Central Surgical Associates
1180 North State Street
Siiite 502
Jackson, Ms. 39202
Tel. 601.944.1781
Fax: 601.353.0439
Visit our website: csurgical.com

Thank you for allowing us to participate in your colorectal health. We
will be happy to schedule your Colonoscopy arid EGD, but first, we need
to have an updated medical history filled out and returned to our office.
We have provided a self-addressed envelope for your convenience.
Once we receive this, we will be calling to set up a time and date for

the procedure.

If you do not understand any of this information.or have any
questions, please call at 601.944.1781 Ext. 788:leave a detailed
Voicemait with your Name, Return Phone Number, and Date of Birth.

PLEASE SEND COMPLETED FORMS AND A COPY OF YOUR
INSURANCE CARDS {FRONT AND BACK)
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Colonoscopy & EGD Form
Patient Name: :
Date of Birth; Preferred Phone #:
Address:
City: _ State: Zip:
Preferred Phone Number:
Insurance: 1.

Referfring Physician:

Clinic Name and Location:

HEART PROBLEMS (please list)

Do you have a CARDIOLOGIST?
Dr. ' Phone:

Arevontaking Blood Thinnersor Aspirin? ., Yes ___No

Please list:

Please Circle Procedure we will be scheduling: Colonoscopy or EGD

HAVE YOU HAD A COLONOSCOPY BEFORE? __YES___NO
IFYES,WHEN_______'WHERE

Who did your last Colonoscopy?

Hitage



®  ssiuniales ruaw

PATIENT NAME: DATE OF BIRTH:

_______JF THE PATIENT HAS NO SIGNS OR SYMPTOMS OF COLON DISEASE, PLEASE CHECK HERE.

lease check a

___ Parent

sibling or___childwith coloxn cancer

__Parent___siblingor___child with colori polyps
/! ‘: '. ing that 4 fo you.

___Personal histary of Colon Cancer
___Personal history of Crohns
___Personal History of Ulcerative Colitis
Personal history of polyps

CCpC any ¢ ife
___BLOODINSTOOL
___ SIGNIFICANT DIARRHEA
__NAUSEA/ VOMITING
—__ACIDREFLUX

___UNEXPLAINED WEIGHT LOSS
—__NONE OF THE ABOVE
OTHER

DO YOU HAVE ABDOMINAL PAIN; YES NO
IF SO,WHERE IS IT-LOCATED?
Please check location; . Right Upper___ Right Lower___Léft Upper_ Left Lovwer

ANY OTHER GI COMPLAINTS:
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PLEASE USE INK ONLY J0 PENCILS ;

Patient Information
Patient Name
LAST First Middle
Date of Birth Age Sex ( )Male ( ) Female

patient Malling Address: Apt:
City State Zip
Home Phone { ) Cell Phone ()
patient Employment Business Phone
patient Email Address N
Spouse Name Spouse Date of Birth
Last Rirst Middle
Spouse Sodiel Security #

* Spouse Employment Spouse Employment Phone
Primary Health Insurance Company. .
Policy Number Graup' Number_.
Primary Policy Holder Date of Birth

Last First Middle

Secondary Health Insurance

Policy Number Group Numbsr___

Primary Policy Holder. ; . Date of Birth

First Middle

Name of person responsible for this account:

Relationship to patient

Contact # DOB SS#
Address )

Emergency Contact. Refationship.

Home Phone Work Cell
Pharmacy Information:

Preferred Pharmacy: Location:

Phone:

Please Check Ethnieity Information , e --
“Black or Afvicen American Hispanic/ Latino English

White . “Non-Hispanic/Latino “French
{"American Indian Alaska Native . Refuse to Report German

Native Hawallan/Pacific Island Japanese

Other Spanish




Billing and Insurance Claims:
o ITIS THE PATIENT’S RESPONSIBILITY TO NOTIFY US OF ANY INSURANCE REQUIREMENTS: PRE-

CERT, SECOND OPINION, REFERRAL NUMBERS, CO-PAYS, X-RAYS, LAB PREFERENCE OR
HOSPITAL PREFERENCE PER YOUR INSURANCE CARRIER.

e DENIAL OF CLAIMS OR UNPAID BILLS DUE TO INCORRECT INFORMATION WILL BE THE
PATIENTS RESPONSIBILITY.

