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Your physician has referred you to our office for a screening
colonoscopy. Because colon cancer is the second leading cause of cancer
deaths In the United States and it is 90% curable when found and
treated early, your physician feels this is an important proceduse to
have. I am enclosing with this letter a packet of information regarding
this procedure. FPlease take the time to review and complete this
information where needed as it must be filled out completely and
accurately in order to schedule your appointment.

We will need the following items in order to schedule your appointment:

Daytime telephone number(s) and best time to reach you
Green and white patient information sheet (fill out in Pen)

Pink and white bubble sheet. Please use a #2 pencil.

Medication and allergy sheet with height and weight{fill out jn Pen)
Receipt of notice of privacy practices(fill out in Pen)

E-mail address (This is particularly helpful if it is difficult to reach you
during normal business hours)

If your insurance plan requires a referral, you will need to contact your
primary care physician to obtain this. It is your responsibility to check
your insurance benefit plan to determine if colonoscopy is covered under
your policy.

A copy of the front and back of your insurance card or all of the
information from both sides written on the green and white page under
"Insurance Information.”

Mail back all requested infarmation within 1 week of today's date.

Once your information has been received by the office you will be
contacted to schedule a colonoscopy. Screening colonoscopy can be
scheduled for up to 2 months in advance. Should you have any
questions please contact us at 434-817-8484 extension & or by e-mail at

We look forward to discussing your procedure with you,
Sincerely,

Dwayne Ferguson
Cutpatient Colonoscopy Services Specialists
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Important Information For Anthem and Cigna Beneficiaries
Undergoing Screening Colomoscopy

By scheduling a screening colonoscopy with Charlottesville
Gastroenterology Associates, you will take an important step in
reducing your risk for colorectal cancer.

Virginia Jaw mandates that insurers operating within the state provide
coverage tor colonoscopy as a screening test for colon cancer

(§ 38.2-3418.7:1). Your insurer has notified us that we may use the
code for “screening colonoscopy” only for those procedures in which
no polyps are found. If a polyp is detected and removed Anthern and
Cigna no longer consider this 2 “screening colonoscopy” and might
apply your regular medical benefits, which includes your deductible.
Therefore, a colonoscopy with polyp removal could result in higher

- out-of-pockel costs than expected.

As of October 2008 Anthem Virginia State based policies states they
will still cover as a screening if a polyp is found. This does not
include out of state policies. This can be determined by looking on the
back ol your card.

By law, Charlottesville Gastroenterology Associates must follow the
regulations set forth by your insurance company and is not able ta

falsify or chunge the codes of your procedure.

We feel it is very important for you to precede with your screening

- colonoscopy. If you have further questions or concerns about your

msurance benefits or policy, we encourage you to contact Anthem
Insurance at (800) 242-7277 or Cigna Insurance at (800) 468-2204,
We will be happy to assist you in any way possible.

Sincerely,

The Fhysicians at Charlottesville Gastroenterology Associates
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( PATIENT E-MAIL ADDRESS

[ FAMILY DOCTOR

BOCIAL BECLURAITY NUMBER | FINST NAME MIDOLE MAME
AUUHESS
[ SINGLE [MARRICD CWDOWED O DWORCED
CITY STATE ZIF HOME FRONE
|
| WORK PHONE LCELL FHIOINE EMPLCYYERA == QIATH DATE AGE | GENX
M TE
INSURANCE INFORMATION

