


The Endoscopy Center of the South Bay

REORDER # 05-24844

NAME: ____________________________________________________________________
PHYSICIAN: _______________________________________________________________
REFERRING M.D. ___________________________________________________________

ALLERGIES: (INCLUDE FOODS AND LATEX ALLERGIES)
IF NOT APPLICABLE INDICATE WITH N/A.
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________

LIST ALL MEDICATIONS, DOSAGE, FREQUENCY AND WHEN LAST TAKEN 
(THIS SHOULD INCLUDE ALL PRESCRIPTION MEDICATIONS AND HERBAL MEDICATION
AND OVER THE COUNTER MEDICATIONS) IF NONE APPLICABLE
INDICATE WITH N/A.

1. ______________________________________________________________________
2. ______________________________________________________________________
3. ______________________________________________________________________
4. ______________________________________________________________________
5. ______________________________________________________________________
6. ______________________________________________________________________
7. ______________________________________________________________________
8. ______________________________________________________________________
9. ______________________________________________________________________
10. _____________________________________________________________________

LIST ALL SURGERIES/HOSPITILIZATIONS & DATES IF POSSIBLE 
IF NOT APPLICABLE INDICATE WITH N/A.

1. ______________________________________________________________________
2. ______________________________________________________________________
3. ______________________________________________________________________
4. ______________________________________________________________________
5. ______________________________________________________________________
6. ______________________________________________________________________
7. ______________________________________________________________________
8. ______________________________________________________________________

PATIENT’S SIGNATURE: ______________________________________________
REVIEWED BY:______________________________________________________

MUST BE RETAINED AS PART OF PATIENT’S MEDICAL RECORD

PT. LABEL



SOUTH BAY GASTROENTEROLOGY
MEDICAL GROUP

AND

The Endoscopy Center of the South Bay

From the business office of the South Bay Gastroenterology Medical Group and The
Endoscopy Center of the South Bay, we would like to take this opportunity to explain our
billing process.

You will incur two (2) charges for your procedure being performed today.  The doctor
will charge for his/her professional fee and The Endoscopy Center will charge for the use
of the ambulatory surgery center.

Our office will submit both charges to your insurance company or companies.  After your
insurance company/companies have paid, you will be billed for any remaining balance.
At that time, you will receive two (2) separate statements, one from South Bay
Gastroenterology Medical Group and one from The Endoscopy Center of the South Bay.
These charges should be paid separately.

If you have any questions regarding either account, please contact our business office at
(310) 539-2059.  Thank you.

I have read and understand these instructions.

_________________________________________                      ____________________
Patients Signature                                                                              Date

REORDER # 05-24838



REORDER # 05-24840

OFFICE POLICY FOR 
INSURANCE BILLING

South Bay Gastroenterology Medical Group & Endoscopy Center of the South Bay have
enrolled in numerous managed care insurance programs to accommodate the needs of
our patients.

With each insurance program, there are many individual requirements of the plans
having different stipulations regarding what services are covered and how often they
may be performed.  These plans differ depending on what type of contract your
employer has negotiated.

Because we do not have access to each employers guidelines and stipulations; we must
rely on you, the patient, to inform us EACH time of services exactly what those
guidelines and stipulations are.

Unfortunately, if you do not inform us of special requirements in your insurance contract
such as lab work, screening / preventative care, hospitalization, and/or out-patient
procedures that are non-covered or must go to a specific location, or the need for a
referral from your primary care physician, we have no choice but to bill you directly for
those charges. Payment for those charges is then your responsibility.

Please check with your insurance if you have any questions relating to the services we
provide.  We want you to receive all of the benefits offered to you.

• • • • • • • • 

I have read and understand the office policy stated above and agree to accept
responsibility as described.

__________________________________________ _____________
Signature Date

SOUTH BAY GASTROENTEROLOGY
MEDICAL GROUP

AND

The Endoscopy Center of the South Bay
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