
 
 

PLEASE LIST YOUR FULL LEGAL NAME:  
 
LAST:       FIRST:      MIDDLE:     

STREET ADDRESS:               

CITY:       STATE:    ZIP CODE:     

PLEASE ENTER YOUR CONTACT INFORMATION: 

1st Choice:    Home     Mobile     Work   (         )                 -                               _                       

2nd Choice:    Home    Mobile     Work   (         )                 -                               _                                                           

E-MAIL:                                                                

EMERGENCY CONTACT NAME:                                        RELATIONSHIP:                            PHONE #                                 _ 

Emergency contact may receive information about my medical condition? (Please  one)      Yes      No 

SSN:      DOB:         /      /      AGE:    GENDER:     F       M   

MARITAL STATUS (Optional):   Married    Divorced    Widowed   Single    Other     

Which best describes your ethnicity?  Hispanic/Latino Origin Non-Hispanic/Non-Latino Origin 

Which best describes your race? Asian    Black   American Indian/Alaska Native   Native American/Pacific Islander   White    Other 

EMPLOYER:         OCCUPATION:      

PRIMARY CARE PHYSICIAN:        Phone:      

REFERRING DOCTOR:          Phone:      

Address:               

My physician(s) may receive information from Abdominal Surgery Specialists regarding my surgery? (Please  one)  Yes   No 
 

PLEASE INCLUDE A FRONT & BACK COPY OF YOUR INSURANCE CARD 
 

INSURANCE INFORMATION: (Please be very detailed – incomplete data may delay processing.) 

INSURANCE CO.:        PLAN TYPE:   HMO     PPO     POS 

ADDRESS:         ID#:       

GROUP #:         PHONE #:       

NAME OF INSURED:        INSURED’S DOB:                       

RELATIONSHIP TO PT:        SS# (IF OTHER THAN PT):                    

EMPLOYER NAME:              

SECONDARY INSURANCE CO.:        PLAN TYPE:   HMO     PPO       POS 

ADDRESS:         ID#:       

GROUP #:          PHONE #:       

GROUP #:          PHONE #:       

NAME OF INSURED:         DOB:        
RELATIONSHIP TO PT:        SS# (IF OTHER THAN PT):                           

EMPLOYER NAME:               

 
              
PATIENT OR RESPONSIBLE PARTY      DATE 

 



HEALTH AND MEDICAL HISTORY  

(Fill out as completely as possible.) 

HEIGHT:    CURRENT WEIGHT:      

HAVE YOU EVER HAD (Please check each that apply) 

 Gallbladder Surgery   Year      Type       
 Spleen Surgery    Year      Type        
 Esophagus Surgery   Year      Type       
 Stomach Surgery   Year      Type        
 Hernia Repair Surgery    Year        
 Caesarian Section   Year         
 Abdominal Hysterectomy  Year        
 Prior Weight Loss Surgery  Year        

HEALTH AND WELLNESS INFORMATION: (For any “yes” answers list a diagnosing or treating physician.) 
DESCRIPTION    YES NO YEAR  DIAGNOSING PHYSICIAN 

Abdominal Pain                
Shortness of Breath                
Snoring                  
Sleep Apnea Syndrome                             
CPAP                             
BiPAP                 
Asthma                   
Indigestion/Heartburn               
Gastroesophageal Reflux               
Degenerative Joint  Lower Back              
Disease/Pain   Hips               
    Knees                
    Ankles              
Edema/Swelling   Legs               
    Ankles             
Congestive Heart Failure                            
Stroke                 
Heart Disease                            
Heart Attack                
Hypertension (High Blood Pressure)       

         Self                 
         Family History                 

Diabetes          Self                 
         Family History                

High Cholesterol/Hyperlipidemia                                  
Hernia                                         
Depression                            
Bipolar Disorder                                  
Panic Disorder                                 
Anorexia                            
Bulimia                              
Schizophrenia                            
Chronic Fatigue                                 
Chest Pain                            
Urinary Incontinence                           
(Leaking when you cough or sneeze) 
Cirrhosis                              
Hepatitis                            
COPD/Emphysema                           
Pulmonary Embolism                           
Colitis                             
Chron’s Disease/Ulcerative Colitis                           
Hepatitis B or Hepatitis C                                         



DO YOU HAVE A HEART CONDITION:    YES    NO   If yes, please describe:      

                 

DO YOU HAVE ANY OTHER UNDERLYING MEDICAL CONDITIONS?    YES     NO,  If yes, please describe:    

                  

