Patient Information
Gregory S. Barnes, M.D.

Our staff will strive to provide you and your family the best possible surgical care. To help us meet all your needs, please fill out these forms
have any questions or need assistance, please ask us — we will be happy to help.
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Patient Information (Confidential) Today’s Date:

Last Name: First Name: Middle Initial: _____
Date of Birth: SSN#

What name do you prefer to be called? Martial Status: Gender:M__ F__
Address: City: State: Zip:

Home#: Work#: Ext Cell:

If patient is a minor, name of guardian: Relationship:

Do you have an e-mail address: U Yes [1No If yes, please let us know what it is

Your Employer: Occupation:

Employer’s Address:

Street City State Zip

Spouse’s Name: Date of Birth Occupation:

Spouse’s Employer and Address:

Spouse’s Work Phone ( ) Ext. Cell( )

In Case of Emergency:
Name of nearest relative not living with you:

Address:

Street City State Zip
Phone Number: Relationship:

Insurance Information:
Primary Insurance Company: ID#
Secondary (if applicable) ID#

If you are not the sponsor, please furnish the persons name, date of birth, and SSN of who is:

Name, Address and Telephone Number of your Primary Care Physician:

Name of physician if you were referred: Phone:




Barnes Bariatric Surgical Services, PA
Consent to Treatment and Financial Responsibility Agreement

1. Consent to Treatment: The undersign consents to any x-ray examination, laboratory procedures, anesthesia, medical or surgical treatment
or any other diagnostic or therapeutic treatment or services rendered the patient by the staff of the Barnes Bariatric Surgical Services,
P.A.(B.B.S.S) under the general or special instructions of the physician. The undersigned also consents to the admission of observers and/or
assismtstomemomwhenpmoedumtcsts,orexaminaﬁonsmpetformedmdwthcdisposalofmytissueorspecimcnsmnovedin
accordance with the office policies.

2. Release of Medical Information: The undersigned hereby authorizes BBSS to release information and/or copies of his’her medical records
to physicians, any guarantor of payment on his’her account’s insurance companies (and other third party payors, including workers’
compensation carriers and the patient’s employers for which he has assigned benefits for his treatment and care). This includes authorization to
release pertaining to: (1) psychiatric and/or psychological care, alcohol and/or substance abuse, serologic test results (including but not limited
to Acquired Immune Deficiency Syndrome (AIDS) or HIV test results (2) care and treatment for this period of illness and (3) disclose all or
part of my medical record to past and future medical care providers. Such medical care providers may discuss with the staff of BBSS and its
representatives any treatment provided, procedures performed and complications there from, if any.

3. Medicare Patients: I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act is
correct to the best of my knowledge. I authorize the holder of medical or other information about me to release to the Social Security
Administration or its intermediaries or carriers any information needed for this or a related Medicare claim. I request that payment of
authorized benefits be made on my behalf. I understand that the care and services received during my treatment are subject to professional
medical review according to the Federal Law P.L.97-248, and that The information regarding my treatment including psychiatric and/or
psychological care, alcohol and/or substance abuse, serologic test results (including, but not limited to, Acquired Immune Deficiency
Syndrome (AIDS) or HIV test results) may be forwarded to the appropriate peer review organization, who will ensure the confidentiality of
information collected and maintained for purposes of professional review.

4. Agreement to Pay Charges: The undersigned promises to pay BBSS the total charges, on demand, for services rendered or any co-
paynmuordedudibleﬁorwhidnhemdasignisliable.lagreetopaythechug&sthutmlis&edintheanmﬂfeescbedules,whiehm
svaihblefcrinspeﬂimmmquestmdmincorpomtedhemhbyrefermce.lalsoagreethatall charges for services rendered that are not
wvaedbymyinsumcepmgmn,sponsomhip,oromerthirdpmycovmgeamdmandpayablcattheﬁmeofservicc.Ihcrebyacknowledgc
that if BBSS has agreed to bill my insurance carrier or other third party payor, it has agreed to do so as a courtesy only and that BBSS has the
righttodemndpaynmtinﬁlllfrommcatanytimcpriortofullpwmaﬁﬁommyinwrmeeeuﬁcrofodmmirdpmypmf.ﬂ:cmm
ofdmrgesfmservicesperfonmdwillbepmvidedwmbyBBSSmrequm.Anyammmxspaidbyins\nnccmmmim,msimdtomd
received by BBSS will be credited to the balance due. The assignment of insurance benefits does not alter the undersigned’s obligation to pay.
BRSS reserves the right to decline further services to the patient without notice and to accept periodic payments without waiving its right to
damndpaymeutinfullasoutl‘mednbovemdthexighttoassignttwnnountducmderthisagrecmem.Anyovapaymembyorformepuﬁcnt
willbeﬁrstappliedwoﬂ:a'balmmdmﬂ\cnmaybcrcﬁmdedtodlepaymgputy,orheldonaoeomtmmemquwofthapayingm.l
haebymhwwiedgehnvingbemtoldbyBBSSthmlmaybebilledforallscrvimrendcred.lﬁnﬂmagreethat,if[nmmrethmd:kty(%)
days delinquent in the payment of any bill connected with this treatment and 1 have paid with a credit /debit card, I authorize BBSS to charge
myeudfotthebalmcedue.Ialsoundustmdthmintercstmayaccmcatthemaximmnmcallowedbylaw.lfthedelinqmtweomtis
refaredforeollection,Iag'eewpaytheattomey’sfees,com'tcostsmdlorcollecdmagencyfwsof33%ofm\paidbahncemociatedwidadw
collection process.

