AUTHORIZATIONS

FINANCIAL RESPONSIBILITY AND BENEFITS TO PHYSICIAN:

| understand that | am financially responsible for services rendered by the physician and his/her
staff, unless a contract exists between the physician and my insurance company that supersedes my
financial obligation or in the case of authorized Worker's Compensation. | authorize my insurance
company to pay benefits directly to the physician.

Date Signature DOB

As a patient of Digestive Disease Specialists, Inc., | understand that in the event my insurance company denies
payment for services rendered, | agree to be personally and fully responsible for those charges.

Date Signature

RELEASE OF INFORMATION:

| hereby authorize release of all information from Digestive Disease Specialists, Inc. Digestive
Disease Specialists, Inc. may disclose any or all of the patient’s information for insurance claim
purposes. If some other party is paying the patient’s bill or by any contract may be expected to pay
the bill, then Digestive Disease Specialists, Inc. may disclose any or all of the patient’s information

to that party to verify charges. Digestive Disease Specialists, Inc. may disclose any or all of the
patient’s information to the patient’s attending physician, consulting physician(s) and other health care
providers who have a legitimate need for such information in the care and treatment of the patient.
The records released may include information which indicates the presence of a communicable or
venereal disease (such as Hepatitis, Syphilis, Gonorrhea, Human Immunodeficiency Virus also known
as A.1.D.S.) and/or presence of Alcoholism, Drug Abuse and Mental Health Problems.

Date Signature

Photostat of the above is as valid as the original..
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Digestive Disease Specialists, Inc.

DDSI South AEC, L.L.C.
PATIENT HISTORY INTAKE FORM

PATIENT NAME: Gender: F/ M Age: Birth date: Date:

Marital Status: Single Married Life Partner Divorced Widow / Widower Who lives with you?

Chief Complaint / REASON YOU'RE HERE: Have you been treated for this before? YES / NO
Referring Physician: Occupation:

ALLERGIES to DRUGS / FOODS / MATERIALS: 7 NONE KNOWN

REVIEW OF SYSTEMS: Please Check the conditions you have or have had in the past year. List All MEDS / HERBAL SUPPLEMENTS / ASPIRIN & BLOOD THINNERS

General Fever © Endocrine  Thyroid Disease () NSAIDS-Aleve, Advil, Celebrex, Ibuprofen, Motrin, Naproxen, Others-list
Fatigue [ Pancreas Disease
Weight loss & Diabetes (Insulin or Meds) 9 Tylenol
How much have you lost? Hematologic Anemia (Low blood count) NAME DOSE |FREQUENCY LAST TAKEN
Lymphatic  Bleed / bruise easily - -

ENT Eye Problems Bleeding Disorders 7 See Attached List
Glaucoma Enlarged glands
Hearing Difficulty HIV / AIDS
Throat problems Cancer
Mouth sores Type:
Heart Chest Pain Skin Eczema, Hives, Rash
Circulation High blood pressure Gl Abdominal pain / cramps
Congestive Heart Failure Heartburn / Indigestion
Heart Attack Bloating / Early Fullness
Dates: Nausea / Vomiting

Heart Murmur
Heart valve disease
Heart valve replacement

Vomiting blood
Loss of appetite
Difficulty swallowing

Type: Stomach Ulcers

Pacemaker Hepatitis / Type

Type: Cirrhosis of the Liver

Defibrillator Jaundice LIST ALL PREVIOUS MAJOR ILLNESSES /

Date/Type: Abnormal Liver Tests HOSPITALIZATIONS / SURGERIES AND DATES
Lung Asthma Change in Bowel Habits

Emphysema / COPD Constipation-persistent

Tuberculosis Diarrhea

Shortness of Breath Black / Bloody Stools

Hemorrhoids

Crohn's Disease
Ulcerative Colitis

History of Colon Polyps
Colonoscopy in past

Neurological Seizure Disorder
Stroke
Dates:
Muscle Arthritis
Skeletal Back / Neck Pain

Muscle / Joint Pain Dates:
GU Frequent Urination EGD in past Do you have an Advance Directive? (3 YES 9 NO
Blood in Urine Dates: If not, would you like more information on a Advance Directive? (7 YES (JNO
Kidney Stlones Psych Deplressm?n NOTES:
Renal Failure Anxiety Disorder

Alcoholism
Substance Abuse

Prostate Problems
Menstrual Problems

QoQQ Q@ Q0Quold00ldQQQQUQO0QQQQQlQQ ooooOOQOQ

aaaaaoQQa @oooaoa Q 4 Qoo Qoaoaaooa

FAMILY HISTORY-LIST Parents (M or F),Brothers (B),Sisters (S), Children (C) Other Family History ' Adopted or No known family history
Breast Cancer Crohn's Disease Age (s) If not living age of death Significant Diseases / Cause of Death
Colon / Rectal Cancer Ulcerative Colitis Mother
Colon Polyps Ulcers Father
Stomach Cancer Gallstones Brother(s)
Other Gl Diseases Sister(s)
Children

