                                                                                       Welcome to the Office of                                         Appt:



Colorado Center for Digestive Disorders

205 S. Main St., Suite A, Longmont, CO 80501




Phone Number: 303-776-6115   Fax Number: 303-776-4318

PLEASE READ, MAKE SURE ALL INFORMATION IS CORRECT AND SIGN ALL 6 PAGES 

PATIENT INFORMATION:




 
  New Patient        Update     

Name: ______________________________________________________________________________________________



Last




            First





Middle

Mailing Address: _______________________________________________________________________________________________



                                 Street




    City


                      State

                            Zip

Social Security Number: _________________________________________
Date of Birth: _________________________________

Home Phone: _________________________________________________Cell/Business Phone: ________________________________
E-mail address: _________________________________________________________       Marital Status: ________________________

Emergency Contact/Relation: ______________________________________________Phone: _________________________________

Referring/Primary Physician (PCP): ________________________________________Last office visit with PCP: __________________

Pharmacy Name & Address: _____________________________________________ Employer: ________________________________
Is it okay to leave messages on your answering/voicemail machine regarding your health care? 
       
Yes
      
No

MEDICAL INSURANCE INFORMATION:

Referral on file No Insurance/Self Pay
Primary Insurance Company: _________________________________     Telephone: ________________________________

Subscriber/Member ID: ____________________________________
   Group #: _____________________________________


Policyholder name: __________________________________________         DOB/SS#:______________________________________

(If different than patient)

Secondary Insurance: _______________________                       Subscriber ID/Group: ________________________________________

*********************FOR OFFICE USE ONLY*********************

Referral required?  Y   N Authorization #_____________________ # of Visits Authorized: __________________________________

Deductible $__________ Deductible met?  Y   N How much? _____________Office Co-Pay $_________CEC Co-Pay $ _________

Information verified by: _________EFF DATE: __________Screening: _________________Medical: __________________________
                          

        Estimated Cost:$__________________      Patient Notified       DATE_____/______/______

***Patient’s Signature: ____________________________ Date: _____________________***        
	PATIENT HISTORY FORM


Patient: ________________________________ Age: _____ Date of Birth: ____/____/____Date of last Physical Exam____/____/____ 

Religious Preference: ___________________ Do you have a DNR/Living Will? ______ Referring Physician: ___________________

The Reason for Your Visit:   EGD___   Colonoscopy___    Sigmoidoscopy___ 
   HEIGHT_______     WEIGHT______

_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

Patient Profile:   Married___   Divorced___   Single___   Separated___   Widowed___   Partner____
Occupation: __________________ Yrs Retired: ________ since: __________   Hobbies/Interests: __________________________________
Habits:  SMOKING:  Pipe____ Chewing Tobacco______ Cigarettes_______ How much__________# of Years ______________________
COFFEE/CAFFIENE: More Than 2 cups/sodas per Day______________ ALCOHOL/BEER: Frequency/Amount_____________________
Do you have or have you had the following? IF YES, PLEASE EXPLAIN BELOW:
· High Blood Pressure

· Heart Disease

· Cardiac Stents

· Metal Implants (site)_______

· Pacemaker (type)___________

· Artificial Heart Valve

· Irreg. Heart Beat

· Bleeding Disorder (type)______

· Anemia

· Diabetes

· Asthma

· Emphysema

· COPD

· Sleep Apnea

· CPAP 

· O2_________L

               Continuous____ Night only___

· Infectious Disease___ HIV___

· Liver Disease___ Hepatitis___

· Gallbladder Disease

· Pancreatitis

· Kidney Disease

· Kidney removed

· Thyroid Disease

· Ulcerative Colitis

· Crohn’s Disease

· Diverticulosis

· Diverticulitis

· Colon polyps

· Constipation

· Diarrhea

· Ulcers (type)_____________

· Esophageal Reflux
· Heartburn
· Arthritis

· Cancer (location)_____________

· Frequent Headaches

· Stroke

· Dizziness

· Seizures

· Anxiety

· Depression

· Eczema

· Hives/Rashes

· Glaucoma

· Previous Adverse Reaction 

           to Sedation                               

· **Is there any possibility of


pregnancy? 