INELIRANGCE CARRIER INSURANCE CARFIER

MAME OF POLICY HOLDEH § NAME OF POLICY HOLDER

INSURANCE D NLBADER - ! INSURAMCE 1D MUMBER

ADDRERS OF IMSLRAMGE COMPANY ) ACOAESS OF INSURANCE COMPANY

PHOME # OF INSURANCE CUMPANT B FHOME § OF INSLRANGE COMPANT

SEX OF POLICY HOLDER EMPLOYER OF POLICY HOLDCR o I SEx OF POLICY HOLDER EMPLOYEA OF POLICY HOLDER

e CIF ] F
{ PATIENT'S REL ATIONSHIP T0 POIIGY HOLOER - PATIENT & RELATIONEAIR To POLICY HOLDER
- : [ UTHER i I . 11 OTHER
[ 15 44 L o O " Ly
OEELF  CISPOUSE [ CHILD (SPECHTY) §Y CISELF  CISPOUSE O CHAD (SFECIFT)
REFERRAL SOURCE
HANE ANDRFES FHOME NO
1 DOCTOR
HAME B
[ FRIEND 11 YELLOW FAGE AD " PHYSICIAM REFERRAL SERVICE (O OTHER
Wi F 1 BICL FE : H [BPECIEY)
IN CASE OF EMEARGEMNCY PLEASE M

MAME |
ADDAESS - -
CITY [51a1E TIF WORK PRONE HOME PHOME EXT

FLEASE ALLOW RECEFPTIONIST TO MAKE A COFY OF YOUR INSURANCE CARD(S)

PATIENT'S RESPONSIBILITY / MEDICAL RELEASE /! ASSIGNMENT OF BENEFITS

| hereby acknowledge responsibility for any professional fees incurred and for obtaining any referral needed.
| authorize the release of medical information necessary to process my insurance claims.
| reqquest that paymant of authorized benefits be made to Charottesville Gastroentarology Assoclates for any services furnished me by them.

BIBNATURE ) RFLATIONESIP TO PATIENT ) DATE




Ga‘stroéntamlogy Associates
of Charlottesville & Augusta

{ Marking Instructions

| o use enly a number 2 pancil.
= Fill in the complete oval as shown below.

Correct Mark

PLEAGE PRINT PATIENT'S LAST NAME
: SREREREE|

L1

PLEASE PRINT "I-EHT -3 FIE'I MAME AND HIII‘LE

PLEASE PANT PATIENT'S DATE OF BIRTH
i |

[
|
L1

Mk Jay

A

Reason for visit:

REVIEW OF SYSTEMS
Please indicale if you have had these
symploms within the PAST MONTH.
21 Headacha
21 Fever
—r Dizzinessfightheadadness
= Vigion changes
2 Paln or radnass of ayes
v Logs af mamaory
o Dificulty slaaping
3 Nosebleads
1 Zhoriness of breath
1 Chest pain
=1 Skin rash
2 Aching joints
2 Freguent urinaticn
3 Yallow eyes
2 Mouth soros
2 Difficulty swallowing
2 Heartbum
T NausaeaMomiling
T Black or larry siocls
T Roctal bieeding
< Change in bowel habits
< Constipation
1 Diarrhea
< Abdominal pain
Lecation of paln:
= Uppar > Lawar
= Left > Right
= Unexpected welght loes (=10 |bs)

Do you smoke tobacco?

2N 1 ¥es Crin the past
If yes, how many cigaretles a day?

= Oceagional <10 20
30 e
Do you chew tobacco?

2N i Yas

"How many caffeine drinks do you have

par day?

LxOocasienal <21 2
(=X 33

Do you drink alcahal?

N Ll (i

If yas, how many drinks per day?
CrOhecasional <31 ]
| 1 e3

Do you take aspirin or other NSAIDS like
AdvilfAleve/Maotrin?

2 Mo i Y 21| the past
If yes, how many lablels per day?

Ty Docasional < 1-3

48 il

Do you exercise regularly?
~No 2 Yas

Do you have tattoos/body plercings?
ZNo 0 Yes

Do you eal a high Tiber diet?
TxMo 1 ¥es

Do you use a fiber supplement?
2 MNa CaYes

Do you have a latex allergy?
2 Na 3 Yes

Da you have an adhesive allergy?
CIMa T1'Yes

Employment:
T Emploved
CUnemployed
| = Occupation:

o Homemaker
_ Ratired

WOMEN
Are you pregnant or trying to conceive?
Mo syt

Are you breastfeading?

