MicHAEL BernsTEIN, M.D.
Davip CHung, M.D.

KarL K. Fukunaga, M.D
THal Q. HA, M.D.

SHAHINA Hakim, M.D.

KenneTH M. Hout, M.D., FA.

[GESTIVE

CARE CONSULTANT

C.P.

CHUN X. Hsu, M.D.
CHiraG P. PaTEL, M.D.
Azam S. Rivaz, M.D.

JAMES A. SaTTLER, M.D.

DaNIEL S. SHug, M.D.

TimoTtHy T. TraN, M.D.

PATIENT INFORMATION FORM

Patient's Last name: First: Middle: oM M Marital status:
0 Mr. IZIMISS Single[] Married[]  Divorced[]
s s Separated[ ] Widowed[ ] Partner []
Is this your legal name? | If not, what is your legal name? Birth date: Age: Social Security Number: Sex:
[ Yes ] No M OF
Birthplace Maiden Name: Race: Ethnicity:
Street address: Home phone: Cell Home phone:
( ) ( )
City: State: Zip Code: Preferred Language: Translator Needed
Occupation: Employer & Employer Address: Employer phone:
( )
Email address:
[] Primary Doctor - Dr’s. Name:
How would you like us to contact you for appointment reminder: [_JHome Phone [_]Cell Phone

PHARMACY: Name, address, and phone number or pharmacy you would like medications called in to:

INSURANCE INFORMATION

(Please give your insurance card to the front desk.)

Person responsible for bill: Birth date: Address (if different): Home phone:
( )
Is this person a patient here? [JYes  [No | Is this injury:  [JWork Related [ JAuto [[]Personal Injury
Is this patient covered by
insurance? LlYes  [INo
Please indicate primary insurance| [[]Blue Cross E;‘,’;ﬂg | []Blue Shield Egyg [] Aetna ggyg | []Cigna Egyg ||:| Healthnet Egyg
|:|ILWU| ] United Health Care Sgyg | ] Medicare ||:| Care California Dgyg ] Secure Horizons/AARP | [] Other
Subscriber's name: Subscriber's S.S. number: Birth date: Group Number: Policy number: Co-payment:
$
Patient relationship to subscriber: [] Self [] Spouse [] Child []Other
Name of secondary Insurance (if applicable:): | Subscribers name: Group number: Policy number:
Patient’s relationship to subscriber: | [] Self []Spouse [] Child []1Other

IN CASE OF EMERGENCY

Name of local friend or relative: Relationship to patient: Home phone:

( ) ( )

Cell phone:

The above information is true to the best of my knowledge. | authorize my insurance benefits be paid directly to the physician. | understand that | am financially responsible
for any balance. | also authorize Digestive Care Consultants or insurance company to release any information required to process my claims.

Patient/Guardian signature Date
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MicHAEL BERNSTEIN, M.D.
Davip CHung, M.D.

KaRL K. Fukunaga, M.D
THAI Q. HA, M.D.

SHAHINA Hakim, M.D.

KenNeTH M. Hoit, M.D., FA.C.P.

Name

[GESTIVE

CARE CONSULTANTS

Patient’s Personal History

Date of Birth

Home Phone

CHuN X. Hsu, M.D.
CHIrag P. PateL, M.D.
Azam S. Rivaz, M.D.
JaMEs A. SATTLER, M.D.
DaNEL S. SHug, M.D.
TimoTtHy T. TraN, M.D.

DATE:

Age Height

Weight

Occupation

Referring Physician

Why are you here today

Date of last exam

PAST HISTORY

Circle if you have had:

(DDIAGNOSIS / ILLNESSES (2)SURGERIES
Type of Illness / Diagnosis Year Type of Illness Year Type of Iliness Year
Stroke
Heart Attack

Cardiac/Coronary Stent

Artificial Heart Valve/Bypass Surgery

Sleep Apnea

Dialysis/Kidney Failure

ALLERGIES

Medicine or Food

Type of Reaction

CONTINUED ON BACK

PPH_7-21



PERSONAL HABITS (circle yes or no)

FAMILY HISTORY:

Liver Disease - Type

Liver Cancer

Do you regularly smoke? Cigarettes Cigars
How much? packs per day How long? Quit Date
Do you drink alcohol? If yes, what kind/how much per day?
Do you or have you used recreational drugs? What type?
Yes No Colon Cancer
Yes No Esophagus Cancer
Yes No Stomach Cancer

Pancreas Cancer

REVIEW OF SYSTEMS
1. Constitutional
Yes No Fever
Yes No Weight Loss
Yes No Chills
Yes No Night Sweats
2. Ears, Nose, Mouth, Throat
Yes No Ear Pain
Yes No Hoarseness
Yes No Dental Problem
Yes No Difficulty Swallowing
Yes No Snoring
Yes No Painful Swallowing
Yes No Voice Change
3. Cardiovascular
Yes No Chest Pain
Yes No Shortness of Breath with exertion
Yes No Chest Pressure
Yes No Shortness of Breath Lying Down
4. Respiratory
Yes No Cough
Yes No Dry Cough
Yes No Wheezing
Yes No Productive Cough
5. Gastrointestinal
Yes No Anorexia
Yes No Constipation
Yes No Incontinence of Stool
Yes No Diarrhea
Yes No Rectal Bleeding
Yes No Vomiting
Yes No Heartburn
Yes No Nausea
Yes No Abdominal Pain
Yes No Rectal Pain
6. Genitourinary
Yes No Burning or painful urination
Yes No Blood in Urine
Yes No Vaginal Discharge

