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PATIENT INFORMATION - 2024

Patient Name:
Last First Middle Initial
Address:
Street or P.O. Box City, State Zip
Date of Birth: / / Race: Gender: //Male // Female Social Security #:
Marital Status: /7 Single /7 Married /7 Separated /7 Divorced /7 Widowed Spouse’s Name
Primary Phone #: Email Address:
Primary Care Physician (PCP or Regular Doctor):
Employer:
Name Address
City, State, Zip Phone Number
Nearest Relative:
Last/First Name Relationship Phone Number
Primary Insurancer
Policy # Group#
Name of Policy Holder Relation to Policy Holder
Policy Holder Date of Birth SS# of Policy Holder

| hereby authorize Diagnostic Group to receive and release any medical or surgical information necessary for the treatment of my
medical or surgical conditions in order to process any and all insurance claims on my behalf. | also sign to Diagnostic Group all

medical and surgical benefits including major medical to which | am entitled.

| accept responsibility for any unpaid portions of these claims that my health plans do not cover and will make all payments to Diagnostic
Group in a timely and conscientious manner. | further understand that it is the policy of Diagnostic Group to provide only appropriate
treatment for the diagnosis and therefore, is entitied to appropriate payment for services provided. A $35 charge will occur for any missed
visits or returned checks. There will also be a minimum charge of $35 for all requests for medical records other than those requested

from other physicians for coordination of care.

| agree that any medical treatment is my financial responsibility. | understand that if | am enrolled in a managed care plan (i.e. HMO,
POS), | must have a referral from my primary care physician to be seen by a specialist. All balances on my account that are 60 days
overdue must be resolved before another appointment is scheduled. Outstanding balances not resolved within 90 days will be reported

for collections and will go against my credit report.

| have been provided the opportunity to review HIPAA policies of this clinic. My acknowledgement of these polices will remain in effect
until revoked by me in writing. A photocopy of this acknowledgement with my signature is to be considered valid as original.

Patient Signature or Guardian Signature (if appropriate) Date




’Jiagnostic
roup
PHYSICIANS

Authorization for Release of Protected Health Information

Agreement and Consent

Diagnostic Group complies with HIPAA which dictates that our office must do everything possible to protect your medical
information. For this reason, please indicate below the names of each family or friend who we can talk to and release your
information to regarding appointments, prescriptions, test results, surgery dates and any other medical need we may have.

1 will allow medical information and test results, abnormal results and appointment information released to the
following people.

Name Relationship Phone Number

Please indicate the phone number where you can be reached or a message can be left for you during our routine business
hours of Monday through Thursday, 8:00 am to 5:00 pm and Friday 8:00 am to 12:00 pm.

( ) - O home O cell O other

2. ( ) - O home O cell O other

| authorize the release of my complete medical record. | understand | have the right to revoke this
authorization in writing at any time by sending written notice of revocation to person(s) authorized in paragraph above to
disclose the information.

| do not want any medical information or test results released to anyone but myself.
(Initial)

| understand that Diagnostic Group is in compliance with HIPAA and has provided me the opportunity to review it in detail. My signature below verifies
my understanding of my right. The decisions | have made on this form will be valid until revoked in writing by me.

Signature of Patient/Guardian (if appropriate) Date

Name of Patient (Please Print)
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Medical Records and Authorization for Use of
Disclosure of Protected Health Information

| hereby authorize , M.D.

Address City, State, Zip

to furnish all medical information to:

Phone Number

Diagnostic Group Surgeons

Physician’s Name
3406 College Street #101
Beaumont, TX 77701 Phone #: (409) 813-1677 opt #4 Fax #: (409) 920-7093

The information may be used only for the purposes of medical treatment.

| fully understand that the information released may include information about drug or alcohol screens, HIV testing or
diagnosis, and psychiatric or psychological testing or diagnosis.

Please print the following information:

Patient Name:

Address:

Phone #

SSN:

Date of Birth: / /




INTEGRATED HEALTHCARE SYSTEM
PHYSICIANS

’Jiagnostic
'roup
Patient Signature Today’s Date

Financial Policy

l, , understand that my insurance co-payment is due at the time of service.
Diagnostic Group will file a claim with my medical insurance company for services rendered. | understand that after
payment is received, there may be charges that are not paid and/or covered by my insurance plan. These include but are
not limited to:

e Medical Insurance Deductible

e Co-Insurance or Out-of-Pocket amount

e Unauthorized Medical Visit

e Provider is Out of Network

e Services provided are not covered under my medical plan
e Medical insurance is not active

| agree to be financially responsible for all charges not covered by my medical insurance plan for services rendered by
this physician of Diagnostic Group.

