
 
Endoscopy Center of the South Bay 
23560 Madison St., Suite 109, Torrance, CA  90505 

310-325-6331 
(Office hours 6:00am – 4:00pm) 

 
Welcome to the Endoscopy Center of the South Bay.  To help us ensure that your visit to our Center is as smooth as 
possible, please read the following information carefully. 

1.  The Endoscopy Center is considered an outpatient surgery center.  Although we make every attempt to remain 
on schedule, please be aware that delays can occur.  Due to the nature of any medical procedure, there are 
sometimes unforeseen circumstances that require additional time. 

2. Our billing office staff will contact your insurance provider in order to verify your coverage.  We recommend that 
you also contact your insurance provider so that you are familiar with your coverage and co-pay responsibilities 
prior to your procedure date. (if you have any questions, the billing office  can be reached at 310-539-2059.) 

3. Billing--You may receive up to 5 bills for your visit for the following services:  
• Physician services (South Bay Gastroenterology Medical Group) 
• Facility services (Endoscopy Center of the South Bay) 
• Anesthesia services (Endoscopy Center of the South Bay – Anesthesia) 
• Pathology (2) (Torrance Pathology Associates, South Bay Gastroenterology Pathology or Quest 

Diagnostics) 
4. For your safety, we require that you are accompanied home by a responsible adult after your procedure.  The 

Center does not allow you to take a Taxi Cab. You are not permitted to drive after your procedure for which you 
will be receiving anesthetic medications. 

5.  If you need to cancel your appointment, this must be done 48 business hours prior to your procedure. If not, you 
will be charged a fee of $100.00. 

6. Please be prepared to complete more paperwork at the Endoscopy Center.  To allow for this, your arrival time is 
set for one hour prior to the scheduled time of your procedure. 

7. To improve your experience and eliminate discomfort, the center’s anesthesia services will be provided by a 
board-certified, Certified Registered Nurse Anesthetist (CRNA). 

8. The package you have received, includes the following: 1) Medication Restrictions 2) Procedure Preparation 
Instructions 3) Patient Medical History Forms 4) Notice of Patient Rights and Physician Ownership 5) Notice to 
Patients regarding Anesthesia Services and Fees if applicable 6) Notice regarding billing, coverage and benefits 7) 
Patient Consent to Resuscitative Measures Form( Advance Directive). Please complete all your forms prior to your 
arrival at the Endoscopy Center as these will expedite your check in process. 

9. Translator – if you are unable to speak or read English, you must bring someone with you that can translate, so 
that we can effectively communicate instructions regarding the procedure. 

10. A map to the Endoscopy Center is enclosed.  Please note that the Endoscopy Center is at a different location 
than the doctor’s offices on Telo Avenue. The best way to enter our office is from Skypark Drive. We are at the 
North-East corner of Skypark and Madison) 

On the day of your procedure, please bring your: 
• Drivers license or picture ID 
• Insurance card(s) 
• Medical history forms including list of current medications 
• Phone number for person picking you up 
• Glasses for reading, if necessary 

If you have any questions or concerns either before or following your procedure, please feel free to call us either at the 
Endoscopy Center (310) 325-6331 or at the doctors’ offices at South Bay Gastroenterology Medical Group (310) 539-
2055. 
 
Thank you, 
 
The Endoscopy Center of the South Bay 



ENDOSCOPY CENTER OF THE SOUTH BAY 
 

PATIENT CONSENT TO RESUSCITATIVE MEASURES 
NOT A REVOCATION OF ADVANCE DIRECTIVE OR MEDICAL POWERS OF ATTORNEY 

 
ALL PATIENTS HAVE THE RIGHT TO PARTICIPATE IN THEIR OWN HEALTH CARE DECISIONS AND TO MAKE ADVANCE 
DIRECTIVES OR TO EXECUTE POWERS OF ATTORNEY THAT AUTHORIZE OTHERS TO MAKE DECISIONS ON THEIR BEHALF BASED 
ON THE PATIENT’S EXPRESSED WISHES WHEN THE PATIENT IS UNABLE TO MAKE DECISIONS OR UNABLE TO COMMUNICATE 
DECISIONS. THIS ENDOSCOPY CENTER RESPECTS AND UPHOLDS THOSE RIGHTS. 
 