CENTRAL SURGICAL ASSOCIATES, PLLC CANNOT AND WILL NOT CHANGE PHYSICIAN DIAGNOSIS TO
COVER NON-COVERED SERVICES, IF YOU FEEL THERE IS AN ERROR IN YOU MEDICAL RECORD YOU MAY
PUT IN A REQUEST AND OUR MEDICAL RECORDS DEPARTMENT WILL LOOK AT IT AND DETERMINE IF

YOUR REQUEST IS VALID.

PATIENT/GUARDIAN BY SIGNING BELOW YOU ARE RESPONSIBLE FOR ANY CO-PAYMENTS UN-MET
DEDUCTIBLES AND ANY UN-PAID PORTION OF THE BILL. )

Disability/FMLA Forms: )
e IUNDERSTAND THAT ANY ADDITIONAL CLAIM FORMS SUCH AS ATTENDING PHYSICIAN

STATEMENTS OR DISABILITY FORMS THAT CENTRAL SURGICAL ASSO ATES, PLLC FILLS OUT
FOR ME, WILL ONLY BE FILLED:OUT ON FRIDAYS AND I WILL BE CHARGED'S 10.00 PER FORM
DUE WHEN FORMS ARE PICKED UP, MAILED OR FAXED.

s FAMILY MEDICAL LEAVE (FMLA) FORMS ARE FILLED OUT AT A NO CHARGE TO THE PATIENT
AND WILL BE FILLED OUT ON FRIDAY’S ONLY.

AUTHORIZATION OF TREATMENT AND ASSIGNMENT OF BENEFITS:

BY SIGNING THIS FORM, I AUTHORIZE:

s CENTRAL SURGICAL ASSOCIATES, PLLC, NURSE, PHYSICIAN OR PHYSICIAN ASSISTANT TO
TREAT ME.
I FURTHER AUTHORIZE THE RELEASE OF MEDICAL INFORMATION NECESSARY FOR THE
COMPLETION OF- (TPO) TREATMENT, PAYMENT OR OPERATIONS. .
e 1AUTHORIZE PAYMENT DIRECTLY TO CENTRAL SURGICAL ASSOCIATES; PLLC AND THE
TREATING PHYSICIAN FOR ALL MEDICAL BENEFITS OTHERWISE PAYABLE TO ME UNDER THE
TERMS OF MY INSURANCE.
1 UNDERSTAND THAT WHILE I AM UNDER CENTRAL SURGICAL ASSOCIATES, PLLC/PHYSICIAN
TREATMENT IT IS ALSO MY RESPONSIBILITY TO NOTIFY CENTRAL SURGICAL ASSOCIATES,
PLLC OF ANY CHANGES. SUCH-AS ADDRESS CHANGE, PHONE NUMBER, INSURANCE, JOB, OR
MARITAL STATUS.-IT IS ALSO MY RESPONSIBILITY TO MAKE SURE CENTRAL SURGICAL
ASSOCIATES; PLLC HAS A CORRECT COPY OF MY INSURANCE CARD(S).
CENTRAL SURGICAL ASSOCIATES, PLLC WILL FILE YOUR INSURANCE CLAIM FOR YOU. ROWEVER, YOU

ARE RESPONSIBLE FOR MAKING SURE CLAIMS ARE PAID. , ) ) )
A PHOTOCOPY OF THIS AUTHORIZATION. SHALL BE CONSIDERED AS EFFECTIVE AND VALID AS THE

ORIGINAL. ] HAVE READ THE ABOVE AND UNDERSTAND MY RESPONSIBILITIES.

Patient/Guardian

Signature: Relationship:

Date:




CLINIC -~ PHYSICIAN - PATIENT ARBITRATION AGREEMENT )
, (“Patlent”) engages Central Surgical Associates, PLLC, or employee(s) thereof (*Clinic”), J. RusseéllRooks,
M.D., PLLC, H. Gregory Fiser, M.D. PLLC; Lee M. Nicols, M.D., PLLG; T. Matthew Jones; 8.0, PLLC; Kara 8. Logan, M.D., PLLC; Brian 8.
Hamilton, M.D., PLLC; Courtney C. Wiight, PA-C; Tammy Sims Davis, PA-C; Heather G. Moris, PA-C; Mackenzie Carmody, PA-C; and assotiated
Physicians/PA's, member(s) or employes(s) thereof {"Members"), and each Physician that renders medical cére and services o perform senicesin
conjunciion with Patient's medical care. For and in partial consideration of the rendition of any and alt present and future medical care and services,
Palient agress that In the event of any dispute, claim or controversy arising.out of or relating to the periormance of medical $ervices, including but
not limfted to, patient fees, informed consent, negligence or medical malpractice, belween Pafient {whether a minor of an adulf) or the heirs-atdaw or
persanal representative(s) of Patient, as the case may be, and the Clinic, the Members, and each Physician individually, where the claim-cr the
amount In controversy exceeds $5,000, such dispute or coritroversy shall be submitted to JAMS, or its successor, on an arbitrétion form for final and
binding arbitration. This agreement further applies to-any claim that derives or arises from a-claim thet the Patient or someone on a Patient’s behalf
asserts against the Clinc or any of lts Membera or employees. All claims for unliquidated damages shall be deemed claims for in excess of $5,000.
Eilher party may Iniliate arbitfafion of any matter subject to arbitration by fiing a-wiitten demand-for arbitration.at any $ime. Patient shall
be entilled fo an arbitration in the Jackson metropofilan area pursuant to the Federal Arbitration Act. The aibitration shall be administered-by
JAMS pursuant fo lis Comprehensive Arbitratian Rules and Peocedures and Minimum Standards of Procedural Faimess, and all pariies agree to
be bound by the arbitrator’s declsion: Any decision by the arbilrator(s) shall be accompanied by a reasoned cpinidh. Judgment may be entered
on the arbitrator's award, i any, by any court having jurisdiction of fhe subject matter.
All patties agrea that thelr relationship affects interstate commerce, and that this Agreement shall be govemed by the Federal
Arbitration Act and, i not, by Mississippi law. The parly requesting artiitration shall bear all costs of the arbitralion, except the Patient is not
required o pay any more than $125.00, with Clintc or Members bearing.the other arbitration costs..

The arbitration proceadings or any award or judgment arising therefrom shall be confidential. Should the-award rieed to be filed with a
court for confirmation or enforcement purposes, the award shall be fied under sea! and will remain under seal Unless not safisfied within twenty
{20} days of the later of the fling of the Motion to Confirm the Award or the conclission of eny appeal taken by agreemient of the parties- pursuant
{o JAMS Gptiona) Arbitration Appeal Procedure, if applicable.

If you ara not wiling to submit fo binding arbitration, the Clinic may perform the services or refer you to ancther health care provider
capable of rendering the médical care or services which you require {although Phiysician assumes no responsibility for the quality of care or
service-rendered by any other health care provider). Please inform a Clinlc representative immediately ¥ you do not-agree to binding
arbitration and desire such referral. ' )

This Agreement may be rescinded by writien notice by either party within fifteen (15) days of signature. However, any clalmior digpute
related to medical services rendered.afiér execution of this Agreemént and prior to the date of such wrillen notice of rescigsion shall be subject to
the terms of this Agreament. Written riotice of 'such rescission may be given by 2 guardian -or conservator of Patient If Patient is a minor o
incapacitated. [f any parfion of this Agreementls foind unenforceable, that portion shall be stricken,.and the remainder. of this Agresment filly
enforced. If a court rules that the dispute must be itigated and not arbitraled, Patient agrees the suit will be heard in the Circuit Court of Rankin
County, Mississippl.

This agreement is binding upon spouses, heirs, administrators, execulors, personal representatives, successors, and.assigns and the
undessigned's spouse (if any) acknowledges this. A photo static or electronic copy of this aiithorization shall be considered as effective and-as
valid as the original.

NOTICE: BY SIGNING THIS AGREEMENT YOU ARE AGREEING 70 HAVE ANY CLAIM OF NEGLIGENCE OR MEDICAL MALPRACTICE DECIDED BY NEUTRAL BINDING
ARBITRATION AND YOU ARE GIVING UP YOUR STATUTORY AND CONSTITUTIONAL RIGHT TO A JURY OR COURT TRIAL.

