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SAME DAY PROCEDURES PAPERWORK INSTRUCTIONS 
 
 
In order for our office to book your procedure properly, it is your 
responsibility as a patient to do the following: 
 

● Fill out the Health History Form and all the paperwork completely 
● Make copies of your insurance card – FRONT AND BACK 
● Make a copy of ONE PHOTO ID (ex: Driver’s License, Passport) 
● Make copies of referral by PCP or insurance company 

 
 
Please note that we cannot authorize or schedule your procedure if you 
are missing any of these documents. 
  

5 Franklin Avenue, Suite 109 
Belleville, NJ, 07109 

Phone 973-759-7240  Fax 973-759-
7243 

 
 



 
   
    
  
 

 
   
        

        

        

        

        

  

    
    
    
    

  

    
    
    
    

  

   
   
   

  

       

       
      

       

      

       

       
   

       



  

  

  

  
 



REGISTRATION FORM 
ESSEX GASTROENTEROLOGY ASSOCIATION  
5 Franklin Avenue - Suite 109, Belleville, NJ 07109 
Phone:  973-759-7240 Fax:  973-759-7243 

Today’s date:___________________ 

PATIENT INFORMATION 
Patient’s Last name: First: Middle: Social Security #: Marital status (circle one) 
 Single  /  Mar  /  Div  /  Sep  /  Wid 
Race/Ethnicity: Birth date: Age: Sex: 
 White  Asian  American 

Indian 
 African 
American 

 Hawaiian/Pacific 
Islander 

 Hispanic        /          /   M       F 

Street address: Home phone no.: Cell phone no.: 

 (          ) (          ) 

City: State: ZIP Code: E-Mail: 
    

Occupation: Employer: Employer phone no.: 

  (          ) 
Work Address/City/State/Zip Code: 

Primary Doctor: Phone no.:  
(         ) 
 

Address/City/State/Zip Code: 

Referring Doctor: 
 
 

Phone no.:  
(         ) 

Address/City/State/Zip Code: 

Pharmacy Name: Pharmacy Phone Number: 

INSURANCE INFORMATION 
(Please give your insurance card to the receptionist.) 

Primary Insurance Name: 
 
 

Policy Number: 
 
 

Name of Subscriber: Birth date: 

       /         / 
Secondary Insurance Name: 
 
 

Policy Number: 
 

Name of Subscriber: 
 
 

Birth date: 
 
      /         / 

Guarantor’s Name: (If other than Patient) 

Name of Subscriber: Subscriber’s Social Security #: Birth date: 

         /       / 

IN CASE OF EMERGENCY 
Name: Relationship to 

patient: 
Home phone no.: 
(          ) 

Work phone no.: 
(          ) 

Address/City/State/Zip Code: 

I authorize Dr. _________________to furnish information to insurance carriers concerning my illness and treatment, and I assign the 
physician all payments for medical services rendered to my dependents or myself.  I understand that I am responsible for any amount not 
covered by my insurance.   
     

 Patient/Guardian signature  Date  
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Essex Gastroenterology Associates 
5 Franklin Avenue, Suite 109 

Belleville, NJ  07109 
Phone: 973-759-7240 

Fax: 973-759-7243 

Today’s Date:  

HEALTH HISTORY QUESTIONNAIRE 
All questions contained in this questionnaire are strictly confidential  

and will become part of your medical record. 

Name (Last, First, M.I.):   M     F Birthdate:  

Marital 
status:  Single      Partnered      Married      Separated      Divorced      Widowed 

Referring doctor: 
 

Current Occupation: 
 

PERSONAL HEALTH HISTORY 

Reason for your visit today:  

Please indicate if you are 
having any current 
problems or symptoms in 
the following areas: 

 Eyes   Muscular  

 Skin   Joints  

 Ears, Nose, Throat   Bones   

 Stomach/Digestion   Neurological  

 Lungs/Breathing   Allergies  

 Heart   Reproductive  

 Circulation   Thyroid/Endocrine  

 Blood   Psychiatric  

 Lymph   Urinary  

List any medical problems that other doctors have diagnosed: 

 

 

 

 

Surgeries/Hospitalizations 

Year Reason Hospital 

   

   

   

   

   

   

   

Please go to page 2 
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List current medications (include prescribed drugs and over-the-counter drugs, such as vitamins and inhalers): 

Name of Drug Strength/Dose Frequency Taken 

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

Allergies to medications    No        Yes  (if yes, indicate below) 

Name of Drug Reaction You Had 
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HEALTH HABITS AND PERSONAL SAFETY 

ALL QUESTIONS CONTAINED IN THIS QUESTIONNAIRE ARE OPTIONAL AND WILL BE KEPT STRICTLY CONFIDENTIAL. 

Alcohol Do you drink alcohol?  Yes  No 

If yes, what kind?  

How many drinks per week?  

Tobacco Do you use tobacco?  Yes  No 

 Cigarettes – pks./day   Chew - #/day   Pipe - #/day   Cigars - #/day  

  # of years   Or year quit  

Drugs Do you currently use recreational or street drugs?  Yes  No 

Have you ever given yourself street drugs with a needle?  Yes  No 

Sex Are you sexually active?  Yes  No 

Have you ever given yourself street drugs with a needle?  Yes  No 
Women Only If yes, are you trying for a pregnancy?  Yes  No 

Are you pregnant?  Yes  No 
 

FAMILY HEALTH HISTORY 

 AGE SIGNIFICANT HEALTH PROBLEMS  AGE SIGNIFICANT HEALTH PROBLEMS 

Father   Children  M 
  F   

Mother    M 
 F   

Sibling  M 
 F    M 

 F   

 M 
 F    M 

 F   

 M 
 F   Grandmother 

Maternal   

 M 
 F   Grandfather 

Maternal   

  M 
 F   Grandmother 

Paternal   

 M 
 F   Grandfather 

Paternal   

 

Do you or any family member have a history of any of the following: 

Cancer    If yes, indicate site:   Yes  No 

Heart Disease (Heart Attack/Heart Failure)  Yes  No 

High Blood Pressure  Yes  No 

Stroke  Yes  No 

Diabetes  Yes  No 

Other:  
 

PATIENT SIGNATURE: 

Date:   
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48 HOUR CANCELLATION/RESCHEDULING 
POLICY FOR SAME DAY PROCEDURES 

 
You have been given an hour appointment for your same day procedure.  

  
Date:_____________ Time:_________________ Place: _____________   

  
Because procedures require coordination between our patient's 
schedules and the availability of the physician and facility, we ask that, in 
the event you need to cancel or reschedule your procedure, you notify 
our office no later than 48 hours before your scheduled procedure. This 
will allow the office to give your allotted time to other patients waiting 
for an appointment. Unless you notify our office of a cancellation 
or need to reschedule at least 48 hours before your scheduled test, a fee 
of $100.00 (one hundred dollars) will be billed to your account. This fee is 
your personal responsibility and is not eligible for reimbursement by health 
issuers.  

  
Thank you for your anticipated cooperation.  

  
I acknowledge that I have read and agree to the cancellation/rescheduling policy.  

  
 

  Patient's Name  
 
________________________________________________________________________ 
Patient's Signature  
 
Date: __________________ 

  
Witness:________________   

 

5 Franklin Avenue, Suite 109 
Belleville, NJ, 07109 

Phone 973-759-7240  Fax 973-759-7243 
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