Northwest Gastroenterology, PLLC Northwest Endoscopy Center, LLC
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I authorize NW Gastroenterology or NW Endoscopy Center to release information relevant to my medical history to the above individuals. To verify
identity the individual may be requested to give the last 4 digits of their social security number or mother’ maiden name which ever is given as identifier.

Dated Patient Signature

EMERGENCY CONTACT
NAME OF RELATIVE/FRIEND: PHONE: ( )
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RELEASE OF INFORMATION: 1 AUTHORIZE THE PHYSICIAN TO PROVIDE MY MEDICAL INFORMATION AS FOLLOWS:
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. To provide the pharmacist with my diagnosis when needed to fill prescription
. To provide to a laboratory or other diagnostic testing agency my diagnosis and demographic information including SS# for billing purposes
. To provide my primary care with results of my visit, progress notes and referral information.
. To provide to any physician I am referred to all medical relevant information regarding my care.
. To provide, when necessary for my care, the release of information related to a STD or Mental Health evaluation. [ ] Yes [ ] No

I AUTHORIZE THE PHYSICIAN OR A MEMBER OF HIS CLINICAL SUPPORT STAFF TO CONTACT ME AND/OR LEAVE INFORMATION
AS INDICATED BELOW. Unless given permission, this practice will not leave information on your home or cell message machine.

Home Phone: MESSAGE MACHINE [ ] Yes [ [No Work Phone: [ ] Yes [ [No

Cell Phone: [ ] Yes [ [No E-mail [ ] Yes [ ] No
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Northwest Gastroenterology Health History

Name: Birth date: Age: Date:
Referring Physician:
What problem brings you to Northwest Gastroenterology?
Please this area blank
If you have been tested or treated for this problem please complete the following:
Test or type of treatment Date Location Physician

Please check if you have ever had any of these illnesses:
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Please leave this area blank
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Please list any past hospitalizations and surgical operations:

Mo/Yr Reason

Please leave this area blank

CURRENT MEDICATIONS: It is important for your physician to be aware of all medications you are currently

taking. Please list the medications and dosage below.

MEDICATION AND DOSAGE Dosage

Why are you taking medication?

When did you start?




Do you have an allergy to latex? 56 - A 56 ,B

DRUG ALLERGIES: It is very important for your physician to be made aware of ANY drug reactions you have
experienced. List all medications including across the counter.

MEDICATION REACTION

Social habits:
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Has anyone in your family (grandparents, parents, brothers, sister, aunt, or uncles) had any of the following conditions?
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GASTROINTESTINAL HISTORY do you now have or have your ever had any of the following:
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Patient Signature:




INSURANCE INFORMATION
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Your insurance plan may require that the primary care physician initiate a referral to the specialist. It is the responsibility
of the patient to ensure that this request has been completed. Your insurance company will not pay the specialist unless the
referral has been authorized.

NORTHWEST GASTROENTEROLOGY
NORTHWEST ENDOSCOPY CENTER
CREDIT POLICY

We have established a credit policy to avoid misunderstandings when billings are received. Please read the policy carefully,
if you have any questions a member of our billing department will be happy to discuss the policy with you.
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RELEASE OF BENEFITS AND INFORMATION: [ authorize the physician or insurance company to release any information
for my claims. I authorize my insurance benefits to be paid directly to the physician. I am financially responsible for any balance
due. Iunderstand that NW Gastroenterology will not bill my insurance unless I provide them with a current copy of my insurance

card and that unless I do so I am solely responsible for my entire bill.

I have read and understand the credit policy of NW Gastroenterology and agree to comply with the Patient
Responsibility portion of the policy.
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