
GASTROINTESTINAL CONSULTANTS OF CENTRAL FL, LLC 
PATIENT REGISTRATION FORM 

2134 VINDALE RD, 
TAVARES, FL 32778 
PH (352) 383-7703 
FX (352) 383-8875 

1501 N HWY 441 , BLDG 1600 
LADY LAKE, FL 32159 
NORTH FL UROLOGY 

17075 CAGAN RIDGE BLVD 
SUITE 100, 
CLERMONT, FL 34714 

DATE: ----· SS# _____ _________ _ 

PRIMARY DR: REFERRING DR: ------------- -----------
p A TIE NT EMAIL: --------------------------
PT LAST NAME: _____________ PT NAME: ____________ _ _ 

MI: ----- DOB: ___ ____; ________ _ CJ MALE CJ FEMALE 

PT ADDRESS: ___________________ -------'APT #: ____ _ 

CITY: ____________ STATE: ____ _ ZIP CODE: ______ _ 

HOME#: _______________ CELL#: _______________ _ 

LANGUAGE: ENGLISH/ SPANISH /OTHER: _______ ETHNICITY: mSPANIC / NOT HISPANIC 

RACE: WHITE/ HISPANIC/ AFRICAN AMERICAN /INDIAN/ OTHER: _________ _ 

MARITAL STATUS: SINGLE/ MARRIED/ DIVORCED/ WIDOWED/ LEGALLY SEPARATED 

EMPLOYED FULL TIME/ EMPLOYED PART TIME/ SELF EMPLOYED /STUDENT/ DISABLED/ RETIRED 

EMPLOYER: ______________ PHONE#: ______________ _ 

EMERGENCY CONTACT 

NAME: _____________ LAST NAME: _____________ _ 

PHONE#: _______________ RELATIONSHIP: ________ _ 

ADDRESS: ____________________ _ APT#: ____ _ 

CITY: ___________ STATE: _____ ZIP CODE: ______ _ 

PHARMACY INFORMATION 

PHARMACY NAME: _____________ PHONE: ___________ _ 

ADDRESS: ___________________________ _ 

CITY: _____________ STATE: _____ ZIP CODE: _______ _ 

lll E ABOVE INFORMATION IS TRU E TO TI-IE BEST OF MY KNOWL EDGE. I AUlll ORIZED MY IN SU RANCE BENE FITS TO BE PAID DIRECTLY TO 
IB E PHYS ICIA N. I UN DERSTAND m AT I AM FINANCIALLY RES PONSIBLE FOR MY BALANCE. I AUTI1 ORIZE D GASTRO INTESTIN AL 

CONSULTANTS OF CENTRA L FL. LLC OR INSURANCE COM PAN IES TO RE LEA SE MY INFORMA TI ON REQU IRED TO PROCESS MY CLAIMS . 

x _____ _ _ ______ ___ _ DATE: ____ --- --' __ __ _ 



Please complete this form to help the anesthesiologist and clinical staff provide better care 
Please List all Medications, do for you on the day of your procedure. (PLEASE PRINT) 

not write "see list" Check yes or no YES NO Check yes or no YES NO 
Loose Teeth History of nausea 
Dentures/Partials History of heartburn 
Glasses/Contacts Hiatal Hernia 
Use a Mobility Aid MRSA 
Glaucaoma HIV/AIDS 
Ca taracts 

History of Tuberculosis 
Seizures Hepatitis Circle: A B C 
Black Outs (Syncope) Kidney Trouble 
Stroke 

Prostate Problems 
High Blood Pressure Diabetes 
Heart Attack Thyroid Trouble 
Angina (chest pain) Blood Clotting Problems 
Irregular Heartbeat History of Bleeding/Anemia 
Palpitations Sickle Cell Disease 
Heart Failure Jaundice 
Stents Previous Problems with Anesthesia 

