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NORTHSIDE GASTROENTEROLOGY SCHEDULING HEALTH HISTORY FORM 

Please complete this form at least 1 week prior to your scheduled procedure in order for us 

to determine if you need to speak with our pre-call nurse. Bring this form with you the day 

of your procedure.  

Patient Name: _______________________________ DOB: ___________    Phone: ____________________ 

Name/Relationship of driver to patient: ______________________________________________________ 

Driver’s phone #: _____________________________        

May we discuss your healthcare with your driver?  Y or N 

Current height: _______________ Current weight: _______________ BMI: __________ 

                                                                                                                                                                (We will calculate) 

Reason for procedure: ___________________________________________________________________ 

HEALTH HISTORY 

Question Y N 
Have you had a heart attack or stent placement within the last 6 months?   
Do you have any heart conditions such as a murmur or an abnormal heart rhythm?   
Have you experienced recent chest pain or unusual shortness of breath?   
Do you have any pending heart tests?   
Do you have a pacemaker WITH a defibrillator?   
Have you had a respiratory illness within 2 weeks of your scheduled procedure?   
Do you use oxygen at home and/or use it “as needed?”   
Have you been diagnosed with diverticulitis or C-Diff infections in the last 2 weeks?   
Are you currently taking a GLP1 and/or medication for weight loss?   
Are you currently receiving or have a dialysis treatment scheduled?   
In the last 90 days, have you had a TIA or stroke?   
Are you currently taking a prescribed blood thinner medication?   
Do you have a seizure disorder? If so, have you had a seizure in the last 3 months?   
After a prior surgery, have you ever been told you have a difficult airway?   
Have you or an immediate family member had difficulty with anesthesia?   
Have you had head, neck, or vocal cord surgery and/or radiation to the head/neck?   
Have you experienced an anaphylactic (life threatening) reaction to latex?   
Have you had heart or abdominal surgery in the last 2 months?   
Have you had a blood clot or pulmonary embolism in the last 90 days?   
Do you have limited range of motion in your head or neck?   

 

IF YOU ANSWERED YES TO ANY OF THE QUESTIONS IN THE HEALTH HISTORY 

SECTION ON PAGE 1, PLEASE CALL 317-224-0167 TO AVOID POSSIBLE 

CANCELLATION OF YOUR PROCEDURE. 
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ADDITIONAL HEALTH HISTORY QUESTIONS 

Question Y N 
Are you followed regularly by a cardiologist? If so, date last seen:   
Do you have diagnosed sleep apnea?    
Do you use a CPAP machine or similar device?   
Do you have asthma?   
Do you use inhalers?   
Do you have reflux or heartburn?   
Do you have difficulty swallowing and/or food/liquid becoming stuck in your throat?   
Are you currently anemic? (i.e. low iron or hemoglobin)   
Have you ever been diagnosed with cancer (including skin)?   
If you’ve had cancer, list the type, date of diagnosis & treatment:    
Have you been diagnosed with diabetes?   
If you’ve been diagnosed with diabetes list the type & your last A1C:   
Do you have liver or thyroid disease?   
Do you have kidney disease?   

 

DO YOU CURRENTLY OR HAVE YOU PREVIOUSLY USED THE FOLLOWING: 

Tobacco:  Amount _______________ Duration _______________ Quit date ___________ 

Alcohol:  Amount _______________ Quit date ______________ 

Recreational drugs:  Amount _______________     Frequency _____________     Quit date _______ 

 

PLEASE LIST MEDICATION, FOOD, & OTHER ALLERGIES 

______________________________________________________________________________ 

LIST ALL SURGERIES FROM CHILDHOOD TO PRESENT 

______________________________________________________________________________ 

______________________________________________________________________________ 

LIST MEDICATIONS (INCLUDING HERBAL MEDICINE AND SUPPLEMENTS)  

Medication Dosage Route  Frequency Date last taken 

     

     

     

     

     

     

     

     

     

     

     



Northside Gastroenterology Endoscopy Center 
8424 Naab Rd 3-G 

Indianapolis, In 46260 
317-871-7308 

 
PLEASE BRING THIS PAPER WITH YOU TO YOUR APPOINTMENT 

 
It is your responsibility to discuss benefits and networks with your insurance company as well as 

your history of polyps and/or family history. All NaKonal Provider IDs are listed to check 
networks. Base CPT code for colonoscopy is 45378. Base CPT code for EGD is 43235. Our office 

takes responsibility for authorizaKons only. 
 

AUer insurance is filed, if used, you may be receiving a bill from: 
 

Northside Gastroenterology Endoscopy Center, LLC for facility 
NPI 1659344133 

 
Northside Gastroenterology Inc. P.C. for doctor and pathology 

NPI 1568578201 
 

AmSurg Indianapolis Anesthesia, LLC for anesthesia 
NPI 1487056388 

 
**If anesthesia is OUT OF NETWORK, you should pay no more than $500 out of pocket. 

 
**You may also receive a bill from Ameripath for slide preparaKon for pathology. 

They are in network with most all insurance companies. 
 

**If you experience a change in insurance contact our office immediately as that can affect your  
authorizaKon and delay procedure.  

 
**This procedure could cost on average $1500-$2000 based on normal, with insurance, if 

deducKble not met.  
 

I understand that I am ulKmately responsible for any remaining balance whether paid by 
insurance. 

 
 

____________________________    ______________________ 
Name        Date 

 
 

Your signature acknowledges that you have been made aware of our billing pracKces. 



Northside Gastroenterology Endoscopy Center 
PATIENT REGISTRATION/RELEASE OF INFORMATION 

Name:          Date of Birth:       

Referring Doctor:       PCP:         

Email Address:               

Pharmacy Name:       Pharmacy #:        

Pharmacy Address:               

Mail Order Pharmacy Name:     Phone #:     Fax #:     

                

I give permission to Northside Gastroenterology Endoscopy Center to discuss my personal, medical, or 
financial information… 

If we contact you for a follow-up call: 

 Which phone number would you like us to call?           

           Home        Work     Mobile       Other 

 May we leave a message if you do not answer?  Yes  No 

 May we leave to anyone else that might answer?  Yes  No 

 

Due to HIPAA rules and regulations, we are not allowed to release any of your medical information (test 
results, lab results, information regarding appointments, insurance claims, or any other information regarding 
your file) to anyone, not even family members, unless we have your written permission. 

 

Please list individuals (excluding physicians) we can speak with regarding your care: 

 

              

 

              

THIS INFORMATION WILL BE SHARED WITH NORTHSIDE GASTROENTEROLOGY, INC. 

X            Date:       

01/28/25 
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