HOWEVER, UNLIKE IN AN ACUTE CARE HOSPITAL SETTING, THE ENDOSCOPY CENTER DOES NOT ROUTINELY PERFORM 
“HIGH RISK”PROCEDURES.  MOST PROCEDURES PERFORMED IN THIS FACILITY ARE CONSIDERED TO BE OF MINIMAL RISK. OF 
COURSE, NO PROCEDURE IS WITHOUT RISK. YOU WILL DISCUSS THE SPECIFICS OF YOUR PROCEDURE WITH YOUR PHYSICIAN 
WHO CAN ANSWER YOUR QUESTIONS AS TO ITS RISKS, YOUR EXPECTED RECOVERY AND CARE AFTER YOUR PROCEDURE. 
 
THEREFORE, WE RESPECT THE RIGHT OF PATIENTS TO MAKE INFORMED DECISIONS REGARDING THEIR CARE. IF A PATIENT 
BECOMES UNABLE TO MAKE A DECISION REGARDING HIS/HER OWN CARE, CENTER STAFF WILL CONSULT THE ADVANCE 
DIRECTVES, MEDICAL POWER OF ATTORNEY, OR PATIENT REPRESENTATIVE OR SURROGATE, IF AVAILABLE. DUE TO THE 
OUTPATIENT NATURE OF AN AMBULATORY SURGERY CENTER, THIS CENTER HAS ADOPTED THE POSITION THAT AN AMBULATORY 
SURGERY CENTER SETTING IS NOT THE MOST APPROPRIATE SETTING FOR END OF LIFE DECISIONS. THEREFORE, IT IS THE 
POLICY OF THIS SURGERY CENTER THAT IN THE ABSENCE OF AN APPLICABLE PROPERLY EXECUTED ADVANCE DIRECTIVE, IF 
THERE IS A DETERIORATION IN THE PATIENT’S CONDITION DURING TREATMENT AT THE SURGERY CENTER, THE PERSONNEL AT 
THE CENTER WILL INITIATE RESUSCITATIVE OR OTHER STABILIZING MEASURES AND TRANSER THE PATIENT TO AN ACUTE CARE 
HOSPITAL. AT THE ACUTE CARE HOSPITAL, FURTHER TREATAMENT DECISIONS WILL BE MADE.  IF COPIES OF THE PATIENT’S 
ADVANCE DIRECTIVES HAVE BEEN PROVIDED TO THE SURGERY CENTER, COPIES WILL BE SENT WITH THE PATIENT TO THE 
HOSPITAL. 
 
IF THE PATIENT HAS ADVANCE DIRECTIVES WHICH HAVE BEEN PROVIDED TO THE SURGERY CENTER THAT IMPACT 
RESUSCITATIVE MEASURES BEING TAKEN, WE WILL DISCUSS THE TREATMENT PLAN WITH THE PATIENT AND HIS/HER PYSICIAN 
TO DETERMINE THE APPROPRIATE COURSE OF ACTION TO BE TAKEN REGARDING THE PATIENT’S CARE.  
 
PLEASE CHECK THE APPROPRIATE BOX IN ANSWER TO THESE QUESTIONS. HAVE YOU EXECUTED AN ADVANCE HEALTH CARE 
DIRECTIVE, A LIVING WILL, A POWER OF ATTORNEY THAT AUTHORIZES SOMEONE TO MAKE HEALTH CARE DECISIONS FOR YOU? 
 
DO YOU HAVE AN ADVANCE DIRECTIVE, LIVING WILL OR DURABLE POWER OF ATTORNEY      □ YES  □NO 

DID YOU BRING A COPY WITH YOU TODAY?  □ YES  □ NO, IF NO WHERE IS IT LOCATED: _________________________________ 

I WOULD LIKE TO HAVE INFORMATION ON ADVANCE DIRECTIVES         □ YES  □ NO 

THE ENDOSCOPY CENTER PROVIDED ME WITH A COPY OF THE CALIFORNIA STATE ADVANCE DIRECTIVE FORM  □ YES □ NO   

 
 