Patient Signature Date
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No Show Policy

We understand situations arise in which you must cancel your appointment. It is therefore requested that if you must cancel your
appointment, you provide more than 24 hours’ notice. This will allow another patient who is waiting for an appointment to be scheduled
in that time slot. When cancellations are made with less than 24 hours’ notice, we are unable to offer that time to other people.

Patients who do not show up for their appointment without a call to cancel an office appointment will be considered a NO SHOW. Patients
who do this three (3) or more times in a 12 month period may be dismissed from the practice and will be denied any future appointments.

Patients will be subject to a $35.00 fee for office appointment No Show.

The No Show fees are the sole responsibility of the patient and must be paid in full before the patient’s next appointment.

We understand that unavoidable circumstances may cause you to cancel within 24 hours. Fees in this instance may be waived but only
with management approval.

Our practice firmly believes that a good physician/patient relationship is based upon understanding and good communication. Questions
about no show fees should be directed to Diagnostic Group at 409.813.1677.

Please sign that you have read, understand, and agree to this No Show Policy.

Patient Name (Please Print) Date of Birth

Signature of Patient or Patient Representative Date
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Patient Medications

Please list ALL current medications:

Medication Dosage Frequency Prescribed by

Please list any Drug Allergies: Check box if no known allergies

Drug Reaction
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Past Medical History

Please list the month and year for the following:

Lastyearlyexam: ___ /  EyeExam:__/  FluVaccine: ___/
Endoscopy: ___ /| StressTest: ____ /[ SleepStudy: ____ /[
Mammogram: __ /| Papsmear.___ /_ Colonoscopy: _ [
Pneumonia Vaccine: ___ [ Bone Density: ___ /|

Please list names of any current specialist you may see:

Cardiologist: Pain Management:
Pulmonologist: Urologist:
Gastroenterologist: Gynecologist:
Other:

Please list any previous surgeries:

Surgery Year
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Diagnostic Group Integrated Healthcare System (DG) is part of Harbor Healthcare System, a healthcare services and management
company based in Beaumont, Texas. Both DG and Harbor Healthcare System are owned by Qamar Arfeen, MD.

The purpose of this notice is to inform you that as part of your continued care, you may receive a referral for an additional medical
service (or services), which, at your election, may be provided by or at one of the following other Harbor Healthcare System providers
or facilities:

Diagnostic Group Imaging — An outpatient imaging center that provides MRI, ultrasound, mammography and x-ray services
Alliance Medical Services — A durable medical equipment provider

Harbor Home Health — A home health provider

Harbor Hospice — An inpatient and outpatient hospice services provider

Beacon Hospice — An inpatient and outpatient hospice services provider

Harbor Care — A pallative care provider

In connection with any referral for additional medical services, please note that you are not obligated to obtain these services from a
Harbor Healthcare System provider or facility, and may choose to obtain any such additional medical services from any provider or
facility of your choosing.

If you have any questions about the Harbor Healthcare System, its services, or locations, please call 409.813.2332

| have read and acknowledged the above.

Patient name (Please Print) Date

Patient signature
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Center for Metabolic and Digestive Disorders New Patient Information

TODAY'’S DATE: MRN:

LAST NAME: Mi: FIRST NAME:

DATE OF BIRTH: AGE: O MALE O FEMALE
STREET ADDRESS:

CITY/STATE/ZIP:

TELEPHONE 1: TELEPHONE 2:

EMAIL: HEIGHT: WEIGHT:

INSURANCE: HOW MANY YEARS HAVE YOU HAD SYMPTOMS?

1. HAVE YOU

Used Reflux Medications More Than 6-Months At A Time? (Medications Listed In Question 3) 0 Yes (O No
Been Diagnosed with Barretts Esophagus? 0O Yes 0O No
Had Surgery For Reflux (GERD) 0 Yes O No
Had Stomach Surgery 0 Yes O No
Had Weight Loss Procedure 0O Yes O No
Had Hiatal Hernia Repalir or Paraesophageal Hernia Repair 0O Yes O No
Diagnosed with Gastroparesis 0 Yes O No
Diagnosed with Symptomatic (Large) Hiatal Hernia or Paraesophageal Hernia Repair O Yes O No
HAVE LPR SYMPTOMS (Excessive throat clearing, Persistent cough, Hoarseness, “Lump” in throat, Postnasal O Yes 0O No
drip, Excess throat mucus, Trouble Swallowing, Trouble breathing, Sore throat)