Family history of problems with 
Valve Replacements anesthesia 
Rheumatic Fever High fever after anesthesia 
Shingles Any Head, Neck, or Back problems 
Bronchitis History of Anxiety or Depression 
Asthma Other problems: 
COPD Stress Test in the last 18 months? 
Emphysema Test completed at: 
Shortness of Breath Do you have a pacemaker/defibrilator? 
Sleep Apnea Brand: 
Do you use a CPAP/Bi-PAP Cardiac cath in the last 18 months? 
Do you currently smoke Test completed at: 
Have you ever smoked Echocardiogram in the last 18 months? 
History of drug/alcohol abuse Test completed at: 

List your Drug Allergies List Past Surgeries Office use Only 
BP I 

p 

R 
T 
SpO2 

Ht/WT/ BMI I I 
FSBS 

IV Site 
Cath Size 

Pa tien t Name: DO B:__} __J_ Fluids 
Time/BY I 

Signature Arm Precaution Y/N L/R 
INR HCG: pos neg 

Signed M.D./CRNA 



BOWEL SYMPTOMS 

Pt l,ast Name: ____________ Pt Name: ___________ _ 

D11tc: __J __J __ 

Which sym1,toms best describe you? (Please circle all a))ply, if'you don't have 
problems with your bowel 1,lcasc lctn'c 1,age in blank) 

• At,-cidcntal loss or lcak11gc ofsh,ol - sometimes unable to m11kc it. to the batthroom in 
time. 

• Howcl a<.,-cidcnt while mm ware - no warning and or while asleep. 

• Prcqucnt, loos, watery stools 

• Sudden or strong urge to go the bathroom 

• Bowel 1K-cident when J)IISsing p;as 

• No bowel 1,roblcms 

I. How long have yon had these symJ)toms? Month('s) __ Iyrs __ 2yrs __ Years __ 

2. AJ)proximatcly how many bowel incident.<. do yon have per week? __ , 'rimes. 

3. Have you tried medications to help your symptoms? Yes__ No 
If yes, what tyJ,c of medication: ________ __, ________ _ 

On scale O - IO how much sym1,tom rclicf'have this medication provide for you? 
(Circle munber) 

/0/ I/ 2 3/4/5/6/ 7/8/9/ IO 
no relief complete relief 

Behavior modifications tried? 

• Lifestyle changes: Yes_ No_ 
• Fiber: Ycs_No_ 
• Diet changes: Ycs_No_ 
• Physical therapy: Y C.'i _ No _ 

On scale of'O - IO what is your level of'&ustration with your bowel (,'Onfroi symptoms? 
(Circle munber) 

I O I I I 2 3 4 5 6 7 8 9 I IO 
Not 

frustrated 
Very 

frustrated 

Arc ) 'Oil intercsfod in learning more about additional treatment alternatives to bowel 
medications? Ye.'i No 



DA VINCI SURGICAL HEALTH/ GASTRO INrETINAL CONSULTANTS 

ASSJGNMEN'r OP INSUllANCI~ Hl~NEPI'l'S 
I hereby authorize direct 11aymcnt of surgical / mt,-.:licnl benefits to Gastro lntcstioal 
<.,"Ons,tltants of central l~I, LLC for ser,it,-cs rendered by him/ her in 1,erson or under his/her 
supervision. I understand that I am fimmcinll.v responsible for 1my balnn<.,-c not <.,'Ovcrcd by 
insurance. I authorize Ga1,i:ro Intestinal Consultants of Fl, LLC, to 1-clcasc any mc,lical or 
incidental info1•mation thnt nmy be nt,>ccss111·y for either mt,-.:lical cnrc or 1,rot,-cssing a))J)liCntions 
for fimmcial benefit. 

AU1'HOIUZATION '1'0 RELl~ASE INPOUMATION 
I hereby nut.horizc Gm,tro Intestinal Cons1tlt11nts of'Ccntrnl FL, LLC to release any medical or 
incidental information that may be ncccss1n-y for either medical care or in proc-cssing 
a1,plication for fimmcial benefit. 

AU'l'HORIZA'l'ION POR RELEASE OP CONPIDl~NTIAI-' JNI<'ORMATION 
I , give J)Crmission for Gastro Intestinal Consultants of 
Central Fl,, to release and obtain my medical 1-cconls Ii-om Dr. ____________ _ 
Phone number _________ Fax number _________ I also understand that 
this consent can be CatK-clled nt any time with written cancellation in the future will have no 
effect on any rct,'Onls that. may have alrcndy been rclca.'ied 1,rior to the rccci1,t of'thc written 
cancellation. 'l'his authorization will remain in effect as long I am a J)atient of' Gnstro 
Intestinal Consultants of Central FL. 