Witness owr signalures this the dayof L2

CENTRAL SURGICAL ASSDCIATES,PLLC  Tammy Sims Davis, PA-C

H. GREGORY FISER, }.D.,, PLLC Heatfier G. Monis, PA-C

BRIAN S. HAMILTON, M.D,, PLLC Courtney,C. Wright, PA-C

T. MATTHEW JONES, MLD,, PLLC E. Mackenzia Carmody, PA-C

KARAS. LOGAN, M.D., PLLC Holly Rosamond, FNP.C A

LEE M, NIGOLS, M.D,,PLLC and nssoctatéd PhysiclansPA's/NP's

J. RUSSELL RODKS, MD., PLLC

By By:
Authosized Representative (Clinkc) Pafient

If a parent or guardian has signed on behalf of thelr minor child or ward, such parent or guardian hereby-alfests that he or she has full
legal aulhoﬁly.to.amte.ﬂlis.agreenientnn.hehalmtsald.chlWdﬁmre,kaidpmﬂmuardimherebugmshindemﬂlly'and
hold harmless the Clinic, the Members, and their employees and-Physicians from any claim, demand or loss which may occurin the event said
parent or guardian does not, in fact, have such legal authrity.

By:

Parent or Guardian



SUMMARY OF ARBITRATION AGREEMENT PATIENT:

Patlent’s Initials In
Each Box

Before signing the Agreement, the Patient may make written changes in the
Agregment if they so desfre and present these-to the Clinic for consideration. .

The Palient Is. agreging o arbitrate any dispules above $5,000. You are agreeing.
not ko sue thie Clinic, its"Members, or any of their Physiclaiis or employees'in a
court of law.

This agreement is:binding on the patient's spouse, heirs, administralors; executors,
personal representatives, successors, and assigns. It applies to any claim that
derives or arises-from care providéd.to the pafient.

The Patient s walving his ar her constitutional or statutdry right to a jury trial.

Atbitration will. be performed by JAMS, This. is a national asseciation of neutral
arbitrators. Théy do not work for the Clinic, Physician(s), or-for the Patient, The
Clinic or the Members wil pay-the costs; except for the first $125.00; and each side
will pay for thelr own atiomeys-and other-liizationcosts.

This Agreement is effective on the date of this Agreement and applies o all claims
regardless of when thé care al issue occurred.

The Patient can rescind this Agreementwilfin 16 days but must skl arbitrate any
claim arising from care provided:before the Agreenient s rescinded:

If the Patient does not.agree 1o arbltrate, of if this Agreement Is rescinded, the
Clinic will, elther treat the Patiénf ar refer them to another doctor gr group who can
provide the medical care they need. The Patient acknowledges that'(}hé is rict in
needof emergency ¢aré or under immedialesiress.

If a court rules that & dispute must be litigated and not arbiirated, any lawsuit must
be filed or tried in-the Circuit Court of Rankin:County, Mississippi.

10.

In arbitration, each- side. will have a fair opportunity fo present their evidence, but
court rules do not necessarly apply. There is no appeal except in limited
cicumstances. - !

1.

Paient, Faysician(s), Mémbers, and the Clinc all have the right o terminats thelr
relationship at any ime. ’

12,

Aclaim by.or on behalf of the Patient or the Physiclan(s), Members; or Clinic will be
waived and forever bamred if, on the date- of the Nofice of Intent or-demand for
arbitration, the claim would be barred by the: applicable statute af Imitations.

13.

The arbitration' proceedings and any award from such proceeding are confidential.
Any award Uiat is. filed for confirnation niust bie filed under seal and-shall remain
confidential unless nottimely satisfied as previous!y discussed.

14,

If you still have any-questions, you should consult an altorney before signing,

1 hereby confim that | have explained the Agreement to the Patient, and the Patient has affirmed his.or
her understanding of the Agreement by Initialing or slgning beside each of the foregoing provisions.

CENTRAL SURGICAL ABSOCIATES, PLLC Tammy Sims Davis, PA-C
H. GREGORY FISER, M.D., PLLC Heather G. Monis, PA-C
BRIAN . HAMILTON, M.D., PLLC Courtney C. Wright, PA<G:
7. MATTHEW JONES, M.D,, PLLC E. Mackenzle Carmody, PAC.
HARA'S.LOGAN, MLD, PLLC Holly Resamond, FNP-C
LEE M, HICOLS, MD., PLLC and assoclated Physiclans/PA'siNP's
J, RUSSELL ROOKS, M.D., PLLC
By:
Authorized Representative (Clinic)

e v o o

Physician’s Initials




HIPAA Information and Consent Form
2015 Patient Paperwork

The Health Insurance Partability and Accountsbility Act (HIPAA) provides safegnards 1o protect your
privacy as apatient, Implementation of HIPAA requirements officially began on April 14, 2003. While wohave
followed these policies for years, there lave been a fow updates that we wanted you to be aware of. This is-a shortened
veision of the HIPPA policy. The firll policy is available upon your request.