5. Assignment of Insurance Benefits: The undersigned hereby assigns to BBSS reimbursement benefits on all insurance policies otherwise
payablctohithaformisvisit.'lbeundqsigwdaxdmﬁmBBSSmsubmitinmoeclaimstoinsumncewmpmiesorplmadminm
and to apply insurance proceeds to the BBSS bill and to make refunds to insurance companies if refunds are due under provision of such
inwuaoepolicies.'meundasignndhetebyassignsdlﬁghts,asﬂwmsumd,mbdngmaaimagainahisinmmcewmpmyﬁxbmﬁmdm
under the insurance policies. I hereby authorize and direct payment to BBSS and any consulting physicians for services provided during my
care. ] understand that | am financially responsible to these physicians for charges not covered by my insurance company. The undersigned
doeshaebywﬂmﬁuBBSStomd«scmyd\ecksorotherpaymemhmuumemswﬂwmdasignedmdtoapplythemtomymntof
melmdasignedormyweoumforMﬁdlﬂlemdersimedcaﬂdbeliable.meundetsignedauﬂmiusBBSSoritsrepmemaﬁves!ouepm
andsubmittnhis/herinmmoccatrierorplmadminisu'atoralltheinwmnceclaims.fonns,qwsﬁaumimmdallothersmmtsor
documents required by the insurance carrier or plan administrator.

6. Fraudulent Information: The undersigned certifies that he/her has read, understands and accepts the foregoing, received a copy thereof,
mdispumnnllyempmed,orisdulymuhorimdbythcpaticmasthepﬁmt’sgmetﬂ agent, to execute the above.

Patient (or Parent/Guardian/Representative) Signature Date Signed

Relationship to Patient (If Not Patient Signature Above) Print Patient Name

Witness Print Witness Name




NOTICE OF PRIVACY PRACTICES

This notice describes how your personal healthcare information may be disclosed or used by this office. Please read this notice carefully. If you
have any questions please contact our Privacy Officer. After reviewing this document, you will be asked to consent to the use and/or disclosure of
your personal health information as described below. Your consent may be revoked in writing at any time. This office is required to abide by the
terms of this Notice of Privacy Practices. The terms may change at any time and the revised notice will apply to all protected health information
maintained at that time. You may request a revised copy of this notice by calling our office. This office has taken reasonable steps to safeguard the
privacy and confidentiality of your Protected Health Information (PHI). The staff of this office will only use your health information for the intended
patient care purpose. Conversations among staff members that reference your information will be conducted in a confidential and professional
manner.

ses and Disclosures of Protected Health informati
This office will need to access you protected health inform
in accordance with State and federal Law.
%» USING & DISCLOSING INFORMATION FOR TREATMENT PURPOSES
To maintain high quality healthcare, it will be necessary to share protected health information with all members of
your treatment team. This can include employees in this office as well as other providers.
» USING & DISCLOSING INFORMATION FOR PAYMENT PURPOSES
Necessary information will be shared with appropriate payer sources and their representatives for payment
purposes including, but not limited to eligibility, benefit determination, and utilization review. It will also be
necessary for our internal billing personnel to have access to protected health information to carry out their job
functions.
» USING & DISCLOSING INFORMATION FOR OPERATIONS PURPOSES
Necessary information will be shared for the continuing operations of this office. Some examples include, but are
not limited to peer review, accreditation, and compliance with all federal and state laws.

ation for purposes of treatment, payment and operations (TPO)
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Other uses and disclosures of your protected heaith information will only be made with your written authorization. This
authorization will only allow the use or disclosure of the specific information detailed on the authorization form. Some
examples include but are not limited to: some marketing activities, the use or disclosure of psychotherapy records in our

possession and in some instances for research purposes.
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The following are situations where this office may use or disclose your protected health information without your consent
or authorization:

» Uses and disclosures of protected health information (PHI) as required by law, court orders, a legal process, or

government agencies.