IS YOUR FATHER LIVING?  YES   NO      CAUSE OF DEATH:_________         

IS YOUR MOTHER LIVING?  YES   NO      CAUSE OF DEATH:     _________    

                

RECENT TESTING:   PHYSICAL    YES   NO  DATE:     
    CHEST X-RAY    YES   NO  DATE:     
    UPPER GI    YES   NO  DATE:    
    ECHOCARDIOGRAM   YES   NO  DATE:      
    EKG     YES   NO  DATE:     

INDICATE ANY NEGATIVE RESULTS:             
     ________________         
 
GENERAL AND LIFESTYLE INFORMATION: 

DO YOU SMOKE?   YES   NO  DO YOU USE ALCOHOL?   YES             NO 
HAVE YOU SMOKED?  YES   NO   HOW OFTEN?     DAILY                   WEEKLY 
YEAR QUIT                                OCCASIONALLY                   RARELY 
HAVE YOU EVER HAD A PROBLEM WITH SUBSTANCE ABUSE?                  YES             NO 
 
 
PLEASE TAKE A MOMENT AND TELL US HOW YOU HEARD ABOUT OUR PROGRAM: 
 
  INTERNET/ABDOMINAL SURGERY SPECIALISTS WEBSITE    PCP/REFERRING DOCTOR 
 
  INTERNET/NICHOLSON CLINIC WEBSITE      INSURANCE COMPANY 
 
  TV/RADIO/MAGAZINE ADVERTISEMENT      FRIEND / FAMILY MEMBER 
 
  CURRENT PATIENT, IF SO WHO?          
 
 
 

 I REALIZE I AM RESPONSIBLE FOR CHARGES INCURRED FOR MY CARE SHOULD MY INSURER FAIL TO REIMBURSE IN AN 
ACCEPTABLE AND TIMELY MANNER. 

 

 

 

                                                                     
PATIENT SIGNATURE       DATE OF BIRTH      DATE  
 
We often make referrals to medical providers that may be out of network with your insurance plan because we believe them to be quality 
providers.  As a standard of this office, we may refer to Baylor Regional Medical Center at Plano, Baylor Surgicare Garland, Crescent Medical Center, 
Medical City Frisco, Diez Services Anesthesia, ROON PLLC Anesthesia, Clinical Pathology Labs (CPL), and M3 Sleep Services of Texas, .  The surgeons 
associated with this practice may or may not have a personal investment in these or other healthcare facilities.  You are invited to discuss this with 
us or our office staff if you desire. 
 
Nick Nicholson, M.D.  Thomas Roshek, M.D.  Brian Long, MD 
 
 
 
 

 
 



CURRENT PATIENT MEDICATIONS         DATE: ________________________ 
 
NAME: ________________________________________ DATE OF BIRTH: ________________________ MEDICATION ALLERGIES: ________________________                         

PHARMACY NAME: _____________________________________________        PHARMACY PHONE:  ________________________________________________          

Do you take antacids? (please check all that apply)             Date Started:  _____________________________                
� Maalox      � Mylanta           � Tums        � Rolaids        � Pepto-Bismol      � Pepcid (famotidine)      � Zantac (ranitidine)      � Tagamet (cimetidine)       � Prilosec (omeprazole)                       
� Aciphex (rabeprazole) RX               � Nexium (esomeprazole) RX        � Prevacid (lansoprazole) RX             � Protonix (pantoprazole)RX      OTHER: _________________________ 

  
Vitamin/Mineral Supplements: (please check all that apply):     � Never      � Occasionally      � Daily   
 � Multi Vitamin            � Vitamin D           � Vitamin B-12 (weekly)    Other: ______________________                       

Do you have anemia? � YES �NO    IRON supplementation  �YES    �NO     
Date Started: ______________    How often? _________________ 

Do you take OTC pain relievers? (please check all that apply):   � YES    � NO     Date Started: ________________ 
� Acetaminophen (Tylenol)       � Ibuprofen (Motrin, Advil)        � Naproxen (Aleve, Naprosyn)          � Aspirin                          OTHER: ________________________ 
Tobacco:    � Never    � Rarely    � Occasionally   � Frequently   Quit (Month/Year):                           Alcohol:      � Never    � Rarely   � Occasionally    � Frequently 

CPAP/BIPAP:    � Never       � Occasionally        � Every Night 

 

DATE UPDATED: ________________   PATIENT INITIALS: __________________  DATE UPDATED: ________________   PATIENT INITIALS: __________________                              
DATE UPDATED: ________________   PATIENT INITIALS: __________________  DATE UPDATED: ________________   PATIENT INITIALS: __________________  