Weight History Education-Completed Smoking Alcohol
Present Weight Grade school Pipe / Cigar / Chew--Amt? Never Occasional Heavy
Usual Weight High School Cigarette--Packs per day? Amount per week?
Weight Change Gained / Lost in |Vocational No. of years? Years stopped? Type / Amt per day?
past year? Ibs|College Recreational Drugs Alcoholic? When did you quit?

PATIENT SIGNATURE DATE:
Patient Sticker

PHYSICIAN'S SIGNATURE: Date (s) Reviewed:
BMSI (405) 685-0177 » FORM # DDSI R-0102 (REV. 6/09)



DIGESTIVE DISEASE SPECIALISTS, INC.
INSTITUTE OF DIGESTIVE DISEASE SPECIALISTS, INC.
DDSI SOUTH AEC, LLC
(Business Office)

5015 North Pennsylvania, Ste 303
Oklahoma City, OK 73112

FINANCIAL RESPONSIBILITY/CREDIT POLICY TO OUR PATIENTS

In our continuing efforts to control costs and cost impact on fees, we wish to explain to you the
management of our delinquent accounts. As the vast majority of our patients are responsible
and reliable in reconciling their accounts in a timely fashion, this information may be
unnecessary for the most of you. However, it is our responsibility to ensure that all our patients
are aware of our financial policies. Accordingly, we ask that you read the following policy
statement and indicate your understanding and acceptance of its terms by signing in the space
indicated below.

You are expected to bring a photo I.D., insurance card(s) and pay for services at the time
they are rendered (We will accept cash, personal checks, money orders, cashiers checks and the following credit cards:
Visa/MstrCard, Discover, American Express). Please Note: If you are having a procedure, you will receive
two separate bills, one from your physician and one from our ambulatory endoscopy center.

You may also receive bill(s) from pathology, if necessary. Non-insured patients are expected to
make payment in full on the day the service is rendered unless other arrangements have been
made. Patients with insurance are expected to pay any patient portion (i.e., copay, coinsurance,
deductibles) at the time of service. Note: The “patient portion” is ONLY an estimated dollar
amount. Reminder letters will be sent notifying you of delinquent accounts. These will be
mailed to your home address. If payment arrangements are not made with our account
representative, further collection actions may be taken. (This may include turning your account
to an outside collection agency and/or reporting to the credit bureau).

As a COURTESY, our office will file your claim with your insurance company, and initiate
correspondence with the purpose of getting you the maximum coverage your insurance will
allow. NOTE: A $25.00 fee (payable by cash, money order or cashiers check) will be charged
for return checks.

If you have any specific questions and/or concerns regarding this policy or wish to make
alternate arrangements, please call our Business Office at (405)767-6630.

Thank you.

I (we) understand and accept the terms of the above outlined financial policy. | (we) agree to pay for any
goods or medical services provided to the patient.

PATIENT SIGNATURE DATE

SIGNATURE (Spouse, Guardian, Responsible Party) DATE

| Revised 10/6/09 BMSI (405) 685-0177 — DDSI FORM# R-0107



Digestive Disease Specialists, Inc.
NOTICE OF RECEIPT OF PRIVACY NOTICE

Patient Name DOB

| have been given a copy of the Digestive Disease Specialists, Inc. Privacy
Patient Initial Notice,and understand that | may request a copy of this notice at any time.

I have received a copy of the Digestive Disease Specialists, Inc. Patient Rights
Patient Initial & Responsibilities form (Form # R-0200).

USE AND DISCLOSURE AGREEMENT

You have the right to restrict or limit the personal health information we disclose about you to someone
else and to specify the way in which we communicate with you about your medical issues.
Please indicate your preference below:

I do NOT want you to speak with anyone else about my health issues.
OR

The following person(s) may receive information about me:

1.

Name Relationship
2.

Name Relationship
3.

Name Relationship

How may we contact you: (please list in order from 1 to 4 the best way to reach you - #1 being the best)
____Home # (May we leave a voicemail 1 Yes L No) _ Work # (May we leave a voicemail 1 Yes [ No)
___ByMail _ ByFax By Cell Phone ___ByCell Text Message By E-Mail

If you have any other special request please list:

Patient Signature Date

This release will remain in effect until changed by the patient in writing or a period of 6 years.

BMSI (405) 685-0177 — DDSI Form# R-0105
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