Date of last menstrual period __/___/___   

Other medical problems not listed:___________________________________________________________________________________
Previous Surgeries/Hospitalizations:  ________________________________________________________________________________
_________________________________________________________________________________________________________________
Previous Endoscopies, i.e.: Colonoscopy, EGD, ERCP: __________________________________________________________________
Family History



            Father              Mother
    Sibling

 
               Father                 Mother
            Sibling

	Gallstones
	
	
	
	Ulcers
	
	
	

	Colon Polyps
	
	
	
	Pancreatitis
	
	
	

	Type of Cancer
	
	
	
	Liver Disease
	
	
	

	Bleeding Disorders
	
	
	
	Cirrhosis/Hepatitis
	
	
	


***Patient Signature: ___________________________________________ Date: _____________________***
Reviewed By: __________________ Date: ___________ Physician Signature: _____________ Date: _________ 

********************FOR OFFICE USE ONLY*********************

Pre-op Call: Date: ______________ Spoke with: _________________ Nurses Signature: ________________________________________                   Post Op Call: Date: ______________Spoke with: ________________   Nurses Signature: ___________________ Letter Sent: __________

How did you tolerate the procedure: _________________ Side effects or complications? _________________________________________
Colorado Endoscopy Centers

     Patient Medication/Reconciliation Form

	**Allergies/Sensitivities**
	Reaction
	**Allergies/Sensitivities**
	Reaction

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



  **LATEX ALLERGY/SENSITIVITY? ____________ Reaction: _____________________________**


List all prescription and non-prescription medications taken daily or routinely. Including birth control, vitamins, dietary

supplements, arthritis and pain medications
                    Do you take any blood thinners such as Plavix, Coumadin, Warfarin, Aspirin? ___________________________
	*Current Medications
	* Dose
	*How many

times a day
	*Reason

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Patient instructed to give medication sheet to primary physician.______yes/no
  ***PATIENT SIGNATURE ____________________________________      DATE______________***
PRINT PATIENT NAME_____________________________________RN VERIFICATION____________________ DATE____________    
               ***FOR OFFICE USE ONLY***

New Prescriptions
              


Dose
          Frequency
                           Comments

	
	
	
	

	
	
	
	


This list is for the purpose of patient education and as such, Colorado Endoscopy Center is not responsible for the

resumption of the medication or the efficacy of the listed medications    

COLORADO CENTER FOR DIGESTIVE DISORDERS
COLORADO ENDOSCOPY CENTERS

FINANCIAL POLICY STATEMENT

We will assist you to receive your maximum allowable benefits if you have medical insurance.  Co-pay/Deductible 

payment for services is DUE AT THE TIME SERVICES ARE RENDERED, unless our billing office has approved 

payment arrangements in advance. We accept CASH, CHECKS, VISA, MASTERCARD, AMERICAN EXPRESS 

and DISCOVER.  Returned checks will be subject to a $25.00 return fee and a 1.75% interest fee per month will be added 

to all balances older than 30 days until paid in full. All balances are due within 90 days.
1.  INDIVIDUALS WITH PRIVATE OR COMMERCIAL INSURANCE

We will be happy to process your insurance claim for your reimbursement. A CURRENT INSURANCE CARD MUST BE 

PRESENTED AT YOUR VISIT AND CO-PAYMENTS/DEDEUCTIBLE ARE DUE AT THIS TIME. Payment is 

your responsibility: 

a. Your insurance is a contract between YOU, YOUR EMPLOYER, and the INSURANCE COMPANY. We are not a 

party to that contract.

b. Not ALL services are a covered benefit in all contracts. Some insurance contracts select certain services that they will 

NOT cover. If you receive a non-covered benefit, you are responsible for payment of the full billed charges.

c. If  insurance has not paid your claim or responded within 60 days, THE PATIENT IS RESPONSIBLE FOR 

FOLLOWING UP WITH THE INSURANCE COMPANY AND PAYMENT IS DUE.

2.  INDIVIDUALS WITHOUT MEDICAL INSURANCE

We require payment in full at the time of service from patients who do not have medical insurance unless prior 

arrangements are made with our office.  

3.   
 MEDICARE

Claims will be filed to Medicare and your secondary insurance.

3.  INCORRECT OR INCOMPLETE INSURANCE INFORMATION
Incorrect or incomplete insurance or personal information makes accurate submission of insurance claims impossible.  

If this situation occurs, patient/insured will be immediately responsible for the charges in full.  