2. HOW DID YOU HEAR ABOUT BAPTIST HOSPITALS OF SETX HEARTBURN & REFLUX TREATMENT CENTER?

O Primary Care Physician (PCP) - Name of referring physician:

O Specialist (Gastroenterologist / Surgeon) Name of referring physician:

01 Advertisement (circle one of the following):

Newspaper / Social Media / Medical Device Website (e.g. LINX™) / BHSET Website

07 Personal: Another Patient, Family Member, or Friend
0O Other (list):

3. ARE YOU CURRENTLY TAKING ANY OF THE FOLLOWING? | DOSE (MG) | HOW OFTEN|TAKEN IN LAST 7 DAYS
Prilosec (Omeprazole) O Yes 0O No
Nexium (Esomeprazole) 0O Yes O No
Prevacid (Lansoprazole) - 0O Yes O No
Dexilant (Dexlansoprazole) 0 Yes O No
Protonix (Pantoprazole) O Yes (O No
Aciphex (Rabeprazole) 0 Yes O No
Zegerid (Omprazole/Sodium Bicarb) —| O Yes 0O No
Pepcid (Famotidine) 0O Yes O No
Zantac (Ranitidine) — O Yes O No
Tagamet (Cimetidine) O Yes O No
Axid (Nizatidine) —| OYes O No
Carafate (Sucralfate) . O Yes O No
Tums/Gelusil/ Rolaids/ Maalox/Mylanta s - 0 Yes O No
Prescription PAIN/NARCOTIC Medications ( ) — | O Yes 0O No

January 2019
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WHEN NOT ON MEDS

GERD - HRQL SCORING SCALE

0 = No symptoms 3 = Symptoms bothersome everyday
1 = Symptoms noticeable but not bothersome 4 = Symptoms affect daily activities
2 = Symptoms noticeable and bothersome but not everyday 5 = Symptoms are incapacitating - unable to do activities

Enter A Number, 0-5, For Each Question Using The Scale Above That Best Describes Your Symptoms

1. | How bad is your heartburn? 13. | Does regurgitation change your diet?

Heartburn when lying down? 14. | Does regurgitation wake you from sleep?

Heartburn when standing up? 15. | Do you have abdominal bloating or distention?

Heartburn after meals? 16. | Do you have cough?

Does heartburn change your diet? 17. | Do you have excess flatulence (passing gas)?

Does heartburn wake you from sleep? 18. | Do you have voice changes?

Do you have difficulty swallowing? 19. | Do you have nausea?

O IN|® |G|

Do you have pain with swallowing? 20. | Do you have vomiting?

9. | How bad is your regurgitation? 21. | Do you have dumping (cramping pain & diarrhea after eating?

____ | 10. | Regurgitation when lying down? 22. | Do you have bowel urgency?

)

11. | Regurgitation when standing up? 23. | If you take reflux medications, does this affect your daily life?

12, | Regurgitation after meals?

24. Are you able to belch? O Yes O No 0 Don’'t Know
25. Are you able to vomit if needed? O Yes O No 0O Don't Know
26. How satisfies are you with your present condition? O Satsified O Neutral (O Dissatisfied
WHEN NOT ON MEDS

GERD - RSI SCORING SCALE
0 = No symptoms " 3 = Symptoms bothersome everyday
1 = Symptoms noticeable but not bothersome 4 = Symptoms affect daily activities
2 = Symptoms noticeable and bothersome but not everyday 5 = Symptoms are incapacitating - unable to do activities

SELECT A NUMBER USING THE SCALE ABOVE THAT BEST DESCRIBES WITH YOUR EXPERIENCE
No symptoms = => = = = => = => > Severe Symptoms

1.| Hoarseness or other voice problems 0 1 2 3 4 5
2.| Clearing throat 0 1 2 3 4 5
3.| Excess throat mucus or postnasal drip 0 1 2 3 4 5
4.| Difficulty swallowing food, liquid, or pills 0 1 2 3 4 5
5.| Coughing after eating 0 1 2 3 4 5
6.| Breathing difficulties or choking episodes 0 1 2 3 4 5
7.| Troublesome or annoying cough 0 1 2 3 4 5
8.| Sensations of something in throat or lump in throat 0 1 2 3 4 5
9. | Heartburn, chest pain, indigestion, or stomach acid coming up 0 1 2 3 4 5
Office Use Only
PRE-OP |GERD-HRQL: RSI:
Satisfied / Dissatisified / Neutral Meds
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