BY: ___________________________________________________ 
(PATIENT’S SIGNATURE) 
PATIENT’S LAST NAME:                 PATIENT’S FIRST NAME:                                                      DATE: 
 
 
IF CONSENT TO THE PROCEDURE IS PROVIDED BY ANYONE OTHER THAN THE PATIENT, THIS FORM MUST BE SIGNED BY 
THE PERSON PROVIDING THE CONSENT OR AUTHORIZATION. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FOR OFFICE USE: COPY FILED IN CHART      □ YES   □ NO 
    
STAFF SIGNATURE: ____________________________________________    
              
                                        REV 09/2013
  
                                                                                                                                                            

 
I ACKNOWLEDGE THAT I HAVE READ THIS DOCUMENT AND UNDERSTAND ITS CONTENTS AND AGREE TO THE POLICY AS DESCRIBED.. 
BY: ___________________________________________________ 
(SIGNATURE) 
___________________________________________________ 
(PRINT NAME) 
RELATIONSHIP TO PATIENT: 
□ COURT APPOINTED GUARDIAN 

□ ATTORNEY IN FACT 

□ HEALTH CARE SURROGATE 

□ OTHER _____________________________________________ 
 

BY SIGNING THIS DOCUMENT, I ACKNOWLEDGE THAT I HAVE READ AND UNDERSTAND ITS CONTENTS AND AGREE TO THE POLICY AS 
DESCRIBED. IF I HAVE INDICATED I WOULD LIKE ADDITIONAL INFORMATION, I ACKNOWLEDGE RECEIPT OF THAT INFORMATION. 
 
BY: ___________________________________________________ 
      (PATIENT’S SIGNATURE) 
 
PATIENT’S LAST NAME:  _______________    PATIENT’S FIRST NAME:   ____________          DATE: ______________ 
 



South Bay Gastroenterology Medical Group 

And 

The Endoscopy Center of the South Bay 

 

Office Policy for Insurance Billing 

 

South Bay Gastroenterology Medical Group and Endoscopy Center of the South Bay have 

enrolled in numerous insurance programs to accommodate the needs of our patients. 

With each insurance program, there are many individual requirements of the plan 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 employer’s guidelines and stipulations; we must rely on 

you, the patient, to inform us regarding what those guidelines and stipulations are, at every 

visit. 

Unfortunately, if you do not inform us of special requirements in your insurance contract such 

as: 

• Lab work 

• Screenings / Preventative Care 

• Hospitalization and/or 

• Out-Patient procedures 

that are non-covered, need a referral from your primary care physician or need to be 

performed at a specified location; we have no choice but to bill you directly for those charges. 

Payments for those charges will then be your responsibility. 

Please check with your insurance if you have any questions related to the services we provide.  

We would like to ensure that you receive all the benefits offered to you. 

************* 

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

described. 

 

 

Signature:______________________________          Date:___________________________                                

 

  



ANTHEM BLUE CROSS 

COVERED INDIVIDUAL (PATIENT) RESPONSIBILITY AGREEMENT - WAIVER LETTER 

Contracting Anthem Blue Cross health care professionals/facilities ("Providers") are prohibited from 
charging Anthem Blue Cross Covered Individuals for any service or supply that is determined by Anthem 
Blue Cross to be not Medically Necessary, unless the Covered Individuals specifically agrees in advance 
of the provision of the sl::rvice or supply to be financially responsible for payment with specific knowledge 
of Anthem Blue Cross' determination that the service or supply was determined to be not Medically 
Necessary. This Waiver Letter shall be used by the Provider in such instances and must be separate from 
any patient payment responsibility information in the hospital admission form. To be effective and valid, 
this Waiver Letter must be executed prior to the delivery of any service or supply that was determined to 
be not Medically Necessary. 

COVERED INDIVIDUAL (PATIENT) NAME: ___________ DOB:. __ _ 

SUBSCRIBER ID: . ________ GROUP NO.: _____ _ 

PROVIDER: Endoscopy Center of the South Bay 

PROVIDER NPIITAXID: ________________ _ 

PROVIDER PHONE: :310-325-6331 ----------------------------
COVERED INDIVIDUAL: 

By signing below, I agree to pay Provider for those services or supplies that Anthem Blue Cross 
determined were not Medically Necessary. 

