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If you have heartburn or GERD or take medication for those conditions, please complete this 10- question GERD Health 

Related Quality of Life Questionnaire:

Scale: 

0= No Symptoms

1= Symptoms noticeable, but not bothersome

2= Symptoms noticeable and bothersome, but not every day

3= Symptoms bothersome every day 

4= Symptoms affect daily activities

5= Symptoms are incapacitating, unable to do daily activities

Questions: (circle one)

1. How bad is your heartburn? 0       1       2       3       4       5

2. Heartburn when lying down? 0       1       2       3       4       5

3. Heartburn when standing up? 0       1       2       3       4       5

4. Heartburn after meals? 0       1       2       3       4       5

5. Does heartburn change your diet? 0       1       2       3       4       5

6. Does heartburn wake you from sleep? 0       1       2       3       4       5

7. Do you have diffi culty swallowing? 0       1       2       3       4       5

8. Do you have pain with swallowing? 0       1       2       3       4       5

9. Do you have bloating or gassy feelings? 0       1       2       3       4       5

10. If you take medications, does this affect your daily life? 0       1       2       3       4       5
TOTAL Score (enter total here - 50 points max.) ______

How satisfi ed are you with your current condition:  Satisfi ed Neutral Dissatisfi ed 

Are you currently taking any medications for heartburn or GERD? Yes  No

First Name: ____________________________  Last Name: ____________________________

Phone: _______________________________   Email: _________________________________

Address: _____________________________________________________________________

City: ________________________  State: ______________  Zip code: ____________________

How would you like to be followed up with? (Circle below)    

~ Phone call ~          ~ Email with information ~          ~ Schedule an Appointment ~         

1. How bad is your heartburn? 0       1       2       3       4       5

3. Heartburn when standing up? 0       1       2       3       4       5

5. Does heartburn change your diet? 0       1       2       3       4       5

7. Do you have diffi culty swallowing? 0       1       2       3       4       5

9. Do you have bloating or gassy feelings? 0       1       2       3       4       5
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GI EXCELLENCE GERD QUESTIONAIRE FORM 

GI EXCELLENCE GERD QUESTIONAIRE FORM 

 
 
 

Date: ___________________________

RE Patient: ___________________________________________________________________________

Date of Birth: __________________________________________________________________________

Dear Dr. _____________________________________________

Your patient was recently seen in our office. Attached is our most recent chart note with recommendation of further
medical treatment, which will require a referral to be submitted from your office.

We recommend referral to

_____________________________________________________________________________________

Should you have questions please feel free to give our office a call, (951) 652-2252

Fax: (951) 658-6476

Office Hours 9am tot 5pm

www.gi-excellence.com

Thank you,

GI Excellence, Inc.

REFERRAL LETTER

1003 E FLORIDA AVE. SUITE 101 
HEMET, CA 92543 

PH: (951) 652-2252   FAX: (951) 658-6476 
MILAN S CHAKRABARTY, M.D.  

 SANDRA DEL VALLE, PA-C           
       TAHIR QASEEM, MD. F.A.C.P., F.A.C.G.    

    YAHAIRA SANCHEZ, FNP-C 




