
 

 

Please bring the following when you check in at Texas Endoscopy:  
1.  Your Drivers License 

2.  Your Insurance Card 

3. Method of Payment for your Procedure  
(We accept Cash, Check, American Express, Discover, Visa and MasterCard)  

Insurance lnformation  

Texas Endoscopy will contact your insurance company to determine your benefit coverage for your procedure. 
Payment for ESTIMATED PATIENT RESPONSIBILITY is due at check in time for your procedure. We are 
not able to fully determine what your final charges will be until the procedure has been completed and your 
insurance company issues a final statement that reflects patient charges. Additional procedures may be required 
as a result of the findings of your initial procedure. This is determined by your physician during the procedure. 
This can increase the total number of billable procedures and can also increase the patient's charges, depending 
on your insurance plan. Please be prepared to be billed additional charges in this case. If you have recently met 
your insurance deductible, please present proof that your deductible has been recently paid.  
 

Questions regarding your estimated patient payment responsibility?  
Call Texas Endoscopy's Billing Department at (972) 473-9292, option #1  
 

Questions regarding your procedure?  
Texas Endoscopy's Nursing Assistance at (972) 781-1482, option # 3  
 

Canceling & Rescheduling?  
Please call your Physician's Office to request any changes for your appointment time or date at Texas 
Endoscopy  
 

Transportation after your Procedure  
All patients that receive sedation for their procedure are required to have a driver present at the time of 
admission. The Texas Department of State Health Services strictly prohibits the use of public transportation or 
allowing patients to drive after being discharged from their procedure.  
 

Arrival Time and Facility Location 
Please arrive at our facility exactly one 1 hour prior to your scheduled time. Texas Endoscopy is located at the 
Southeast corner of McDermott Drive and Custer roads in the Albertson’s shopping center. 

Please complete the following Patient Medical History and Patient 
Profile Forms prior to your arrival. This will expedite your check in 
at Texas Endoscopy.  





 

 
 
Patient History 
 
Name: ___________________________________  Referring Physician: _________________________ 
Age: _____________________________________  DOB: __________ Height: ________ Weight: ____ 
 
A) REASON FOR VISIT (SYMPTOMS)   (E) IMPLANTABLE DEVICES 
_________________________________________  (circle) Pacemaker   Defibrillator   Stimulator 
How does this affect your lifestyle? ____________  _________________________________________ 
_________________________________________        �  Contact Lenses �  Dentures 
Increased Appetite? Yes ____ No ____     
Decreased Appetite? Yes ____ No ____  (F) PAIN circle one please (YES / NO) 
Recent Weight Loss?  Yes ____ No ____  If yes, how would you rate the level of pain on a scale 
If "yes," how much over what length of time? ____ of 1-10, where 10 is the worst ever? _____________ 
_________________________________________  

 Describe the pain. Where is it located? __________ 
Prior problems with anesthesia?  Yes ____ No ___  __________________________________________ 
If "yes," please describe ____________________ __________________________________________ 
________________________________________   
 (G) MEDICINES 
(B) PATIENT PROFILE (CIRCLE ONE)    Please list all medicines taken daily or routinely, with or  
Married   Divorced   Single   Separated   Widowed  out prescriptions, including birth control pills, vitamins, 
Last medical examination: ___________________  aspirin, arthritis or pain pills, herbal and dietary supplements. 
Occupation: ______________________________ Glucophage    Y     N 
Years retired: ___________ Since: ____________  _________________________________________ 
Hobbies/Interests: _________________________ _________________________________________ 
_________________________________________  _________________________________________ 
Smoking: Pipe ____ Cigarettes ____ Dipping ____ _________________________________________ 
Chewing Tobacco __________________________        circle if applicable: 
Coffee: More than two cups per day ____________  ASPIRIN / ANTI-INFLAMMATORIES / BLOOD THINNERS 
Alcohol: � 1 oz/day � 2 oz/day � 4 oz/day � 6 oz/day   
 (H) MEDICAL HISTORY (Please Circle)  
C) MEDICATION ALLERGIES   High Blood Pressure, Heart Disease, Diabetes, Heart Valve, 
_________________________________________  Kidney Problems, Liver Disease, Arthritis, Breathing Difficulty 
_________________________________________  Stroke, Seizures, Asthma, Vision Problems, Hearing Difficulty, 
_________________________________________  Sleep Apnea, Other: __________________________ 
� Latex Allergy � Iodine Allergy Blood disorders: _____________________________ 
           Diabetes: � Yes � No Glucose this A.M. __________ 
 
(D) HOSPITALIZATION AND/OR SURGERIES   Could you possibly be pregnant? � Yes � No 
_________________________________________        � Tubal Ligation � Hysterectomy 
_________________________________________  Date of Last Menstrual Period: __________________ 
_________________________________________  ___________________________________________ 
 
 
 
________________________________________  __________________________________________ 
Patient Signature                                    Date  Nurse Signature Indicating Review  Date 
 