I understand that a Provider may not charge me for a service or supply determined to be not medically 
necessary unless I have specifically agreed to pay for it in advance and with specific knowledge of 
Anthem Blue Cross' determination that the services were determined to be not medically necessary. I 
also understand that the Provider and/or I may appeal any determination that a service or supply is not 
Medically Necessary by filing a grievance or appeal with Anthem Blue Cross or the Department of 
Managed Health Care ("DMHC") pursuant to the grievance and appeals procedures described in my 
Benefit Agreement or Evidence of Coverage ("EOC"). I also understand that I may also have the right to 
Independent Medical Review through the DMHC, as described in my Benefit Agreement or EOC. 

For the services and/or supplies listed below, I understand that I am financially responsible for payment to 
the Provider, even though they may not be shown on my Explanation of Benefits (EOB) as my financial 
responsibility. 

Date(s)of Deserlptlon o,fServic~ I Service . and/or.suI?PJ~ 
ApJ>f'Oximat~Gost ". ............... ' .' Co,vered)lldivi~ual's 

• (Patient's) Responsibility 
Colonosco~y i $175.00 $175.00 '-_ .. I 
Endoscopy ! $175.00 $1'75. eio-"--
Colonoscoe:t and Endoscop~ $225.00 

~---

$225.00 

------ ---_. I .. _---

Signature: Date 
Covered Individual! Subscriber Signature 

PROVIDER: 

Provider please send a ccmpleted copy of this waiver form with the initial claim to the claims address on 
the Covered Individual (Patient's) identification card for appropriate claims processing This does not 
represent a renegotiation of an already negotiated rate between P~~~i.~~.rC:r1.~.Anthem Blue Cross. 

Anthem Blue Cross IS the trade name of Blue ClOSS of California. Anthem Blue Cross and Anthem Blue Cross Lrfe and Health Insurance Company are 
independent licensees of the Blue Cross Association lEI ANTHEM is a registered trademark of Anthem Insurance Compani~.s, Inc. ® The B!ue Cross name and 

symbol are registered marks of L~e Blue Cross Association 

,ll,nthem Blue Cross Professional Provider Manual' April 2012 Exhibit: Page 1 
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Endoscopy Center of the South Bay 
23560 Madison Street, Suite 109 

Torrance, California 90505 
 

ADVANCED NOTICE TO PATIENTS 
Please read, initial where indicated and sign below 

 
 
Endoscopy Center o the South Bay is now offering anesthesia services to its patients. Propofol is an 
IV drug administered by a Certified Registered Nurse Anesthetist (CRNA), who is trained to 
administer your sedation. Please note that charges for anesthesia services (CRNA) are separate 
from and in addition to routine charges for endoscopic services rendered by your physician, the 
surgery center, and pathology charges (biopsies, if taken). These charges are generally covered by 
your health insurance policy. 
 
___________ (INITIAL HERE) I understand that following my receipt of the professional services 
referred to above, I acknowledge that my insurance will be billed and I will be responsible for 
payment of any deductibles and co-insurance that may be applicable. 
 
Non Coverage of anesthesia for services provided 
 
__________(INITIAL HERE) I am aware that my insurance company my not pay/cover this service 
and I acknowledge that I will be billed the following amount if my insurance company denies 
payment for any reason: 
 
_________ $175.00 (anesthesia services for colonoscopy or upper endoscopy) 
 
_________ $225.00 (anesthesia services for colonoscopy and upper endoscopy) 
 
___________________________________________________                           _____________________________ 
Patient Signature       Date 
 
___________________________________________________ 
Print Name 
 
 
 



ENDOSCOPY CENTER OF THE SOUTH BAY 

Please review the following information, regarding billing practices and changes to coverage and 

benefits 

As a courtesy, we verify coverage and benefits a few days prior to scheduled procedures. We attempt 

to contact patients to inform them of out of pocket expenses that are in excess of $500.00 which they 

are responsible for. If during the verification process, we are informed by the patients’ insurance 

company that the procedure will not be covered, we make an effort to notify the patient in advance. 