MEDICATION NAME/STRENGTH ROUTE DOSE PURPOSE DATE STARTED DATE STOPPED 

EXAMPLE: SAMPLE 200mg By mouth 1xday Blood Pressure May 2009  

      

      

      

      

      

      

      

      

OTHER OTC MEDICATIONS:      

      

      

REVIEWED BY MEDICAL STAFF  
                DATE/INITIALS 
  

  

  

  

  

  

  

  

  



Email Informed Consent Form 
 

Conditions for the Use of Email 
It is the policy of Abdominal Surgery Specialists and Nicholson Clinic to make all email messages sent or received that concern the protected 
health information (“PHI”), a part of that patient’s medical and financial records. Abdominal Surgery Specialists and Nicholson Clinic strive 
to protect and maintain patient PHI. However, there are numerous risks associated with email communication, which may include but not 
limited to misaddressed or undelivered emails, risk associated with use of employer owned email address, and/or delay in response time. 
Abdominal Surgery Specialists and Nicholson Clinic cannot fully guarantee the security and confidentiality of email communications. Thus, 
patients must consent to the use of email for confidential medical information after having been informed of the above risks. Consent to 
the use of email includes agreement with the following conditions: 
 

• All emails to or from the patient concerning diagnosis and/or treatment will be made a part of the patient’s records. As a part of 
medical record, other individuals, such as other physicians, nurses, other entities, such as other health care providers and insurers, 
may have access to email messages contained in medical records. 

• Abdominal Surgery Specialists and Nicholson Clinic may forward email messages within the facility as necessary for diagnosis, 
treatment, and reimbursement. However, emails to entities unassociated with the patient’s care, will not be forwarded, unless 
proper patient consent is received,  

• Abdominal Surgery Specialists and Nicholson Clinic and its employees will make every effort to read and respond promptly to 
patient emails. Because Abdominal Surgery Specialists and Nicholson Clinic cannot assure patients that recipients will read email 
messages promptly, patients must not use email in a medical or other emergency. 

• If a patient’s email requires or invites a response, and the recipient does not respond within a reasonable time, the patient is 
responsible for following up to determine whether the intended recipient has received the email and when the recipient will 
respond. 

• Because some medical information is so sensitive that unauthorized disclosure can be very damaging, patients should not use 
email for communications concerning diagnosis or treatment of the following: AIDS/HIV infection; other sexually transmissible 
or communicable diseases; mental health or developmental disability; or alcohol and drug abuse. 

• Because employees do not have a right of privacy in their employer’s email system, patients should not use their employer’s email 
system to transmit or receive confidential medical information. 

• Abdominal Surgery Specialists and Nicholson Clinic will take reasonable steps to protect the confidentiality of patient email, but is 
not liable for improper disclosure of confidential information not caused by Abdominal Surgery Specialists and Nicholson Clinic’s 
gross negligence or wanton misconduct. 

• If the patient consents to the use of email, the patient is responsible for informing Abdominal Surgery Specialists and Nicholson 
Clinic of any types of information that the patient does not want to be sent by email other than those set out above. 

• Patient is responsible for protecting patient’s password or other means of access to email sent or received from Abdominal 
Surgery Specialists and Nicholson Clinic to protect confidentiality. Abdominal Surgery Specialists and Nicholson Clinic is not liable 
for breaches of confidentiality caused by patient. 

 
Any further use of email by the patient that discusses diagnosis or treatment by the patient constitutes informed consent to the 
foregoing. You may withdraw consent to the future use of email at any time by email or written communication to Abdominal Surgery 
Specialists and Nicholson Clinic, attention:  
 
Stephanie G: HIPAA Compliance Officer 
5500 Democracy Dr. #150 
Plano, Tx 75024 
Stephanie@Nicholsonclinic.com 
 
I have read the above risk factors and conditions for the use of email, and I hereby consent to the use of email for communications to and 
from Abdominal Surgery Specialists and Nicholson Clinic regarding my medical treatment. 
 
 
_________________________________________ ______________________________________   ___________________ 
Signature of Patient    Email Address                       Date  
 
_________________________________________     __________________________ 
Printed Name of Patient    Date of Birth 
 
Segments of this consent were obtained from HIPAA Documents Resource Center CD, 6th ed.    
© 2001-2014 Jonathan P. Tomes, Veterans Press, Inc., and EMR Legal, Inc. All rights reserved.  Created 02/24/2016 
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