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 [             Patient Label                               ] 

 
 
 
Cardiovascular 
Heart Valve Replacement  ⁭Yes  ⁭No  
Chest Pain ⁭Yes ⁭No 
Swelling of Ankles ⁭Yes ⁭No 
Heart Attacks ⁭Yes ⁭No 
High Blood Pressure ⁭Yes ⁭No 
Heart Murmur ⁭Yes ⁭No 
Defibrillator or Pacemaker ⁭Yes ⁭No 
High Cholesterol ⁭Yes ⁭No 
Heart Surgery ⁭Yes ⁭No 
If yes please explain: 
______________________________________________ 
______________________________________________                      
Constitutional 
Recent weight change    ⁭Yes ⁭No 
Fever  ⁭Yes ⁭No 
Fatigue ⁭Yes ⁭No 
Diabetes 
What Type?  _________________________         
  
Fasting Blood Sugar __________Time________ 
Thyroid Trouble ⁭Yes ⁭No 
Endocrine 
Heat or Cold Intolerance ⁭Yes ⁭No 
Excessive Thirst or 
                         Urination ⁭Yes ⁭No 
Eyes/Skin/ENT 
Blurred and double vision ⁭Yes ⁭No 
Glaucoma ⁭Yes ⁭No 
Rash ⁭Yes ⁭No 
Itching ⁭Yes ⁭No 
Jaundice ⁭Yes ⁭No 
Hearing Loss ⁭Yes ⁭No 
Ringing In Ears ⁭Yes ⁭No 
Mouth Sores ⁭Yes ⁭No 
Nosebleeds ⁭Yes ⁭No 
Gastrointestinal 
Poor Appetite ⁭Yes ⁭No 
Difficulty in Swallowing ⁭Yes ⁭No 
Heartburn and Indigestion ⁭Yes ⁭No 
Nausea or Vomiting ⁭Yes ⁭No 
Bloating ⁭Yes ⁭No 
Belching ⁭Yes ⁭No 
Regurgitation ⁭Yes ⁭No 
Constipation ⁭Yes ⁭No 
Diarrhea ⁭Yes ⁭No 
Abdominal Pain ⁭Yes ⁭No 
Recent Change In Bowel 
                   Habits ⁭Yes ⁭No 
Rectal Bleeding ⁭Yes ⁭No 
Black, Tarry Stools ⁭Yes ⁭No 
Gallbladder Disease ⁭Yes ⁭No 
Liver Trouble ⁭Yes ⁭No 
Hemorrhoids ⁭Yes ⁭No 
Does Food Stick  
                   In Throat ⁭Yes ⁭No 
Hiatal Hernia ⁭Yes ⁭No 

Genitourinary 
Burning w/Urination ⁭Yes ⁭No 
Blood in Urine ⁭Yes ⁭No 
Kidney Trouble ⁭Yes ⁭No 
Hematological 
Bleeding/Bruising Tendency ⁭Yes ⁭No 
Anemia ⁭Yes ⁭No 
Past Transfusion ⁭Yes ⁭No 
Respiratory 
Chronic Cough ⁭Yes ⁭No 
Spitting up Blood ⁭Yes ⁭No 
Wheezing ⁭Yes ⁭No 
Shortness of breath ⁭Yes ⁭No 
Tuberculosis ⁭Yes ⁭No 
Do you use Oxygen?  ⁭Yes ⁭No 
Infectious Disease 
Hepatitis  ⁭Yes ⁭No 
     Type: _________ 
     AIDS ⁭Yes ⁭No 
     HIV ⁭Yes ⁭No 
Other: _______________________________ 
 
Psychiatric 
Memory Loss/Confusion ⁭Yes ⁭No 
Depression ⁭Yes ⁭No 
Panic Attacks ⁭Yes ⁭No  
Musculoskeletal 
Joint Pain or Swelling ⁭Yes ⁭No 
Back Pain ⁭Yes ⁭No 
Muscle Pain ⁭Yes ⁭No 
Neurological 
Headaches ⁭Yes ⁭No 
Seizures ⁭Yes ⁭No 
Strokes ⁭Yes ⁭No 
Difficulty laying on Left Side ⁭Yes ⁭No 
Numbness ⁭Yes ⁭No 
  If yes, where? _________________________ 
Weakness (left or Right) ⁭Yes ⁭No 
 