There are rules and restrictions on who may see or be notified of your Protected Health information (PHI).
These restrictions do not include the normal exchange of information within our office. HIPA4 provides certain rights
and protections toyou as the Patient. We follow these guldelines and provide you with the quality care you deserve:
Additional information is avatlable from the U.S. Department of Health and Human Services. You can find them
online at www.hhs.gov !

Patient information will be kept confidential except when it is necessary to provide services orto:-ensure that
all administeative matters related:to your cars are handled properly. This may include, but not limited to, the sharing of
inforniation with other bealthcare providers, laboratories, and health insurance companies, Patient information
{treatment plans, insurance forms, eob's, etc.) may be stored in file cabinets not accessible 1o patients: Preparing for
and during your office visit, such records may be left, at least temporarily, in administrative areas such gs the front
office, doctor’s desk, examiriation room, ete. Those records will not be available to persons other than office staff.
You agres to the normal procedures utilized within the office for the handling of charts, patient records, PHI and other
documents or information,

We send out reminders to our patients. We do this by one ormore of the following: e-mail, texting, dnd
calling. We try to meke every effort 16 remind you of your eppointment and any treatment that you may need.

You agree 10 us sending electronic e-refeirals 10 specialists, which include your PHI and x-rays if neéded; We also
send electronic claims to your health insurance, which inclirdes submitting PHIo receive payment. for services
provided. .

You permit us to remind you to take pre-medication befiire appointments, if applicable.
You giveus permission to call in prescriptions you may need and share your PHI with the pharmacist,

The practice utilizes some vendors in the conduct ‘of business. These vendors'may have access to PHI but must agree
to abide by the confidentiality rules of HIPAA.

You understand and agree to inspections of the office and review of documents which may include PHEby
government agencies or insurance payers in thenormal performance of their duties.

You agreeto bring any concems or complaints régarding privacy to the attention of the office manager orthe doctor,
and understandthat you have the right ta file a complalrit. We can help you do'this, andyou will not be penalized for
filing 2 compiaint ! :

Your confidential information will net be used for marketing or advertising of products, goods or services without
your permission -

We agree to provide patients with acoess to their records by state and federal laws. We may update this policy as
needed to servethe needs of our patients and our practice.

By signing below; I agreethat 1 have been offered and will receive a full version of the HIPAA policy upon my request,
1 understand and acknowledge my Agreement to the terms outlined in the HIPPA-information and congent form and
any future updates to this policy.




Name:

Doctor:

Which symptoms best describe you? Select all that apply.

[] Accidental loss or leakage of stool—sometimes unable to make it to the bathroom.in time
[ Bowel accidents while unaware—no warning and/or while asleep ‘

{] Frequent, loose, watery stools

[ ] Sudden or strong urge to go to the bathicom

[ Bowel accidents when.passing gas

[=T] No bowel problems (if checked, please discontinue questionnaire)

How long have you had thése symptoms?’

Approximately how many bowel incidents do youhave per week?

Have you tried medications to help your symptoms? [J¥es [TINo

On a scale of 0 to 10,with O being no symptom relief and 10 being complete symptomirelief, how much.
symptom relief have these medications provided for you? Select number,

(Cao T Ca 2] L3 T4 T s [T 6] Ld7] (=8 1] Cw]

No . ' Complete
Relief Symptom Refief
Behavior modifications tried? '

(e.g. liféstyle changes, fiber, diet changes,'physical therapy) .

On a scale of 0 to 10, with 0 being no frustration at all and 10 being extremely frustrated, what is your
{evel of frustration with yourbowe! control symptoms? Select a number.

