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(Please print legibly and detail as much as possible) 

PLEASE LIST YOUR FULL LEGAL AME: 

LAST: _________ _ FIRST: _________ _ MIDDLE: _________ _

Street Address:--------------------------------------­

City. State, ZIP:-------------------------------------

Please enter all information below and select the best way to contact you: 

o Home Phone#:

o Pharmacy Name & #:

o Cell Phone#: ________ _

o E-Mail: ----------------

SSN: ____________ Date of birth: ____________ Age: ___ Gender: M F 

Marital Status (Optional): Married Divorced Widowed Single Other: _____________ _ 

Ethnicity(Optional): ____________ _ ________________________ _ 

Employer: ________________________________________ _ 

Employer Address:-----------------------------------­

Name of Spouse/Responsible Person:--------------------------------

Relationship: _______ Date of Birth: ______ SSN (If you are insured under their plan): _______ _ 

Employer: ________________ Address: _____________________ _ 

Daytime Phone#: _____________ E-Mail: ______________________ _ 

Emergency Contact: _____________________ Phone#: ____________ _ 

Relationship: _________________ _ Does emergency contact share your address? YES NO 

Emergency contact may receive information about your medical condition? YES NO 

PRIMARY CARE PHYSICIAN/REFERRING DOCTOR: __________________ _ 

Phone:_________________ Fax: ________________ _

My physician may receive information regarding my surgery? YES NO 

INSURANCE INFORMATON (Please be very detailed-incomplete data may delay verification of insurance.) 

Insurance Name: Plan Type: 

Address: I.D. #:

Group#: Phone#: ____________ _ 

Name of Insured: DOB: ____________ _ 

Secondary Insurance: ________________ _ Plan Type: ___________ _ 

Address: I.D. #:

Group#: Phone#: ____________ _ 

Name of Insured: DOB: _ ___________ _ 
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Patient Name: ____________________________  DOB:_________________ 
 
 
Hiatal Hernia Questionnaire 
 
1. Have you noticed any acid reflux symptoms? 
  Yes  No  How long have you had these symptoms? 
____________________________________________________________________________________ 
 
 
2. Please list all the symptoms you've experienced. 
____________________________________________________________________________________
____________________________________________________________________________________ 
 
3. Have you used OTC medication to treat your acid reflux? 

Yes  No  Please indicate on next page. 
____________________________________________________________________________________ 
 
4. Do you take any prescription medication for your acid reflux? (Prilosec, Aciphex, etc.) 

Yes  No  Please list: 
____________________________________________________________________________________
____________________________________________________________________________________ 
 
5. Have you changed your diet due to your acid reflux? 

Yes  No  How have you changed it? 
____________________________________________________________________________________ 
 
6. Does anything you ingest worsen your symptoms? (spicy food, caffeine, alcohol, etc.) 

Yes  No  Comments: 
____________________________________________________________________________________ 
 
7. Does Italian (tomato-based foods} or Mexican food aggravate your symptoms? 

Yes  No  Comments: 

____________________________________________________________________________________ 

 
8. What other methods have you tried to reduce your acid reflux? (changing bed positions, bought new 
bed, etc. ) 
____________________________________________________________________________________ 
 
9. Do you experience night-time acid reflux? 

Yes  No  Comments: 
____________________________________________________________________________________ 
 
10. Does lying down or bending over worsen your symptoms? 

Yes No  Comments: 
____________________________________________________________________________________ 
 
11. Do you ever experience any pain/tenderness in the upper central abdominal area? 

Yes No  Comments: 
 
12. Have you had an EGD (Esophagogastroduodenoscopy) or Colonoscopy in the past 6 months? 
Please explain why. 
 Yes  No Comments: 

 



 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Instructions: please indicate which medications you have attempted in the past by 
checking the duration of therapy. 
 

Medication 5 yrs 10 yrs 15+ yrs Other Medication 5 yrs 10 yrs 15+ yrs Other 
Pepcid         Aciphex          
Famotidine         Rabeprazole         
Prilosec         Prevacid         
Omeprazole         Lansoprazole         
Dexilant         Zegerid         
Dexlansoprazole         Sodium Bicarb         
Protonix         Tums         
Pantoprazole         Rolaids         
Zantac         Pepto Bismol         
Ranitidine         Other Medication         

 

Patient Signature:____________________________________ Date:___________ 

 
Instructions: please check the box to the right of each question using the scale below. 