(Circle “Yes or No” to the following questions)
7. Musculoskeletal

Muscle Aches/Pain
Back Pain

Arthritis

Joint Swelling
Joint Pain

Depression
Anxiety

Cold Intolerance
Heat Intolerance
Increased Thirst
Frequent Urination

10. Hematologic/Lyphatic

Yes No
Yes No
Yes No
Yes No
Yes No
8. Psychiatric
Yes No
Yes No
9. Endocrine
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
11. Skin
Yes No
Yes No
Yes No
12. Neurological
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

13. Gynecological

Easy Bruising

Easy Bleeding
Prolonged Bleeding
Bleeding Gums

Rash
Itching
Pigmentation Change

Headache
Numbness
Impaired Balance
Weakness
Seizure

Tremor

(This section for women only)

Last period

If pre-menopausal, are periods normal? [ Yes

Age at menopause, if applicable

Number of:

Pregnancies
Deliveries
Miscarriages

CINo

Patient’s Signature

Date
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MicHAEL BERNSTEIN, M.D. CHuN X. Hsu, M.D.
Davip CHung, M.D. I G E S T I V E CHIRAG P. PateL, M.D.
KarL K. FukunaGa, M.D === == @ — Azam S. Rivaz, M.D.
THal Q. Ha, M.D. JamEes A. SaTTLER, M.D.
SHAHINA Hakim, M.D. DaNIEL S. SHUE, M.D.
KenNeTH M. Hout, M.D., FEA.C.P. TivoTHY T. TrAN, M.D.

MEDICATION LIST

(Include Vitamins, herbal supplements, over-the-counter meds. etc) 1 give permission for Digestive Care Consultants
to view/and or download my personal medication
history from Surescripts Pharmacy Clearinghouse.

Name DOB (Initial area)

Medication Dose Frequency

MedList—7-21



MicHAEL BERNSTEIN, M.D.

Davip CHung, M.D.
KarL K. FukunaGa, M.D
Thal Q. HA, M.D.
SHAHINA Hakim, M.D.

KeNNETH M. HoLt, M.D.,

CARE CONSULTANTS

DIGESTIVE

FA.C.P.

CHun X. Hsu, M.D.
CHIraG P. PateL, M.D.
Azam S. Rivaz, M.D.
JAMES A. SATTLER, M.D.
DaNIEL S. SHuE, M.D.
TimoTHy T. Tran, M.D.

Date:

Print Name DOB
(PRINT) First-Middle-Last Name

Patient Telephone number: ( )

I hereby authorize the following medical information to be released, which may include any and
all medical information from any medical doctors/hospitals which administered care.

From:

Name:

(Please furnish dates of specific records required)

Address:

To:

DiGesTIVE CARE CONSULTANTS
23451 MabisoN STREET, SuiTE 290
ToRrrANCE, CA 90505

Date:

Signature:

Authorization Expires One Year after the Signed Date




MicHAEL BERNSTEIN, M.D. CHuN X. Hsu, M.D.

Davip CHung, M.D. CHIraG P. PatEL, M.D.
KarL K. FukunaGa, M.D I G E S T I V E Azam S. Rivaz, M.D.
Tral Q. HA, M.D. JAMES A. SATTLER, M.D.
SHAHINA Hakim, M.D. DaNIEL S. SHug, M.D.
KennetH M. Hout, M.D., EA.C.P. TimoTHY T. TRAN, M.D.

Financial Policy

Thank you for choosing us as your healthcare provider. Our goal is to provide quality care in a timely manner. In order to do so, the
following policies are to serve as proactive measures to financial obligations.

Proof of Insurance: You are responsible for providing the office with current and accurate insurance information so that we may bill
your insurance company within the timely guidelines set forth by your insurance.

Payment of Benefits for Claims: We will bill your insurance company on your behalf. However, you are responsible for all co-pays,
deductibles, and any other member liability amounts as determined by your insurance company.

Insurance Coverage: Due to the large amount of insurance plans and policies, it is the responsibility of the patient/responsible party
to be aware of the services that are covered by your plan. Please call your insurance company for an explanation of benefits.
Furthermore, it is your responsibility to ensure Digestive Care Consultants is participating with your insurance plan and/or medical
group. Because insurance coverage varies with each plan, it is your responsibility to be familiar with your plan. Because we are a
specialty-physician practice, if your insurance is one which requires a medical group assignment, it is your responsibility to ensure
we are participating with your medical group. When referred from your primary care provider, it is your responsibility to determine
if we are participating

Usual and Customary Rates: We charge what is usual and customary for the Los Angeles metropolitan area. If we are not contracted
with your insurance plan, you are responsible for charges regardless of your insurance company’s arbitrary determination of usual
and customary rates. We will offer negotiated discounts and/or accept your insurance allowable on out-of-network processed
claims.

Non-covered Procedures: You are responsible for any non-covered services determined by your insurance company as member
liability.
Checks Returned for Non-Sufficient Funds: All checks received for payment of services which are returned by the bank marked

“non-sufficient funds” will be charged to you along with a non-sufficient check processing charge of $25.

No Show/Cancellation Policy: In order to provide optimal care, we ask that cancellations, or changes to scheduled appointments, be
made at least 24 hours in advance. You may be responsible for a cancellation fee of $50. We understand there are circumstances in
which a 24 hour notice is not possible, the fee will be charged at the discretion of management.

Late Policy: Patient care is very important to us. If you arrive more than fifteen (15) minutes late, the next scheduled appointment
may be taken in your absence and you may be asked to wait to be seen by the provider. Alternatively, you have the option to
reschedule.

| have read, understand, and agree to the financial policy stated above.

Patient Signature Date

Patient Name
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