(o T 02 C33] E T4 C15] Tle] T 7] £ 8] L1 o] CJi0)

Not Very
Frustrated Frustrated
Are youinterested in learning more about additional treatment alternatives te bowel medications? 5
[ IYes[JNo %
g



Central Surgical Assoclates, PLLC Authorization for Release, Use, and Disclosure of Health Information

Date: i

I.  PATIENT. Patient's Name: Date of Birth:
Social Security Number:

I,  AUTHORIZATION. 1 authorize [select one):
[ Cental Surgical Associates, PLLC to disclose my health information to.the following:

Name: Phone:
[ The following entity to disdlose my heaith Informatien to Central Surgical Associates, PLLC:
Name: Phone: . .
Please select all that apply:
O Complete Medical Records  EJ Discharge Summary [ Qperative and Procedure Reports
[ Consultation Reports O Lsboratory Results [ %-rey and Imaging Resuits
[1 Pathology Results O Clinical and Progress Notes [ Billing Records

[ Other-{list specificitems):
Hereinafter known as 'Medical.Rémrds'.
. DELIVERY. Please select one of the fallowing:
[ 1 will pick up copies of my records
3 Fax my records to: .
1 Mail copies of my recargs tothe following:
V. PURPOSE. The reason for this authorization is: (check one)
[ Parsonal £ Legal/Attorney E2 Insurance L1 Diability O Continuing Care 1 School 01 Worker's Compensation

O Other-{be specific):__- B _ . R
V. SENSHIVE INFORMATION RELEASE .
I understand that this health information may include sensitive information. By slgning this form, | specifically
authorize the release of each initialed sensitive information item:
___ Substance Abuse Treatment information ___Mental-Health Information _Genetic Testing
___HIVrelated information {including AIDS related testing}
VI. ACKNOWIEDGEMENT OF RIGHTS. .
I understand that unless the, purpose of this authorization Is to determine payment of acdlsim or benefits, Central Surgical
Assoclates may not condition the provision of treatment or payment for my care cn my signing this authoriZation. [ understand
that | have the right to revoke this-authorization, In writing and at any time, except wheré uses or disclosureshave already been
made based upon my origindl psfmission. I might not be-able to revoke this authorization if its purpase was to.obtain Insurance. If
you wish to take your permission away, please send a written notice withsignature to Centrat Surgical Associates, PLLC 1190 North
State Street, Suite 502, Jackson, MS 38202. | understand that it is'possible that Medical Hecbrds and information used or disclosed
with my permission may be re-disclosed by a zecipient and no longer protected by the Federal privacy regulations. 1 understand
that treatment by any party maynict be conditioned upan-my signing of this authorization {unless treatment is sought only:to
create Medical Records for a third party of to take part in a research study) arid that | may heve thie right to refuse to sign this
authorization. I'understand that | am entitled to recelve a.copy of this form after | sign It. A copy of this.authorization s as valid as

the original.

Vil. SIGNATURE. . _
| have carefully read and understand the Patient’s Rights above, and do herélh expressly and voluntarily authorize the

disclosure of all the information requested in this authorization including the "“Sensitive Information Release”. |
acknowledge this suthorization with my signature below.

Date:

Signature of Patient/Representative:
Print Name: Relationship to Patient:

if the patlent isted above is undes the age of 18, this authorizotion form and any revocation must be sighed by o porent, guardian; or other person who higs the
authority to act on the behalf of minor. As the person signing for the patient, { the poreat, guardich, or fegol representative warront.that | have the legaf
outhority to oct on behaff of the patient and that  am not prohibited by Counrt order or law from liaving aceess to the requested medical records.

—— e - 3 — e




Surgical Deposit Policy

It is the policy of Central Surgical Associates, PLLC to collect a surgical deposit from all
patients prior to any surgical procedure(s). '

If your care requires yoir to have surgery, and you have insurance coverage, our staﬁf;vill verify
your insurance benefits with your insurance plan. If you have not met your deductible or you
have a co-insurance, you will be required to provide a'depasit on youraccount

If you have no insurance coverage, a limited insurance policy, or a health share policy, you will
be required to provide a deposit on your account.

It is the patient’s responsibility: to notify our officé of any changes in insurance coverage.
Failure to do so, will résult in patient being responsible for denial of cldims or unpaid bills.

Your deposit will be due no later than 3 business days prior to'your scheduled surgery.

We offer several payment options for your convenience:
e Visa

MasterCard

Discover

American Express

Care Credit

Cash

Personal chécks

Payments may be made in person, over the phone, or by going to.our website at
www.centralsurgicalassociates.com. -

In an effort to keep our patients informed, the deposit you provide to our office is for services
only rendered by the physicians and physician assistants at Central Surgical Associates.

You may be required to provide separate deposits for the facili and/or ape?s'th;&ﬂ'iai.