ACKNOWJ.,EDGEI\IENT FORM 
Our notice ofprh'ncy 1,ractices information about how we may use, and release 1,rotcctcd 
health information about.you. You have the right to review our notice before signing this form. 
As 11rovided in our notice, you may obtain a revised copy by writing our 11ractice or requesting a 
copy from the front desk staff. You have the right to 1-cqucst that we restricted how j,rotccted 
health information about you is used or released for treatment, 11aymcnt, or health care 
opcnrtion. We arc not required to agree to this restriction, but ifwc do, we arc bound by our 
agreement. 

By signing this form, you consent to our use and release of()rotcctcd health information about 
your treatment, 11aymcnt, and health care O()Cration as described above. You may have the right. 
to revoke this consent, in writing, cxcc1,t where we have already made releases in reliance on 
your 11rior t,'Onscnt. 

Print Last Name: ____________ Print Name: ____________ _ 

Pt signature: _____________ Date: ___J__j __ _ 

Please include tJ1e names of any family or friends we may release yom• information: 

Nmnc: _______________ Ph: ___ • ___ . ___ llclationshi1, ______ _ 

Name: _______________ Ph: ___ • ___ • ___ llclationshi11 ______ _ 

Name: _______________ Ph: ___ . ___ • ___ llcl11tionshi11 ______ _ 



NO SHOW NOTICE/ PROCEDURES CANCELLATIONS 

Your procedure is a time that has been set aside exclusively for 
you with Dr. Lal Nagabhairu M.D /Dr.Shams TabrezM.D your 
gastroentero Io gist. 

We understand that your time is very valuable to you, and to 
respect your time and our other patients, we required two 
business days' notice to change or cancel your appointment or 
procedures. 

We understand we all have busy lives and things can come up 
last minute from time to time. However, last minute 
cancellations and no shows are subject a $50.00 cancellation fee. 

Thank you, for your cooperation 

Gastrointestinal Consultants of Central FL, LLC 

Dr. Lal Nagabhairu M.D 

Dr. Shams Tabrez M.D 

Pt signature: Date: / / -------- ------



UNDERSTANDING COLONSCOPY & EGD BILLING 

Sul~ject to lour bills for one (H"O<-'t-'11nre they nill be us follows: 

• Pacility clmrgc (The place where yom· procedure is sclK'11nlcd). 

• Physician charge for the pro<-"C1lnrc itself' 

• Anesthesia charge 

• Lab charge (li'or testing or ifbio11sies are tnken) 

Gastro Intestinal Consultants of Central FL 1md Premier Surgical Center make every effort to 
call your insnran<--c com111my to verify coverage for your 11rocedurc. 
THIS IS NO GUARAN'l'EE OF PAYMENT FROM YOUR INSURANCE 
COMPANY. IT IS THE PATll~N'rS IU~SPONSIHILITY to know the coverage f'yonr 
1,olicy. I fyou have questions regarding the <--overage ot')·our 11ro<-·edurc, you need to contact your 
insurance <--ompany directly. Gastro Intestinal constdtants of central FL and 
Prentler Surgical Center can only estimate charges incurred for our Physici1m's and 
anesthesia servfocs. If you have questions regarding any of the above-mentioned charges, please 
contact.your insurance <--ompany or our billing department (352) 383 - 7703. 

SCREENING COLONOSCOI>Y 
A screening colonosco11y is usually covered I 00% under your insurance preventative benefit. 
IIOWEVl~R, while the doctor is performing yom• screening, he may find a 11olyt1. Ile may at 
that time remove the 1,olyp and have it sent for bio11sy. While the main colonos<--011y <--ode should 
1>1:ill be <--overcd by your 11rcvcntative benefit, there may be a portion that the patient may owe 
for that 1,olyt1 or bio11sy. 

