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Dear Patient:

Thank you for choosing Western Washington Medical Group Gastroenterology Physicians to
provide your medical care.

Enclosed you will find the information that will help you prepare yourself for your upcoming
procedure at our Endoscopy Center. This information includes:

1. Brochure describing the Endoscopy Center and what you should expect-(map included)
2. lnformed Consent for Gastrointestinal Endoscopy
3. Patient Setf ReferralAct
4. Patient Rights and Responsibilities
5. Procedure Preparation lnstructions
6. Frequently Asked Colonoscopy Preparation Questions

7. Patient Registration Form
L FinancialPolicy
9. Friends and Family Form
10. Medication List

Once completed, please mail or fax forms 7-{0 to:

WWMG - Gl Departnent
4225 Hoyl Avenue, Suite A
Everett, WA98203-2351 Fax: 425-252-98G0

The Endoscopy Center requires that you have a driver who will remain on the premises
during your entirc stay. Plan for you and your driver to spend 2 7z hours at the Endoscopy
Center.

The reception staff will verify that your escorUdriver has accompanied you at the time of your
check in. lf your escorUdriver does not check in with you or chooses to not remain aittre
Endoscopy Center, your procedure will be cancelled, rescheduled and a late cancellation
fee charged' The Center does not have the facilities or the staffing available to keep a patient,
who has been sedated, for many hours after his/her procedure.
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The following steps are very important; if they are not followed it could result in your insurance not
covering your exam, or your exam being cancelled.

. lf your insurance plan requires a refenal, and one has not already been
obtained, please contact your Primary Care Physicians'office and ask them to
send a refenalto our office as soon as possible. This refenal must cover both
the physician who is performing the exam, as well as Western Washington
Medical Group Endoscopy Center, which is the facility where we typically
perform these exams. You will be given the name of the physician at the time
that your appointment is scheduled.

o Call your insurance company and ask if your plan will cover a screeninq
examinatioTt. This is a very important step. You should also know that if
pathology (i.e. polyps or inflammation) is found on the exam, the procedure
may not be paid as a screening exam. Here are the procedure numbers that
your plan may need.

tr Colonoscopy (CPT code 4537U5385)
n Upper Gl Endoscopy (CPT code 4523543239)

o We will require a copy of the front and back of your insurance card at least two
weeks prior to your scheduled appointment. Many plans require pre-
authorizations for these procedures which may take several days to get through
their medical review process. This is true even if your insurance does not require a
referal. Please note that if we do not receive a copy of the insurance card, you will
be listed as a self pay patient and will be held personally responsible forthe entire
balance. Partial pre-payment of $500 is required at the time of service; balance
will be due upon receipt of statement.

Please mail or fax a copy of both sides of your insurance card to:

\ M/MG - Gl Department
Attn: Pre-authorization Dept.
4225 Hoyt Avenue, Suite A
Everett,WA98203-2351 Fax 425-252-9860

lfyou should have any questions or concerns regarding any of this infonnation please give our
office at callat (4251259-3122.

Sincerely,

The Physicians and Staff of Western Washington Medical Group Gastroenterology and
Endoscopy Departments
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COPY ONLY - DO NOT SIGN THIS DOCUMENT
(You will recetVe o copy of this consent form at the Endoscopy Center on the day af yovr procedure,
you will be osked fo sign it in front of o witness ot thot time. Ihe staff will be happy fo onswer your
quesfions ot fhof time.J

INFORMED CgNSENT FOR. GA TRONTES|TI NAL ENDOSCOPY

PATIENT NAME: DATE OF BIRTH-
Woshington Stote Low guorontees thot you hove both the right ond the obligotion io mqke decisions
concerning your heolth core. Your physicion con provide you with the necessory informqlion ond odvice, but
os o member of the heolth core teom, you must porticipote in the decision moking process. This torm will
ccknowledge your occeptonce of treotmenl recommended by your physicion,

l'lrequeslthotorsuchossocioiesosmoybedesigno|edtoperform
the following procedures(s) upon me:

2.
SigmoidoscopylColonoscopy with possible biopsy ond/or polypectomy
Upper Gl endoscopy/possible biopsy/polypectomy/dilotion.

_Upper Gl endoscopy with Brovo pH copsule plocement.
*Endoscopic photogrophy moy be done of selecled intervols during the procedure,

_Upper Gl endoscopy wiih Pill Com plocemeni.

3. I consent io the odministrotion of introvenous sedotives ond possible onesthesio or other medicolions
before, during ond ofter the procedure by other quolified medicol
personnel. I understond thot oll sedotives/onesthetics involve lhe rore potentiol of risks ond
complicolions such os domoge lo vitol orgons including ihe broin. heort, lungs, llver, spleen ond
kidneys; porolysis, cordioc onesi, ondlor deoih from both known qnd unknown couses. I understond
thot these medicotions involve lhe polenliol of risk to o fetus in the event of pregnoncy, of mosl
concem in the first trimester, resulting in misconioge or deformity. I understond thol on rore occosion lV
sedstives moy couse phlebitis ot the lV site.

