Appetite Weight Loss: Lbs. Over: Weeks / Months Intentional Unintentional
Night Sweats Fever | Chills | Fatigue | Other:

H EYES NO COMPLAINTS | Double Vision | Blurred Vision | Pain Other: H
EARS / MOUTH / NO COMPLAINTS | Sinus Pressure Decrease in Hearing | Nose Bleed Clearing Throat
THROAT Ear Pain Ulcers in Mouth Sore Throat Other:

No COMPLAINTS | Chest pain Edema Shortness of Breath on Exertion
CARDIOVASCULAR - - —

Shortness of Breath While Lying Flat Palpitation Other:

|| RESPIRATORY NO COMPLAINTS | Cough Wheezing Shortness of Breath | Coughing Blood “

NO COMPLAINTS | Pain with urination Urgency Spotting / Bleeding | Discharge
GuU / GYNECOLOGY -

Cramps Pregnant Weeks | Possible Pregnancy | Other:

No COMPLAINTS | Joint Swelling Stiffness Painful joint (s) location:
MUSCULOSKELETAL -

Painful muscle: Other:

NO COMPLAINTS | Headache Seizures Dizziness | Fainting Episodes
NEUROLOGICAL

Numbness, where: Syncope Other:

. . Temp Intolerance to | Increase Frequency .

ENDOCRINE NO COMPLAINTS | Excessive Thirst Heat / Cold of Urination Other:

|| SKIN | NO COMPLAINTS | Rash | Itching | Bruises | Hair Loss “

|| HEM / LYMPHATIC | No COMPLAINTS | Easy bruising | Bleeding | Blood Transfusions | Lymph Nodes ||

|| PSYCHIATRIC | NO COMPLAINTS | Depressed mood | Anxiety | Other: | ||
ALLERGY Allergy .
IMMUNOLOGIC No COMPLAINTS Symptoms/Reactions Immune Problems Other:

PATIENT OR LEGAL REPRESENTATIVE NAME

THE ABOVE REVIEW OF SYSTEMS DISCUSSED WITH PATIENT:

SIGNATURE

DATE
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Patient Notice for Tests, Labs, Imaging and Referrals

Gastroenterology Center may order diagnostic tests, lab works, x-rays, CT-scans, endoscopy
procedures, pathology reports.... Due to the diversity of tests ordered by the physician, the
time frame for results will also vary. A follow up appointment with the physician is important
and will be scheduled (in-person or Telehealth) to discuss and professionally interpret the
results with the patient.

Our office will NOT contact the patient with the results. The results also will not be
discussed at the time of the endoscopy procedure being performed. If tests are done at
Huguley Hospital Labs, they will be transmitted directly to our patient system. Typically,
within 7 business days after the testing has been completed. Some results may take longer.
The patient may access the “Patient Portal” to check the results. The Patient Portal is part
of our protected patients’ Electronic Healthcare system and requires a working patient’s
email so a link with a user ID and password is emailed directly.

If it is not possible to access the results within 14 business days, it is the responsibility of the
patient to contact the Medical Assistant at our office to discuss the reason. It is the
responsibility of the patient to contact our office to discuss the results over the phone
if it is not possible to attend the follow up appointment.

If the patient has testing performed at Quest Diagnostics, LabCorp or a facility other than
Huguley Hospital Lab, it is the patient responsibility to have the results sent to us. Please
contact our Medical Assistant before your follow up visit to make sure that we received your
results. Facilities like Quest Diagnostics and LabCorp do not send us your results.

If the physician refers the patient to another facility or doctor, it is the patient responsibility to
contact the facility or the doctor to obtain an appointment.

Patient or Legal Representative Name Signature Date
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