» Uses and disclosures of PHI for matters of public heaith for the purpose of controlling disease as dictated by law.
» Uses and disclosures to government oversight agencies for the purpose of health and privacy audits or
investigations.
» Uses and disclosures may be made to public health authorities in situations of suspected abuse or neglect.
» Uses and disclosures to Institutional Review Boards for the purpose of medical research.

4. Patient Privacy Rights effective April 14, 2003

» In general you will have the right to review and copy your protected health information as well as amend your
record. Some exceptions include, but are not limited to: psychotherapy notes, information compiled fore use in a
civil, criminal, or administrative proceeding.

» You have the right to request a restriction of the disclosure of your protected health information for treatment,
payment, or operations. This office is not required to agree to the request, but will do so at our discretion.

» You have the right to request to receive confidential communications from us by alternative means or to an
alternative location. We will make every effort to honor reasonable requests.

» You have the right to request an accounting of the disclosures made of your protected health information by this
office (after April 14, 2003). This only applies to disclosures made for purposes other than treatment, payment, or
operations.

C
Should you have any concerns you may contact our Privacy Officer who is responsible for the privacy and confidentiality
of your information in accordance with state and federal law. Any complaints or issues you have regarding the privacy or
confidentiality of your information should be directed to the privacy officer.

Signature of Patient Date




BARNES BARIATRIC SURGICAL SERVICES
GREGORY S. BARNES M.D.

Please read the following, initial and sign at the bottom.

Please give our office at least 24 hours’ notice in the event that you need to
reschedule your appointment.

If you need FMLA paperwork please give our office 48 hours® notice to prepare
the paperwork. There will be a $50.00 fee to complete and submit the
paperwork; the fee will need to be paid in advance.

If you cancel or have to reschedule an EGD or surgery, there will be a $100.00
cancellation fee.

If you miss or cancel (with less than 24 hours’ notice) more than three

consecutive appointments we will collect a $75.00 dollar deposit in order to hold
your next appointment spot.

This document must be read and signed by the patient.

Name:

Signature:

3608 Preston Rd. Suite 105
Plano, Texas 75093
P: 214-506-2660 F: 972-865-6996



BARNES BARIATRIC SURGICAL SERVICES
GREGORY S. BARNES M.D.

Patient Authorization to Release Medical Records

Patient Name: DOB:

If you would like our office to be able to send and receive your medical records, please
check both boxes.

O I authorize the office of Dr. Gregory S. Barnes M.D. to release my medical records
to the following Doctor’s office:

Doctor:
Address: Phone:
Fax:
0 I authorize the following clinic and/or Doctor’s office to release my medical
records to the office of Dr. Gregory S. Barnes M.D.
Doctor:
Address: Phone:
Fax:
Please read above carefully and sign below.
Patient Signature: Date:

3608 Preston Rd. Suite 105
Plano. TX 75093












BARIATRIC PATIENT HEALTH HISTORY

Obesity Related Health History Continued

Genitourinary
O Urinary incontinence
For women:

(If yes)

Age of menopause (/If applicable).
O Use birth control (If yes) Method:
O Have children

Musculoskeletal

O Pain or Swelling in joints  (/f yes)

O Back pain

O Sciatica

O Muscle weakness/pain  (/f yes)

O Arthritis/Degenerative (If yes)
Joint Disease

© Numbness (If yes)

Endocrine

O Diabetes (If yos)

O Thyroid disorder (If yes)

O Hormone imbalance (If yes)

Bleeding/Circulation

O Anemia (If yes)

O Blood clots (If yes)

O HIVIAIDS (If yes)

O History of transfusions  (If yes)

O DVT (if yes)

O Pulmonary embolism (If yes)

Date of last menstrual period:
Age menstrual period started:

How often?

O Menstrual irregularities
O Infertility

(if yes) List dates of birth and type (vaginal/caesarean/adoption):

O Knees O Ankles

Location:

O Hips

Date of diagnosis:
Type:
O Related orthopedic surgery
Date:

Location:

Procedure:

Location:

Date of onset:
Description:

Date of diagnosis:
Most recent HgA1C:
Type: O Juvenile onset
Treatment: O Diet controlled
Complications: O Vision problems
Date of onset:

Treatment.

and/or Fasting blood sugar:
O Adult onset O Gestational (pregnancy)
QO Insulin O Oral medications
O Wound healing problems
Type:

Date of onset:
Treatment:

Type:

Date of onset:
Treatment:

Type:

Date of onset:
Treatment:

Type:

Date of diagnosis:
Treatment:

Date:
Date of diagnosis:
Date:

Reason:




BARIATRIC PATIENT HEALTH HISTORY

Obesity Related Health History Continued
Daily Dietary Habits

How many meals per week do you eat out?
How many of these meals per week are fast food?