5.   
REFERRALS

It is the patient’s responsibility to know if their insurance requires them to have a referral. If you are not sure, please 
contact your insurance.  If your insurance does require a referral, it is YOUR responsibility to have the referral in place 
PRIOR to your office visit and/or procedure. If there is no referral, you will be responsible for the charges in full.

4.  NO SHOW
Our office must be notified of appointment cancellations at least 24 hours in advance of your scheduled office visit.  

We retain the right, at C2D2/CEC sole discretion, to charge $25.00 for non-cancellation of your appointment for office 

visit and $100.00 for procedure appointment. A reminder your insurance will not pay for your missed appointment

 and payment is due immediately.
We must emphasize that as a provider of medical services, our relationship is with YOU, not your insurance company. 

While the filing of patient insurance forms is a courtesy that we extend to our patients, all charges are YOUR 

responsibility from the date the service is rendered. We realize that temporary financial problems may affect timely 

payment of your account. If such problems do arise, we encourage you to contact us promptly for assistance in the 

management of your account.

Authorization: I have read and agree to the terms and conditions. I hereby authorize the release of medical information 

necessary to process my health insurance claim and request payment of benefits to the provider of services. I understand 

I am financially responsible to C2D2/CEC for charges not covered or denied by my insurance company. I further agree in 

the event of my non-payment, the cost of collection and/or court costs and reasonable attorney fees will be added should 

this be required. I have read all the information on this sheet and I am aware of my financial responsibility.

   ***Patient signature _________________________________Date:_______________***


   

RECEIPT OF NOTICE OF PRIVACY PRACTICES
HIPAA POLICY
I understand that I have certain rights to privacy regarding my protected health information. These rights are given to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). I understand that by signing this consent I authorize you to disclose my protected health information to carry out the following:

-Treatment (including direct or indirect treatment by other healthcare providers involved in my treatment)

-Obtaining payment from third party payers (e.g. my insurance company)

-The day-to-day healthcare operations of this practice

I have been informed of and given the right to review and secure a copy of your Notice of Privacy policies which contains a more complete description of the uses and disclosures of my protected health information, and my rights under HIPAA. I understand that you may reserve the right to change the terms of this notice from time to time and I may contact you at anytime to obtain the most current copy of this notice.

I understand that I have the right to request restrictions on how my protected health information is used and disclosed for the purpose of treatment, payment, and health care operations, but that you are not bound to comply with this restriction. However, if Colorado Center for Digestive Disorders agrees, then you (the patient) are bound to comply with this restriction.

I understand that I may revoke this consent, in writing, at any time.


      Signed this _______day of _______________________, 2011
      Print Patient Name:_____________________________

      Relationship to Patient:__________________________

***Signature: ______________________________________***

COLORADO CENTER FOR DIGESTIVE DISORDERS

(Waiver of Non-Covered Services)

(Advanced Beneficiary Notice) 


This waiver allows a network (contracted) provider to collect billed charges for services denied as “non-covered” services from a patient when the patient has agreed, in writing, to waive his or her balance-billing protection.

I, ______________________________, the patient, hereby agree to pay the full billed charge(s) for the following service(s) if such service is subsequently denied as non-covered (not an Insurance Benefit) regardless of the fact that my insurance company will not make payment. I understand these charges are estimates only and I will be responsible for all charges incurred for the provision of these healthcare services.

Your Insurance/Medicare/Medicaid may only pay for services it determines to be “reasonable or medically necessary” under the terms of your insurance contract. If your Insurance/Medicare/Medicaid determines that a service, although it might be otherwise covered, is not reasonable and necessary according to their standards, payment may be denied for that service.

Date: ____/______/________Procedure: _________________ Office Visit: ______________

Note: This waiver applies to any and all Insurance Companies including Medicare and Medicaid non-covered services indicated above rendered by this provider, including, but not limited to office visits, office procedures, hospital visits, and surgical fees.

_____________________________________________________________________________________

I acknowledge I am signing this statement voluntarily and it is not being signed under duress or after the services have already been provided. I understand by signing this form, I will be fully responsible for the total billed charge(s) for any services denied as non-covered ( not a covered insurance benefit) and listed above and will pay the provider the amount, regardless of the fact my Insurance will not make payment. I also understand it is my choice to have these services provided at a future date and time by this provider.

     Patient Name (Printed): _________________________________ DOB: ____/____/____

***Patient Signature:_________________________________________***
PAGE  
3
Patientfiles.welcometotheoffice

