(352) 597 — 4000 &S
(352) 597 — 0550
premgastro.com &

Premier Gastroenterology, PA
12102 Cortez Blvd, Brooksville, FL 34613

New Patient Registration

(Please print clearly and fill out the questionnaire completely)
Today’s Date:

Patient Name (Last, First, M.1.)

Previous Name (Last, First)

Address (Street)

City State Zip Code

Home Phone ( ) Cell ( ) Work ( )

Which is the best number to reach you? (H) (C) (W) Email

Primary Care Physician Phone ( )

Date of Birth / / Sex ( )Male ( )JFemale

Marital Status: OSingle OMarried OSeparated ODivorced [OWidow/er [OOther
Social Security # - - Employer

Emergency Contact
Name & Relationship Phone ( )
Address

Insurance Information and Responsible Party

Primary Insurance Company ID

Secondary Insurance Company D

Demographics

RACE: OWhite OBlack or African American OAsian  OAmerican Indian or Alaska Native
CNative Hawaiian or Pacific Islander OOther [ODeclined to specify

ETHNICITY: OHispanic or Latino  ONot Hispanic or Latino ODeclined to specify
PRIMARY LANGUAGE: OEnglish OSpanish  OOther, please specify

Pharmacy Name Phone number
Address
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REASON FOR VISIT

PAST MEDICAL HISTORY (Conditions that YOU have been diagnosed with)

Gastrointestinal
OHeartburn/GERD
OGastric ulcer
OAbnormal liver tests
OCeliac disease

Olrritable bowel disease

OEsophageal cancer

Cardiovascular
OHigh blood pressure
OAtrial fibrillation

Pulmonary
OSleep apnea
OPulmonary embolism

Neuropsychiatric
OStroke or TIA
ODementia

OObsessive compulsive

Endocrine
ODiabetes

Genitourinary
OKidney disease
OProstate cancer
OOvarian cancer

Musculoskeletal
OOsteoarthritis
OOsteoporosis

Head/Skin
OGlaucoma
OEczema

Hematologic

OBarrett's esophagus CHiatal hernia

OH. pylori

OFatty liver
OUlcerative colitis
ODiverticulosis
OPancreatic cancer

OHigh cholesterol
ORhythm disorder

OAsthma
OSarcoidosis

OMigraines
OParkinson's
OBipolar disorder

OHypothyroid

OKidney stones
OPolycystic ovarian
OUterine cancer

[ORheumatoid arthritis
OOsteopenia

OAllergic rhinitis
OMelanoma

OGallstones
OCirrhosis
OCrohn's disease
ODiverticulitis
OLiver cancer

OCongestive heart failure
OHeart valve disease

OEmphysema/COPD
OLung cancer

ONeuropathy
ODepression
OSchizophrenia

OHyperthyroid

OProstate hypertrophy
OEndometriosis
OCervical cancer

OFibromyalgia
OLupus

OBasal cell cancer
OSquamous cell cancer

OGastritis
OPancreatitis
OHepatitis
OColon polyp
OHemorrhoids
OColon cancer

OHeart attack
OANngina

OPneumonia

OSeizure
OAnxiety

OThyroid cancer

OBladder cancer
OUterine fibroids
OEndometrial cancer

OChronic back pain
OGout

OPsoriasis

OAnemia OBlood transfusion OBlood clot OHemochromatosis
OLeukemia OLymphoma
OAny other conditions not previously mentioned
ALLERGIES
CONONE OSulfa OPenicillin OAspirin OTape OlLatex Olodine
Other
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PREVIOUS SURGERIES AND PROCEDURES

OGallbladder OAppendix OGroin hernia repair OAbdomen hernia repair
OAdhesion surgery  OColon resection OHemorrhoid surgery OAnti-reflux surgery
OWeight loss surgery [OD & C OUterine ablation OC-section

OTubal ligation OTotal hysterectomy OPartial hysterectomy OBack surgery

OProstate surgery OBreast augmentation OLumpectomy COMastectomy
OStent/angioplasty  OHeart bypass surgery OHeart valve surgery OPacemaker
ODefibrillator OCaroftid surgery Ovascular surgery CNeck surgery

OAny other surgeries not previously mentioned

FAMILY HISTORY Alive, Deceased,
Age Unknown Medical Conditions
Father:

Mother:

Siblings:  # of brothers

# of sisters

Children: How many sons How many daughters Healthy?

SOCIAL HISTORY
Marital Status: OSingle  OMarried ODivorced OWidow/er OOther

Lives with: OAlone [OSpouse OChildren OFriend OOther

Work: OFull-time OPart-time  ORetired ODisabled OUnemployed OStudent
Occupation

Smoker: ONever
OCurrent -- How many per day? For how long?
OFormer — Year quit? Years smoked/how much@¢

Alcohol: How many drinks at a time? How often?

ONever used
OQuit drinking—when?
Drug Use: ONever used

OHistory of IV drug use or illicit drug use

Tattoos: ONone [OYes - done personally or professionally?
Blood transfusion: ONever OYes —year # of units
Donated blood: CONever OYes - year.
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REVIEW OF SYSTEMS (Do you have current or persistent problem with any of the following?)