IT IS ULTIMATELY THE PATIENT’S RESPONSIBILITY TO VERIFY AND KNOW THEIR COVERAGE AND 

BENEFITS.  The information given to us by any insurance company is a benefit quote limited to the 

information they have on file at the time of the inquiry and is not guaranteed. 

OUR BILLING PROCESS IS AS FOLLOWS: 

You may incur up to five *(5) charges for your procedure. The doctor will charge for his/her 

professional fee which is billed under South Bay Gastroenterology and the facility will charge for the 

use of the ambulatory surgical center which is billed under The Endoscopy Center of the South Bay. 

Anesthesia will be charged separately and will be billed to your insurance company/companies. *If a 

biopsy or removal is performed you will incur (2) additional bills for pathology.  Once your insurance 

company/companies has processed and made payments, any remaining balance, which is “Patient 

Responsibility”, will be billed on 4 separate statements as described above. Payments should be 

made to each entity separately. 

COLONOSCOPY SCREENING: 

If you are scheduled for a colonoscopy, please acknowledge the following: 

The reason for a screening exam is for the detection of any abnormalities. IF ANYTHING IS FOUND 

AND REQUIRES INTERVENTION (FOR EXAMPLE A POLYP IS FOUND AND A BIOPSY IS TAKEN) THE EXAM 

IS NO LONGER CONSIDERED A SCREENING AND YOUR BENEFITS MAY CHANGE.  In accordance with 

billing and coding guidelines, we must report the findings (reason for the intervention) as the primary 

diagnosis and the screening code as the subsequent diagnosis. It is important to understand the 

difference between a screening and a diagnostic colonoscopy.  A screening colonoscopy is performed 

on patients who do not have signs or symptoms and there are no significant findings found during the 

examination.  A diagnostic colonoscopy is performed to evaluate signs or symptoms of disease.  

If you have any questions regarding this notice, please feel free to address them with the Billing 

Department at 310-539-2055. 

For questions regarding your benefits, please contact your insurance company. 

I have read and understand the information above. 

Patient Name: ____________________________________ 

Patient Signature: ________________________________Date:_____________________________ 

 





ENDOSCOPY CENTER OF THE SOUTH BAY 

Page 1 of 1  Last Reviewed: 8/30/2013 

FINANCIAL AGREEMENT 
In the event that my insurance will pay all or part of the Center’s and/or physician’s charges, the Center and/or 
physicians which render service to me are authorized to submit a claim for payment to my insurance carrier.  The 
Center and or physician’s office is not obligated to do so unless under contract with the insurer or bound by a 
regulation of a State or Federal agency to process such claim.  We will expect payment of co-pays and co-insurance at 
the time of service.  Self-pay patients are expected to pay the agreed upon balance at the time of service.                                                
 

ASSIGNMENT OF INSURANCE BENEFITS 
I hereby assign benefits to be paid on my behalf to the Endoscopy Center of the South Bay, my admitting physician, or 
other physicians who render service to me.  The undersigned individual guarantees prompt payment of all charges 
incurred for services rendered or balances due after insurance payments in accordance with the policy for payment 
for such bills of the Center, my admitting physician, or other physicians who render service to charges not paid for 
within a reasonable period of time by insurance or third party payer.  I certify that the information given with regard 
to insurance coverage is correct. 
 

RELEASE OF MEDICAL RECORDS 
I authorize the Center, my admitting physician, or other physicians who render service to release all or part of my 
medical records where required by or permitted by law or government regulation, when required for submission of 
any insurance claim for payment of services or to any physician(s) responsible for continuing care.   
 

DISCLOSURE OF OWNERSHIP NOTICE 
I have been informed prior to my surgery/procedure that the physicians who perform procedures/services at 
Endoscopy Center of the South Bay may have an ownership interest in Endoscopy Center of the South Bay.  I have 
been provided a list of physicians who have a financial interest or ownership in the Center.  The physician has given 
me the option to be treated at another facility/Center, which I have declined.  I wish to have my procedure/services 
performed at Endoscopy Center of the South Bay.            
                  
 

CERTIFICATION OF PATIENT INFORMATION 
I have reviewed my patient demographic and insurance information on this date and verify that all information 
reported to the Center is correct.   
 