 
Question 1 2 3 4 5 
How bad is your heartburn?      

Heartburn when lying down?      

Heartburn when standing up?      

Heartburn after meals?      

Does heartburn change your diet? 
 

     

Does heartburn wake you from sleep?      

Do you have difficulty swallowing?      

Do you have pain when swallowing?      

If you take medication, does this 
affect your daily life? 

     

How bad is regurgitation?      

Regurgitation when lying down?      

Regurgitation when standing up?      

Regurgitation after meals?      

Does regurgitation change your diet?      

Does regurgitation wake you from 
sleep? 

     

 
 

 
 

SCALE 
0- No Symptoms 
1- Symptoms noticeable but not 

bothersome 
2- Symptoms noticeable and 

bothersome, infrequent 
3- Symptoms bothersome 

everyday 
4- Symptoms affect daily activity 
5- Symptoms interfere with daily 

activities 
 



 



 



 



McCarty Weight Loss 
9219 Garland Road, Suite 2107 

Dallas, TX. 75218 
Phone: 469-547-6170 

Fax: 469-547-6180 

Authorization to Receive Healthcare Information 

Patient Name:________  Date of Birth:_______

 Name:_______ Relationship:________

 Name:_______ Relationship:________

 Name:_______ Relationship:________

Disclosure of Information 

□ l authorize the person(s) listed above to receive all Healthcare Infonnation about appointments, 
treatments and/or other infonnation pertinent to my healthcare including payment infonnation.

□ I DO NOT authorize any infonnation to be disclosed to any other parties except to me as the patient.

You may revoke or tenninate this authorization by submitting a written revocation to our office to the 
attention of the Privacy Official or other Authorized Representatives. However, your decision to revoke 
the authorization will not affect or undo any use of disclosure infonnation that occurred before you 
notified us of your decision. 

□ I have received the infonnation Entitled- Notice of Privacy and Practices

Patient Signature: ___________ Date: _____________ _ 

Financial Guidelines 

Please read and sign below indicating that you understand the guidelines. 

I agree to pay for any and all medical services I receive from the Providers of this practice. 
This office will file a claim on my behalf, however, if your insurance denies payment or does not cover 
services rendered, you agree to pay for balance on file. Failure to pay within 45 days of filling the claim, 
with notification is considered a refusal to pay. 

Patient account balances that exceed 60 days without payment will be turned over to a collection agency. 

If your check is returned from the bank, we will add a returned fee to your account in the amount of 
$25.00. 
I have read, understood and agree to this Financial Policy. l understand the charges not covered by my 
insurance, as well as applicable co-payments and deductibles are my responsibility. 

Patient Signature: _____________ Date: _____________ _ 

**McCarty Weight Loss Center will not disclose any information in regards to appointments, records, or 
any other information pertaining to your treatment unless listed below. Please include  any emergency 
contacts that you wish to receive information on your behalf. 



 



 



MEDIA RELEASE AND REFERRAL FORM 

 

Media Release  

I, _______________________, grant permission to McCarty Weight Loss Center to 
use my image (photographs and/or video) for use in Media publications including: 
 
(Check All That Apply) 
 

❏- Videos  ❏- Marketing Materials ❏-  General Publications  

❏- Website and/or Affiliates (i.e. Private Facebook Group) 

❏- Other:_________________ 

 
I hereby waive any right to inspect or approve the finished photographs or electronic 
matter that may be used in conjunction with them now or in the future, whether that 
use is known to me or unknown, and I waive any right to royalties or other 
compensation arising from or related to the use of the image.  

 
Signature: _______________________________ Date:_______________________ 

 

Name (please print): ________________________________ 
 

Address: ________________________________ 

 

Referral 

When researching and finding a Bariatric Surgeon that fits your needs, sometimes 
speaking with past patients can help with making a decision. McCarty Weight Loss 
Center provides a supportive network that helps offer patient experiences and 
testimonies. If you would be willing to act as a referral to future patients, please 
provide your information below. Your contact information will not be posted, however 
will be given to serious inquires upon request only and you will be notified. 

 

Phone Number:_____________________    Email Address:_____________________ 

Signature:__________________________________   

 

Should you wish to not be a part of any publications, we do understand! Instead, 
please leave us a review on Google, Yelp, Facebook, or Real Self in order to help 
others find us at McCarty Weight Loss Center. We appreciate your decision to have 
Dr. McCarty and his staff help you along this exciting journey! 
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