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Patient's Last name: First: Middle: 
□ Mr. □Miss

Marital status: 
Single□ Married□ Divorced□D Mrs. □Ms. Separated□ Widowed□ Partner□ 

Is this your legal name? If not, what is your legal name? Birth date: Age: Social Security Number: Sex: 

D Yes □ No □M □F
Birthplace l Maiden Name: Race: Ethnicity: 

Street address: Home phone: Cell Home phone: 

( I ( I 

City: State: Zip Code: Preferred Language: Translator Needed 

Occupation: Employer & Employer Address: Employer phone: 

( I 

Email address: 

D Primary Doctor Dr's. Name:
How would you like us to contact you for appointment reminder: □Home 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): 

Is this person a patient here? □Yes □ No l Is this injury: □Work Related □Auto
Is this patient covered by 
insurance? □Yes □ No

Please indicate primary insurance O Blue Cross □HMO I □ OPPO Blue Shield □HMO I □ □PPO Aetna 

Home phone: 

( 

D Personal Injury

□HMO□PPO I D Cigna 

I 

□HMO □PPO

□ ILWU D United Health Care §��g l D Medicare l D Care California □HMO D Secure Horizons/ MRP I D OtherOPPO 
Subscriber's name: Subscriber's S.S. number: 

Patient relationship to subscriber; ID Self
Name of secondary Insurance (if applicable:): 

Patient's relationship to subscriber: l D Self

! D Spouse
Subscribers name: 

l □ Spouse

Birth date: Group Number: 

! □ Child D Other

I □ Child □ Other

IN CASE OF EMERGENCY 

Policy number: 

Group number: 

D Healthnet □HMO

OPPO 

Co-payment: 

$ 

Policy number: 

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

( I ( I 

The ar,1ve information is true to the best of my kno11ledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible 
for any balance. I also authorize Digestive Care Consultants or insurance company to release any information required to process my claims. 

Patient/Guardian signature Date 

Patiemlnfo_S-2017 
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Patient's Personal History 
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DATE: _______ _ 

Name __________________________ DateofBirth ________________ _ 

Home Phone ___________ Age ___________ Height _________ Weight _______ _ 

Occupation ___________ Referring Physician __________________ Date of last exam ____ _ 

Why are you here today------------------------------------------

PAST HISTORY 

G)DIAGNOSIS I ILLNESSES 
Type o.flllness I Diagnosis 

ALLERGIES 

X= 

Medicine or Food 

Circle if you have had: 

� 

Stroke 

Heart Attack 

Cardiac/Coronary Stent 

Artificial Heart Valve/Bypass Surgery 

Sleep Apnea 

Dialysis/Kidney Failure 

Year 

ll"!Oi\lTINUED ON BA.CK 

@SURGERIES 
Type of Illness 

Type of Reaction 
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(Include Vitamins, herbal supplements, over-the-counter meds. etc) 

Name _______________ DOB ____ _ 

Medication 

I give permission for Digestive Care Consultants 

to view/and or download my personal medication 
history from Surescripts Pharmacy Clearinghouse. 

_ ___ {Initial area) 

Frequencv 
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Financial Policy 
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Thank you for choosing us as your healthcare provider. Our goal is to provide quality care in a timely manner. ln 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. 

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

Patient Signature Date 

Patient Name 
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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. 

(Please furnish dates of specific records required) 

From: 

Name:---------------------------------

Address: 

To: 

--------------------------------

DIGESTIVE CARE CONSULTANTS 
23451 MADISON STREET, SUITE 290 

TORRANCE, CA 90505 

Signature: _____________________ _ Date: 
-------

Authorization Expires One Year after the Signed Date 

T
(310) 375-1246

FAX (310) 375-0590 
23451 Madison Street, Suite 290, Torrance CA  90505
2110 E. El Segundo Blvd., Ste 190, El Segundo, CA 90245
1360 W. Sixth Street, Suite 325, San Pedro, CA 90732 www.digestivecareconsultants.net 