(HEALTH HABITS AND SOCIAL HISTORY

L o] o < Yas
FAMILY HISTORY ]
Has any family member had: Mather Fatver  Siblingis)  Child{ren)
Caolon cancer i ] o ]
Colon polyps i & e [
Crohn's diseasaUlcarative colitis - o ] ]
Ezophageal cancer 03 I P P
Slomach cancar ] fe] ] [
Liver diseaza ] o3 ] 1
P.?_nmnalitis ) ] = ]




PAST MEDICAL HISTORY - Please indicate

if you have ever had thase conditions.

GEMNERAL
Diabelas

High bloud pressurg
Thyroig disease
HIV posilive
Arlhrilis

High choleslarol
Armenmia

Lupus

Ceanoer

Type:

HEART
Heart attack
Year:_

Congesiive heart faillure”

Sypess surgeny/angloplasty
Vascular surgery

Valve disease

Atrial fibrillation )
Implamable dafibrillatar
Artificial haart valves

LUNGS

Asthma

Bland alat in lung
Fraumaonia
Emphyseme/COPD
Sleap apnes (diagnosed)

UROGENITAL
Frostate problams
Kidnay s1ones
Kidney diseasa

GASTROINTESTINAL
Acad rellux [GERD)
Stomach ulcnrs
Divarticulosis

Irritabla bowal syndrome
Crohn's dissase '
Ulearative colitis

Codon polyps
Hamarmioids
Pancraatitis

Gallstonas

Hepatitis

Liver disease

Cirrnosls of the livar

NEUROPSYCHIATRIC
Stroke
Seizures
Migraines.
Depression
. Alzheimer's disoase
Alcoholiam
Drug Abuse

Prasant

000Co0000Cao

Present

o

y
o

000

Past

0Qao

QOOCo

Past

0

o

Ea el
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s
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h

Presant Past

L]

o [
[ (&
(& 3
= e
Present Past
Lo ] [ ]
T )
(] =
Present - Fasl
o =
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(] L]
- ]
o [
| f]
= ]
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(&) o)
e o
= '
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Present Past
-
Lo =
o L]
= 5
]
o [
- 3

[ suﬁé'Eﬁ]Esm- FPlease indicate if you have

aver had these surgaries and the yaar,

Apponde removed
Galbladder removed
Ulerus removed
Chares removed
Hemuorrhoids removed
Gasiric bypass

Hermia repair

‘Year

OPERATIONS - Please list any othar

operations and the year.

Year

o

ILLNESSES - Please list any other

illnesses requiring hospltalization.

Hagnosis

Year

Please list any other medical conditions.

Please list any allergies you have.
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Charlottesville Gastroenterology Associates  Chart #

Patient o
Date: _ - B Time . AM/PM

L. 1 hereby authorize Dir, and/or such assistants as may be selected by him 1o
perform upon the fullowing operation(s) and/or medical procedures:
__Esophagopastroduodenos i injection/thermal coagulation/biopsy, and conscions sedation

Risks, bleeding, infection, pe ! Fudisfodpedication for conscious sedation B

to treat such condition, vperations ar
mplications, and risks associated with the operation(s)
re(=) have heen explained to my satisfuction by the

procedure(s) necessary to treat my condition, possihle side effe
or procedure(s), and possible alternatives to the operation(s) or proc
above named physician or his desipnee.

3. It has been explained to me and T understand that during the course of the operations or procedure(s), wnforeseen conditions
may be revealed or urgent situations may arise that necessitate an extension of the original procedure or operation, or
additional ur different operations or procedures than those set forth in paragraph | above. [ therefore autharize and request
that the ahove named physician, his assistants, and his designees, perform such extension, additional, o ditferent
operation(s) and/or procedure(s) which m his professional judgment are necessary or desirable,

4, T acknowledge that no guarantees have been made to me concerning the results of the operation(s) or procedure(s).