Do you drink coffee or tea? O Yes {if yes) How much/how often (ex: 4 cups/day)?
Do you drink soft drinks? O Yes (If yes) How much/how often?
Do you drink alcohol? O Yes {If yes) How much/how often?
Do you smoke? O Yes (tf yes) How many packs per day?
Do you, or have you ever, O Yes (fyes) © Currently O In the past
used recreational drugs? Please list:
Do you use a sugar substitute? O Yes (If yes) Which one?
Do you use butter? O Yes Do you use Margarine? O Yes
What are your worst food habits?

Snacking: How often do you snack, what do you eat, and how much do you eat?

Describe your usual stress level:
When you are in a stressful situation, either work or family related, so you tend to eat more? O Yes
Describe your usual energy level:
Describe your relationship with food:

Daily Activity Habits
Please choose which level applies to your average activity over the last 6 months:
O Inactive: no regular physical activity; sit during workday
O Light activity: do house and yard work regularly, usually standing or walking during day, no organized sports/exercise
during leisure activity
O Moderate activity: occasionally (a few times a month) involved in activities such as weekend golf, tennis, jogging,
swimming, or cycling
O Heavy activity: consistent exercise program (jogging, swimming, cycling, active sports) at least 2-3 times per week or daily
physical activity (heavy lifting, stair climbing, heavy construction work)
© Vigorous activity: intense physical exercise at a minimum of 4 times per week for at least 60 minutes a session
Weight Loss History
Highest recorded weight:
Lowest recorded weight since reaching adulthood:
Age at onset of obesity: O Childhood QO Adolescence O Young adult (20s) O 30-50 yrs O Age 50+
Have you had weight loss surgery in the past? O Yes (lfyes) Date: Physician:
Procedure:
Results:
Please take time filling out the attached chart with a history of your diet attempts.

Patient Signature Date



Patient Name: DOB:

Hiatal Hernia Questionnaire

1 Have you noticed any acid reflux symptoms?
©Yes ONo How long have you had these symptoms?

2. Please list all the symptoms you’ve experienced.

3. Have you used OTC medication to treat your acid reflux?
@Yes ©ONo Which medications?

4, Do you take any prescription medication for your acid reflux? (Prilosec, Aciphex, etc.)
@Yes © No Please list:

S. Have you changed your diet due to your acid reflux?
©®Yes © No How have you changed it?

6. Does anything you ingest worsen your symptoms? (spicy food, caffeine, alcohol, etc.)
©Yes ©No Comments:

7 Does Italian (tomato-based foods) or Mexican food aggravate your symptoms?
© Yes ©No Comments:




10.

11

12.

13.

14.

Do you have difficulty swallowing or the sensation that food gets stuck?
©Yes ©No Comments:

Do you experience any regurgitation?
©vYes © No Comments:

What other methods have you tried to reduce your acid reflux? (changing bed positions,
bought new bed, etc.)

Do you experience any heart burn?
@Yes © No Comments:

Do you experience night-time acid reflux?
© Yes © No Comments:

Does lying down or bending over worsen your symptoms?
@Yes ©No Comments:

Do you ever experience any pain/tenderness in the upper central abdominal area?
@Yes © No Comments:

Today’s Date:




BARIATRIC PATIENT HEALTH HISTORY

Diet History
Please fill out the chart below with your dieting history. The information should be as complete and accurate as possible.
Program/Method/Medication | Doctor | Duration (Start- | Lbs Lost Results

Guided End Dates)




o~ ’-"-\:

{{Clinic / Practice Name}}
{{Address}}, {{City}}, {{ST}} {{Zip}}

DVT Prophylaxis Acknowledgement and Consent

My surgeon has explained to me that he/she has prescribed the use of a mechanical DVT
prophylaxis (preventative) unit with intermittent limb compression, also known as a sequential
compression device, as part of my post-operative recovery. I understand that my health history
contains certain risk factors that have been associated with Deep Vein Thrombosis (DVT), which
is a harmful potential post-operative complication, and that this device has been ordered to try to
prevent the development of this condition following my surgery.

I have received instruction on the use of this device from my surgeon and/or his or her staff, I
understand that failure to comply with the physician post-operative instructions on the use
of this device may increase my risk for developing DVT. I also understand that use of this
device does not guarantee that I will not experience any complications as a result of my surgical
procedure(s), nor does it guarantee that I will not develop DVT.

I understand that I should call my physician’s office in each of the following circumstances: (a)
if I have any questions related to this use of this device, (b) if I experience any pain, discomfort
or other symptoms while using this device, and (c) when it is time to discontinue use of this
device.

Patient Signature Date

Patient Name (Printed)

Phone: {{Phone}} ® Fax: {{Fax}} e {{Website}}
19272-19272-00001\DOG\DOG\2535873.1