PATIENT RIGHTS/ADVANCED DIRECTIVES INFORMATION 
I have received written and verbal notification regarding my Patient Rights prior to my surgery/procedure. I have also 
received information regarding Endoscopy Center of the South Bay policies pertaining to ADVANCED DIRECTIVES prior 
to the procedure. Information regarding Advance Directives along with official State documents have been offered to 
me upon request. 
 
The undersigned certifies that he/she has read and understands the foregoing and full accepts all 
terms specified above. 
  
__________________________________                 ____________________________ 
Signature of Patient or Responsible Party   Print Name 
 
___________________________________________   ____________________________________ 
Relationship to Patient      Date Signed 
 



SOUTH BAY GASTROENTEROLOGY 
MEDICAL GROUP 

AND 
 Endoscopy center of the South Bay      Patient History Form                            pg 1 of 2 

 

 
 

 
 

[           patient label               ] 
 
Patient  
Name_________________________________________ 
 
Birthday: _____________________________________ 
 
Occupation: ___________________________________ 
 
Marital Status: 
 ⁭Married     ⁭Divorced   ⁭ Single    ⁭Widowed  
 
Age _______ Weight ___________ Height ___________ 
 
Reason for Visit:  Rectal bleeding ⁭  Screening ⁭  Anemia 
 
Family History  Re-Check  Chg in Bowel HabitsAbd Pain  
Other:_______________________________________________ 
_____________________________________________________   
____________________________________________________ 
History:                           Relation: 
 

o Cancer (type)  ___________________ 
o Polyps (colon/stomach) ___________________ 
o Ulcers   ___________________ 
o Liver Disease  ___________________ 
o Pancreatitis  ___________________ 

 
Family History  If Living If Deceased 
  
 
Father 

Age Health  Age Cause 

Mother     

Brother/Sister     

     

     

     

Other Blood 
Relatives 

    

     

Son/Daughter     

     

     

 
Do you smoke?   ⁭Yes   ⁭No 
# packages per day __________________________ 
# of years smoked ___________________________ 
 
Do you use alcohol?  ⁭Yes   ⁭No 
# drinks per day ____________________________ 
 
 

 
Illnesses/Surgeries:                                   
(if none applicable please indicate with N/A) 
 
 
 
____________________________________________________
____________________________________________________ 
Medications: List all Medications, Dosage, Frequency and 
When last taken (this should include all prescription, Herbal 
and over the counter Medications) If none Applicable please 
indicate with N/A 
(if necessary please use the back of this form or attach  a list) 
 
 
 
 
 
 
 
 
Allergies: Include Medication, Foods and Latex. Please note 
reactions.       (if not applicable indicate with N/A) 
 
 
 
 
Have you ever had a Colonoscopy or 
Esophagogastroduodenoscopy (upper Endoscopy) before?  
   Yes   No 
When _________________  
Results _______________________________________ 
 
 
Who is your referring Doctor : ____________________ 
 
Who is your Primary Doctor: _____________________ 
 
Address: _____________________________________ 
 
_____________________________________________ 
 
Phone: ________________________ 
 
Fax No.: _______________________ 
 
Cardiologist Name: ______________________________ 
Phone : _____________________________ 
Fax No.:____________________________ 
 
 
Patient Signature: ______________________________ 
 
 
Date: ____________________ 



PATIENT HISTORY FORM                                                pg 2 of 2 
 
 [             Patient Label                               ] 

