
 
Advanced Gastroenterology of South Florida, PA 

Karthik Mohan, DO 
Board Certified Internal Medicine 
Board Certified Gastroenterology 

Gastroenterology 
Palmetto Medical Plaza 

7100 West 20 Ave, Suite 301 
Hialeah, Florida 33016 

 
Phone (305) 556-3727  Fax (305) 556-3711 

  
PATIENT INFORMATION 

 
Last Name ___________________________________ First Name _______________ DOB ___/___/___ 
 
Address ________________________________________ City ___________ State ______ Zip Code ________ 
 
Home Phone __________________ Work Phone ________________ Cell Phone ________________________ 
 
SS# ____-____-____ e mail address ____________________________________________________________ 
 
Marital Status    Single  Married  Separated  Divorced  Widowed 
 
Name of Employer _____________________ Occupation ________________Employer Phone _____________ 
 
Emergency Contact _______________________________ Relationship _____________ Phone _____________ 
 
Primary Care Physician ___________________________________________ Phone ______________________ 
 
Pharmacy Name _________________________________________ Phone ______________________________ 
 
Reason for the visit 
 
___________________________________________________________________________________________ 
 
___________________________________________________________________________________________ 
 
___________________________________________________________________________________________ 
 

INSURANCE INFORMATION 
 
Insurance Name __________________________________ Member ID _________________________________ 
 
Group Number _____________________________________________________ Effective date ____/____/____ 
 
Subscriber’s Name ________________________________ DOB ___/___/___ Relationship _________________ 
 
Do you have an Advance Directive?   Yes    No If yes, please provide a copy of it to Advanced Gastroenterology of 
South Florida, PA at your earliest possible convenience. 
 
An Advance Medical Directive is the direction you give about the kind of health care you wish to have if you lose 
ability to make decisions.  Consult a lawyer in connection with your right to execute such Advance Medical Directive. 
 

CONSENT 
 
I authorize Dr. Karthik Mohan to leave NORMAL test results on my answering service  YES     NO 
 
If I am not available to receive my test results, I authorize Advanced Gastroenterology of South Florida, PA to 
release this information to 
 
___________________________________________________________________________________________ 
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