EGD (U1111er Endosco11y) 
An EGD is not covered 100%. Depending on your insurance plan yon niU be responsible for 
your cleductiblc CO-J>ay or coinsurance. The 1,011:ion you arc res11onsible for nill be collcct:cd 
at the time of your 11roccdurc. Any money <--ollcctcd u11f1-ont is only the surgical facility. You will 
still receive your bill for the ane1,1:hesia and doctor. 

Pt signature: ______________ _ Date: __J __J __ . 



FINANCIAI, POLICIES 

I. Picas(' briniuonr immrmK-c card to the ofticc E\'Ell\' visit 
2. Your (,"0•1my is dne 11t the time ofser,·k-c before ever.,- ap11ointment. 

:J. How nmy I (Jay? 
\\'e accc11t payment by cash, credit card & c11rc credit. lf,•on hnvc no insnrmK-c or ifwc nrc not 
nblc to verify insnr:nK-c cli1,,ribility, we 11.sk thnl JOU llil)' for the ,•isit 11( the time ofscr,•k-c. 

4. Do I nct.."fl a referral or JU"{..._ autl1oriz11tioni> 
lfyonr insurance 1111111 requires II refcrml nnd 1111thoriz11tio11 from your 11rinmry care 11hysician 
form J0ur insur:u1cc, JOU need to (,'01tt11ct your 11rim11ry care physici1111 or ins11rn1t(,'C (,-om1111ny to 
he sure it h11s been obt11incd. IP WE HA \ 11~ NOT UECEI\IED AN AUTIIOIUZATJON PIUOH 1'0 
YOURAHnr,1ALATTlm OPPICI~ YOUR APPOIN1'1\1ENT WILL 1m 1mcJ1EDULED. 

:,. \Vhat is my financial rcs(Jonsibility for scr,i(.,-cs? 
It is )'Our res1,onsibility to ,•crif'.,• tlmt 11hysici1111s or fitcility in which yon IU'C seeking trcntmcnt 
nre an 11uthorizcd 11rmidcr under your insumncc 1111111. lfwc do not have vcrificntion tlmt you 11rc 
co,•ered by 1111 insurance 11lan, you nill ex11CCt to 11ay the ch11r1tcs in foll 11t the time of the visit. 

6. \\'hat ifmy ,isit is due to an tt(.,-cidcnt or involves an Attorney? 
You nill need to JIIIY at the time scr,iccs are rendered. Any information you have on your case 
including: 

• Accident date, htjury, 11ast pl"O(,-cdurcs ( etc.) you must bring in with you and tell the front 
office staff when you check in. 

• Your Attorney may provide you with a letter of protection (LOP), if for some reason we 
do not accc11t you LOP, then you will be responsible for 11aymcnt in fidl at tl1c time of 
service. 

• If your LOP is ll(,"CClltcd, your Attorney must 11rovidc a check the day services nrc 
rendered. 

7. Balance and ()aymcnt ()lans 
It is your policies tl1c we scud out 3 11aticnt billing statements for balance due. After which we 
Will roll your account over to an outside collection agency. To avoid tltis, please contact onr 
Hilling department. Anything that your insurance docs not 11ay after 30 DAYS becomes your 
Rcs(IOnsibility. We realized medical bills involving health insurnncc can he very com111icatcd. 
Our goal is you help yon become aware of your responsibilities ILS 1m insured member. Onr billing 
dc1111rt.U1cnt can he reached at (3:,2) 383 -7703 if you cvc1• have any question or concerns over 
any oftl1c above. 

I have read, understand, and agree to the above Pinancial 1mlicy. I understand that charges not 
covered by my insurance company as well as ap11licable co-1my, dednctiblcs nud any clmrgcs oldc1• 
than 30 days from the date of service. 

I authorize Gastro Jntc.stinal Consultants or Central Pl, to release 11crtinent medical 
information to my insur:mce (,'Ollllmny when requested or to facilitate (laymcnt of a claim. I 
:mthori7.c my insur:mce benefits be 1mid dircctlJ to G:1stro Intestinal Consultants of Central PL 

Pt signature ______________ _ Date:---~----~ ____ _ 
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