 
Patient Name: ________________________________ 
 
Cardiovascular 
Heart Valve Replacement   Yes No 
Chest Pain  Yes No 
Swelling of Ankles  Yes No 
Heart Attacks  Yes No 
High Blood Pressure  Yes No 
Heart Murmur  Yes No 
Defibrillator / Pacemaker  Yes No 
AICD/ *CRMD  Yes No 
*Cardiac Rhythm Management Device 
High Cholesterol  Yes  No 
Heart Surgery  Yes No 
Heart Stents  Yes  No 
If yes please explain: 
_________________________________________________ 
_________________________________________________ 
Constitutional 
Recent weight change    ⁭Yes ⁭No 
Fever  ⁭Yes ⁭No 
Fatigue ⁭Yes ⁭No 
Diabetes 
What Type?  _________________________      
Fasting Blood Sugar __________Time________ 
Thyroid Trouble ⁭Yes ⁭No 
Endocrine 
Heat or Cold Intolerance ⁭Yes ⁭No 
Excessive Thirst or 
                         Urination ⁭Yes ⁭No 
Eyes/Skin/ENT 
Blurred and double vision ⁭Yes ⁭No 
Glaucoma ⁭Yes ⁭No 
Rash / Itching ⁭Yes ⁭No 
Jaundice ⁭Yes ⁭No 
Hearing Loss ⁭Yes ⁭No 
Ringing In Ears ⁭Yes ⁭No 
Mouth Sores ⁭Yes ⁭No 
Nosebleeds ⁭Yes ⁭No 
Gastrointestinal 
Poor Appetite ⁭Yes ⁭No 
Difficulty in Swallowing ⁭Yes ⁭No 
Heartburn and Indigestion ⁭Yes ⁭No 
Nausea or Vomiting ⁭Yes ⁭No 
Bloating / Belching ⁭Yes ⁭No 
Regurgitation ⁭Yes ⁭No 
Constipation ⁭Yes ⁭No 
Diarrhea ⁭Yes ⁭No 
Abdominal Pain ⁭Yes ⁭No 
Recent Change In Bowel 
                   Habits ⁭Yes ⁭No 
Rectal Bleeding ⁭Yes ⁭No 
Black, Tarry Stools ⁭Yes ⁭No 
Gallbladder Disease ⁭Yes ⁭No 
Liver Trouble ⁭Yes ⁭No 
Hemorrhoids ⁭Yes ⁭No 
Hiatal Hernia ⁭Yes ⁭No 
Musculoskeletal 
Joint Pain or Swelling     Yes               No 
Back Pain / Muscle Pain                   Yes    No 
 

Genitourinary 
Burning w/Urination ⁭Yes ⁭No 
Blood in Urine ⁭Yes ⁭No 
Kidney Trouble ⁭Yes ⁭No 
Hematological 
Bleeding/Bruising Tendency ⁭Yes ⁭No 
Anemia ⁭Yes ⁭No 
Blood Transfusion ⁭Yes ⁭No 
Respiratory 
Chronic Cough ⁭Yes ⁭No 
Spitting up Blood ⁭Yes ⁭No 
Wheezing ⁭Yes ⁭No 
Shortness of breath ⁭Yes ⁭No 
Tuberculosis ⁭Yes ⁭No 
Do you use Oxygen?  ⁭Yes ⁭No 
COPD     Yes    No 
Obstructive Sleep Apnea     Yes    No 
Do you use a CPAP Machine     Yes    No 
Infectious Disease 
Hepatitis  ⁭Yes ⁭No 
     Type: _________ 
     AIDS ⁭Yes ⁭No 
     HIV ⁭Yes ⁭No 
Do you currently have any condition that has been deemed 
Infectious / communicable     Yes    No 
If yes explain: ______________________________________ 
Other: _______________________________ 
Psychiatric 
Memory Loss/Confusion ⁭Yes ⁭No 
Depression ⁭Yes ⁭No 
Panic Attacks ⁭Yes ⁭No  
Neurological 
Dementia    Yes    No 
Alzheimer’s                                     Yes    No  
Headaches ⁭Yes ⁭No 
Seizures ⁭Yes ⁭No 
Strokes ⁭Yes ⁭No 
Difficulty laying on Left Side ⁭Yes ⁭No 
Numbness ⁭Yes ⁭No 
  If yes, where? _________________________ 
Weakness (left or Right) ⁭Yes ⁭No 
 
Are you Pregnant ⁭Yes ⁭No 
 
Is there anything else we should know regarding your 
medical history:  (use back if necessary) 
____________________________________________________ 
____________________________________________________ 
 
Reviewed By M.D. 
Date: __________ Doctor: __________________ 
 
Date: __________ Doctor: __________________ 
Endoscopy Center Use Only: 
Admitting Nurse: ________________ Date:________ 
CRNA:_________________________Date:________ 
*Proc. Rm Nurse: ________________Date:________ 
*only used if Conscious Sedation was used 
Nursing Comments: 
___________________________________________
___________________________________________ 

 

 