Are you Pregnant ⁭Yes ⁭No 
 
Is there anything else we should know regarding your 
medical history:  (use back if necessary) 
____________________________________________________ 
____________________________________________________ 
 
Reviewed By M.D. 
Date: __________ Doctor: __________________ 
 
Date: __________ Doctor: __________________ 
 
Reviewed By: 
Date: ___________  Nurse: ________________ 
 
Date: ___________  Nurse: ________________ 
Nursing Comments: 
___________________________________________
___________________________________________
___________________________________________ 

 

 



SOUTH BAY GASTROENTEROLOGY MEDICAL GROUP
The Endoscopy Center of the South Bay

PRACTICE LIMITED TO GASTROENTEROLOGY
23600 Telo Avenue, Suite 260

Torrance, California 90505
Telephone # (310) 539-2055

southbaygastro.com

Please check which doctor you are seeing
Susanna M. Chan, M.D.
Jerome Cohen, M.D.
Tonny M. Lee, M.D.
Norman Panitch, M.D.

PATIENT INFORMATION REQUEST

REORDER # 99-16795

PATIENT NAME _______________________________________  AGE ___________ BIRTHDATE ____________ SEX ____

NICKNAME ___________________________________________________________________________________________

EMAIL ADDRESS ______________________________________________________________________________________

HOME ADDRESS __________________________________________ CITY ____________________ ZIP CODE _________

MAILING ADDRESS ________________________________________ CITY ____________________ZIP CODE __________

HOME PHONE ___________________ MARITAL STATUS ____________________ DRIVER’S LICENSE________________

CELL PHONE ______________________________________________

YOUR EMPLOYER _________________________________________________ WORK PHONE_______________________

ADDRESS ________________________________________________ CITY____________________ ZIP CODE__________

OCCUPATION _____________________________________________ SOCIAL SECURITY # _________________________

NAME OF SPOUSE OR PARENT_______________________________________________ BIRTHDATE ________________

SOCIAL SECURITY # _______________________________________

EMPLOYER__________________________________________________________ PHONE # ________________________

PHARMACY NAME _________________________________________PHARMACY PHONE #_________________________

PHARMACY ADDRESS _________________________________________________________________________________

NAME OF EMERGENCY CONTACT _______________________________________________________________________

RELATIONSHIP _____________ ADDRESS _________________________________________ PHONE#________________

NAME OF PHYSICIAN WHO REFERRED YOU TO OUR OFFICE ________________________________________________

NAME OF DENTIST_____________________________________________________________ PHONE#________________

INSURANCE INFORMATION:

DOES YOUR INSURANCE REQUIRE PRE-AUTHORIZATION?  YES � NO � DO YOU HAVE MEDI-CAL?  YES � NO �

PRIMARY INSURANCE __________________________________________________ EFFECTIVE DATE _______________

SUBSCRIBER _____________________________________________ ID #________________ GROUP # _______________

PATIENT RELATIONSHIP ____________________________________

SECONDARY INSURANCE ________________________________________________ EFFECTIVE DATE ______________

SUBSCRIBER _____________________________________________ ID #________________ GROUP# _______________

PATIENT RELATIONSHIP ____________________________________

_____________________________________________ ______________________________________
Signature of Patient Date

Edward Piken, M.D.
Howard Resin, M.D.
Gloria Sze, M.D.
Oren Zaidel, M.D.

LAB____________________



THE ENDOSCOPY CENTER OF THE SOUTH BAY 
AND 

SOUTH BAY GASTROENTEROLOGY MEDICAL GROUP 

 

 

AUTHORIZATION TO LEAVE MESSAGE: 

I hereby authorize SBGMG / ECSB to leave a message regarding pending appointments or tests 
at the following (please circle) 

Home:  Yes / No  Phone Number: _________________________ 

Cell Phone: Yes / No  Phone Number: _________________________ 

Work:  Yes / No  Phone Number : ________________________ 

 

You may contact me via my Email:    Yes / No  Email Address: ___________________________ 

You may leave a message with any of the individuals listed below: 

Name: ________________________Relationship: _________________ Phone #: ____________ 

Name: ________________________Relationship: __________________Phone#:____________ 

Name:________________________Relationship:___________________Phone#:____________ 

 

 

Print Patient Name: ______________________________________ 

Patient, Parent or Guardian:_______________________________Date:___________________ 

                                                                              (Signature) 
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