L . have read and fully understand that a surgioal deposit is
due no later than 3 business:days prior to.my scheduled date.of surgery. 1 understand that I may-

be required to pay a-separate deposit to the faoility and/or anesthesia. Ialso understand that if
full payment of iy snrgical deposit is not received by the dué date, my surgery ma be
cancelled without notice. ' ' ’

Patient or Parent/Legal Guardian Signature _ Date:

__ Date: ..

Central Surgical Employte Signature
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T CENTRAL
&) SURGICAL

ASSOCIATES, PLLC

[

Consent for EGD/Colonoscopy
This is to authorize the performance of the above procedure and/or surgical Intervention
upon . This procedure Is to be performed: by, or under
the direction of, Dr. and/or such associates and

asslstants designated by the physic!én.

Diagnosis: .
You have been diagnosed with: .
You are scheduled for a screening colonoscopy.

Name of Procedure/Treatment:

EGD: is an examination of the upper part of the digestive tract which is performed
for to find the cause of your symptoms. (Esophagogastroduodenoscopy) or
Upper endoscopy, is a procedure in which a thin scope with a light and camera at
its tip is passed through the mouith and down the throat. This is doné to look inside
the upper digestive Is used to-look inside the upper digestive tract ~the esophagus,
stomach, and first part of the small intestine, called the duodenum A thin, flexible
tube called and endoscope is inserted through the mouth to look at the upper GI
tract. Bowel prep is not required for-an EGD.alone..

Colonoscopy: Is an examination of the lower part of the digestive tract which is
performed fofind the cause of symptoms or to screen for cancer. Athin, flexible
tube called a colonoscope is inserted through the-rectum to-look at the colon: A
small video caniéra is attached to the colonoscope so that your doctor can take
pictures or video of the large intestine (colon). Before this test, you.will need to
clean out your colon. The colon prep instructions are located atthe end of this
consent form. ]

Esophageal Dilatation- is a procedure that allows your doctor to.dilate, or stretch,
a narrowed area of your esophagus (swallowing tube})

If the physician during your exam sees a suspiclous lesion, the following procedures
may be performed.

« Biopsy - Taking a piece of mass or polyp (small clump of cells that forms on the
lining of the colon) to send for further testing.

« Polypectomy- removal of polyp(s) (small ciump of cells that forms on the lining of
the colon)
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Risks common to all surgical procedures:

o Injury to a blood vessel or excessive bleeding. This may require a blood

transfusion.
« Infection, which may require the use of antibiotics. In rare cases, another surgical

procedure may be.necessary to remove the infection.

« Complications with anesthesia. This may include nausea, vomiting, heart attack,
stroke or, in rare cases, death. _

» Tobacco use, excessive alcohol use and obesity can. increase thé risk of any
surgical procedure or general anesthetic. Any,of these factors may substantially
affect healing and can result in an increase of major complications including
pneumonia, wound infection, bleod clots in the legs and lungs, or death.

Risks and consequénces of the proposed treatment: .
 Injury to the colon or-upper Gi fract that could requiire that another surgical

procedure be performed. _
Bleeding, should the colon or upper Gl tract be.injured
Fissure (tear inthe anus) .

Will net be able to find out what my medical problem Is
May miss seeing the causs of my problem

Reactions or side effects of IV sedation (nausea; amnesia)

Risks or conseduences of the proposed treatment that is specific arid unigue to

the patient: ‘
Diabetes Hypertension Obesity COPD _ NONE

Other:

Alternative treatments:
s Do nothing

o Medication treatments

Prognosis if the proposed treatment is NOT accepted:
e Continued or worsening symptoms
e Growth of cancer or spread of cancer if present
» Bowel perforation (hole that develaps in the intestines)

I received a copy of the prescribed bowel prep. ( please initial)
Pages 4-5
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| understand the above information and give my consent to have the described
procedure performed.

I authorize the performance of any extension of the procedure. | further authorize
my physician to peiform any procedures which may become necessary during

my surgery.
I have had the opportunity o ask any questions of my physician/provider and

have had all my questions answered to my satisfaction. No guarantees have
been macde to me regarding the success of this procedure to treat my condition.

Patient Signature Date.

Physician‘jProvider Signature Date

If patient Is unable to-sign:

Print name of signee Signature Date

Description of Authority to Consent

(Ex. relationship to patient, Healthcare i’dwer of Attomney, legal guardian, ward of the State of
MS, etc.) . .

Signature of Witness (only required if patient is unable to 's.fgn) Date

Patient Chart #

Created 2016