3. T agree that any tissues, organs and body fluids removed during the course of the operation cr procedure may be exarmumed,
documented, preserved and/or disposed of in whatever manner may be considered proper for the purpose of diagnosis, study
and advancement of medical knowledge.

6. L consent to the release by the hospital laboratory of any tissue or reports to any medically related agent acting on my behalf
for the purpose of diagnosis, study or treatment.

7. I release the hospital, laboratory, its employees and agents from any claims that may arise in connection with damage to any
tissues, organs, ur body fluids in delivery or by the receiving party, provided that appropriate care in the selection of a
delivery system has been exercised.

8. Allergies (drugs, food, ew): o S

9, Medications currently being used:

10. T acknowledge that all blank spaces of this document have been either completed or crossed off priar o my signing.

Video.  Viewed  Previously Viewed  Declined

(Signoture of patient or person autharized to mﬂ;‘mnt for pulient)
AN
Diate; o ) Time: P

Witness; o Telationship:

I certify that all the blanks in this form were filled in prior to signature, and the contents of this form. meluding filled
in blanks, were explained to the patient or his representative before requiting the patient or his representative to sign it.

 Signature of physician obtaining consent.

Ty DIGESTIVE CARE (I:F.NTF.F. AT CGA This is a &amplt consent form. You will
o S 1139 EASTHIGH STREFT (LOWER LEVEL) be asked to sign a similar form on the
o marmi Jervsoy Hosen, date of your exam. This sample is for

LM ED MEGICAL FROCEDURE

information purposes only.




Date Completed
Medication L.ist

Full Name Date of Birth

1. CGA/AGA needs to know the medicines you take currently and any drugs you are allergic o so we
- can treat you safely during all office visits and procedures.

2. Please list below all prescription medicines and other medicines you take that don’t need a
prescription. Don’t forget vitamins, herbal supplements, drug patches, inhalers, eye drops, etc.

3. Please approximate: Height 3 ~ Weight
(5 9™) (120 Ibs)

4. Do you normally require multiple attempts to gain IV access? YES NO
5. Are you allergic to any medications? YES  NO If so, list

b. Preferred pharmacy name and location

Please Print
(Please use back of this form if necessary)

How you
take this What do you take this for?

|
Doseor | How

Medication Amount often |
{ (Smg, 1 tab) | (once daily) |

{by mouth, { bload pressure)
inhaler)

Are you allergic to Latex? YES NO

Are you on a salt restricted diet? YES NO

Revised 3-18-2008




EMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

L _ , acknowledge and agree that a copy of the Charlottesville
and Augusta Gastroenterology Associates, P.C, Notice of Privacy Practice is available upon request.

Patient Signature “ Date
Lepal Representative if appliézlbie (Print) Legal l-le'prene-ntativc (Signature)
Relatiunéhip to Patient Date

In order to protect your privacy, we feel it is important to know with whom we have permission to discuss your
healthcare. Please list anyone who our office can release your healthcare information to other than your family
physician. You may change this at any time.

FOR OFFICE USE ONLY:

Charlottesville and Augusta Gastroenterology Associates, P.C. made the following good faith efforts to
obtain the above-referenced individual’s written acknowledgement of receipt of the Notice of Privacy Practices:

» The CGA/AGA, P.C. Notice of Privacy Practices is available to this patient at the time of his/her initial
appointment, or if this party is an existing patient, at the first office visit on or after April 14, 2003,

¥ The CGA/AGA, P.C. Privacy Officer or his/her designee will discuss any issues a paticnt has towards
signing this receipt of information document with specific reasoning being completed by the
CGA/AGA, P.C. representative below.

CGA/AGA, P.C. Eepresentative Signature Title Date

Adinetifiad A eeil 7OUR
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