Hematological:

Obleeding or bruising tendency
Oanemia

Opast tfransfusion

Oswollen glands

Gastroenterology:

Opoor appetite
Obelching

Oincomplete evacuation
Opainful swallowing
Odifficulty swallowing
Oheartburn

Onausea

Ovomiting

Obloating

Oconstipation

Odiarrhea

Oblood in stool
Oabdominal pain
Ochange in bowel habits
Orectal bleeding

General:

Orecent weight change
Ofever/night sweats
Ofatigue/weakness
Oloss of appetite

Dermatology:
Orash
Oitching

Endocrinology:

Oheat or cold intolerance
Oexcessive thirst

Ohair loss

Oexcessive sweating
Ofatigue

Neurology:
Oheadache

Otremor
Olightheaded/dizziness
Onumbness/tingling
Oseizure

Ophthalmology:
Oblurred vision
Ocontact with irritant
Owears contact
Owears glasses
Oeye disease
Odiminished vision
Odrainage from eyes

ENT/Respiratory:
Ohearing loss
Oshortness of breath
Oringing in ears
Onose bleeds

Osore throat
Ovoice change
Ochronic cough

Cardiology:

Ochest pain

Oleg pain with walking
Opalpitations
Oshortness of breath
Oswelling of ankles
Odizziness

Musculoskeletal:
Ojoint pain
Oback pain
Ojoint swelling
Ojoint stiffness
Oleg cramps

Psychiatric:

Omemory loss or confusion
Odepression

Oanxiety

Otension/stress

Osleep disturbances

Genitourinary:

Odifficulty with urinating
Ourinary incontinence
Oexcessive urination
Ourinating >1 time during night
Oblood in urine
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Patient Name:

MEDICATION LIST

Date:

(Please include all PRN, vitamins, and other over the counter medications)

NAME

DOSAGE

# OF TIMES A DAY

REASON
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Premier Gastroenterology, PA
M. Rodwan Hiba, MD

Required Signatures
Consent for Treatment:
My signature below indicates that | hereby consent to any recommended medical service provided to
me by Premier Gastroenterology, PA and Dr. M. Rodwan Hiba. | acknowledge that no guarantees have
been made to me as a result of examination or freatment provided.

Insurance Statement (All Insurances):

| understand that as a courtesy Premier Gastroenterology, PA will bill my insurance carrier for services
rendered. |request that payment of authorized insurance benefits be made on my behalf to Premier
Gastroenterology, PA for any services furnished. | authorize any holder of medical information about me
be released to the insurance carrier/Health Care Finance Administration and its agents to determine
benefits payable for related services. | also request that payment for authorized Medigap/Secondary
insurance carrier benefits be made on my behalf to Premier Gastroenterology, PA. | authorize any holder
of medical information about me be released to the Medigap/Secondary insurance carrier and its
agenfs to determine benefits payable for related services. | understand that | do not need to provide my
Medigap/Secondary insurance carrier with information concerning Medicare claims because my signing
this authorization will allow Medicare payment information to cross-over automatically.

All Patients (Required):

| understand that | am financially responsible and agree to all charges for myself and for the members of
my family, as applicable, promptly upon presentation thereof. | understand that payment of copays,
coinsurance and deductibles are due at the time of service and that if | am unable to do so, then my
appointment may be rescheduled. | understand that it is my responsibility fo verify and understand my
insurance policy PRIOR to receiving the medical services provided. If paying by check, | understand that
there is a $35.00 fee for any returned check. Charges as shown by statements are agreed to be correct
unless protested in writing within thirty days of date of service. It is agreed that payments will not be
delayed or withheld because of any insurance coverage or the pendency of claims thereon. In the
event that legal action should become necessary to collect unpaid balance due, | agree to pay
reasonable attorney’s fees and other such costs as determined by the Hernando County Court. |
UNDERSTAND AND AGREE THERE WILL BE A $35.00 NO SHOW FEE FOR OFFICE VISITS NOT CANCELLED
WITHIN 24 HOURS. IN ADDITION, THERE WILL BE A $75.00 NO SHOW FEE FOR PROCEDURES NOT CANCELLED
WITHIN 36 HOURS OF THE PROCEDURE.

Rx History Consent:

| hereby give Premier Gastroenterology, PA permission to view my prescription information and history
from all external sources. By signing this consent form you are agreeing that Premier Gastroenterology
can request and use your prescription medication history from other healthcare providers and/or third-
party pharmacy benefit payers for all freatment purposes.

Understanding all of the above, | hereby provide informed consent to Premier Gastroenterology, PA.

Patient’s Signature/ Representative Date

Print Name
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Premier Gastroenterology PA

CONSENT TO DISCLOSE MEDICAL INFORMATION

Patient Name: DORB:

Please check one of the following:

| give my permission to the employees of Premier Gastroenterology to
disclose my Protected Health Information fo me and the following family or
friends:

Name: Relation: Phone:
Address:
Name: Relation: Phone:
Address:
Name: Relation: Phone:
Address:
Name: Relation: Phone:
Address:

I request that all my Protected Health Information be disclosed ONLY to me
and no other family or friends.

| understand that | may revoke or change this Consent at any time by filling out
another consent form to replace this one.

Date:

Patient Signature

Patient- Print Naome
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Premier Gastroenterology, PA M. Rodwan Hiba, MD

American Board Certified in Internal Medicine & Gastroenterology

RELEASE OF MEDICAL INFORMATION

To:

| hereby authorize you to release any medical information, including but not limited to, examinations,

diagnosis, and medical records of any freatment rendered to me to:

Dr. M. Rodwan Hiba

Premier Gastroenterology, PA
12102 Cortez Blvd
Brooksville, Florida34613

PATIENT SIGNATURE GUARDIAN SIGNATURE (IF MINOR)

WITNESS DATE

Patient name

Social Security Number. Date of Birth

Please Provide Photocopies of:

O Allrecords (any patient diagnostic medical information, as well as, H & P, consultation, operative

reports, discharge summery, etc.
Colonoscopy and pathology reports
Upper endoscopy and pathology reports
Laboratory reports

X-rays, CT scans, MRl reports

o 0o 0 0O O

Other
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