4. I understond thot lhere ore potentiol risks ond complicotions with ony medicol or surgicol procedure. I

ocknowledge thot no guoroniee hos been mode to me obout the results of this procedure. Although it
is impossible to lisl every polentiol risk ond complicotion, I hove been informed of some of the possible
risks ond complicolions of lhis procedure which moy include but ore noi limited io the following:
perforotion of the colon {lorge intestine}, or esophogus, perforoiion of esophogus with diloiion,
perforotlon of the colon wiih sigmoidoscopy, bleeding of ihe colon if lorge polyps ore removed; splenic
injury: odverse reoctions to medicotions; ospirotion of slomoch contenis; ond the possibility of missed
lesions. I underslqnd lhere is o slight ond unknown risk lo the fetus if I om pregnont. Complicotions
ossocioted with the Brovo syslem include premoture deiochment of the copsule, foilure of the copsule
to slough otf in o iimely period, or discomfort ossocioted with the copsule requiring endoscopic
removol. Risk involved with Pill Com copsule endoscopy include reteniion of lhe copsule requiring
surgicol relrievol ond injury to the in'feslinol lroct if undergoing MRI scqn prior lo possoge of ihe copsule.

These potenliol risks ond complicqtions could resuli in the need to repeot the procedure, oddilionol
medicol or surgicol treotmenl or procedures; hospitolizolion; blood trqnsfusions; or very rorely
permonent disobility or deolh. I recognize thot during the course of lreotment conditions moy require
oddilionol treotmenl or procedures ond I request ond ouihorize my physicion ond other quolified

Infomed masent 2013 Endwopy C€nter.doc v29n016
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medical personnel to perform such treotmenl or procedures os is required. The oliernqiives to
endoscopic procedures ore typicolly borium studies, such os upper Gl series or borium enemo.

PLEASE PUT YOUR INfNAIS AI YOUR PRETERENCE FOR #5

5. Sltould liere be oa occllenfirl needle stick or conlomlnslion of bodv fluid to ony employee of The
Endoscopy Center, the Endoscopy Center will test your blood for ony infectious diseoses, including HIV
ond hepolitis.

I do-. or do nol- wonl the resufi of this blood iest if this blood test is done.
(rNlTrAL ONE OR OTHER ABOVE)

6. I will comply with these instruclions ll I qm given sedotive/onolgesic medicolions becsuse I reolize gg
moller how well I leel lny ludomenl wlll be ofrecied for the remoinder of the doy.

r I will not drive for lhe remoinder of the doy.o I will nat hondle ony polentiolly dongerous mochinery, i.e. choinsow, lown mower, elc.: l[;iiffil$l:.,ilis:?::'5H^11:::iTi3,l*"
6. Wrilten dischorge instructions will be reviewed ond o copy sent home wilh me. I will reod lhem ond

complywith ihem.

7. Any questions I hod regording gostrointestinol endoscopy thot opply io my ctinical circumslonces hove
been snswered to my sotisfoction.

8. I hove received informction regording Advonce Direclives, Potient Righis ond Responsibilities ond
Physicion Ownership.

My escorl'sldrivers nome ii

He/she is my {relqtionship)

Signoture of Potienl or Aulhorized lndividuol Relotionship of Authorized lndividuol

Wiiness: The Poiient/Authorized lndividuolhas reod the forms or hod it reod to him or her.
The Potient/Authorized lndividuol expresses underslonding of lhe form.
The PotientlAuthorized lndividuql hos no questions.

Signoture of Wilness Doie Time

THE RISKS, BENEFITS, AND ALTERNATIVES HAVE BEEN EXPLAINED TO THIS PATIENT OR PATIENT'S
REPRESENTATIVE BY ME OR MY ASSOCIATE.

DATE

Informed consent 2013 EndoMpy C€trter.doc tn9n$rc
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To our potients:

"PAT'ENT SEIF-REFERRAI. ACI OF' 995"

Beginning Jonuory l, 1995 ony physicion investor ond lhe entiiy to which the
physicion refers o potient must moke certoin disclosures to the patient.

By this stotemeni, let it be known lhose physicions Jerome R. Woldboum, M. D.,
ond Friedrich C. Louro, M. D", W. Michoel McDonnelt. M. D., Edword A. Slosberg,
M. D., Jomes Z. Mu, M. D.. ond Sujoy K. Ghoroi, M.D. ore cunently physicion
investors in lhe Endoscopy Cenfer - Weslern Washingloa Medlcol.Group, on
ombulotory surgery center. These physicions hove chosen The Endoscopy Cenler
for o voriety of reosons. The most significont reoson is thot the focilily wos
designed ond buili specificolly for goskointeslinolendoscopy io meet the speciol
needs of our potients. Secondly, the stotf of the Endoscopy Center consisls of
gostroenterology nurses who hove been specificolly troined lo ossist in oll
endoscopic procedures. The physicions thereby hove the odvontage of working
with ihe highest quolity of gostroiniesiinolnurses in the Puget Sound oreo. This will
contribute to the highest levelof quoliiy core.

Another reoson for the physicions' porticipotion wos to toke on octive port in
controlling the ever increosing medicol costs ossocioted with endoscopic
procedures. Procedures performed of other ombulotory surgery center ond the
locol hospitols ore considerobly higher thon fhe cost of procedures performed ot
ihe Endoscopy Center of Western Woshington Medicol Group. A list of olternoie
focilities where endoscopic procedures con be performed is ovoiloble upon
request of the reception desk. These focilities include: Providence Regionol
MedicolCenter Everelt- Colby Compus, ond Stevens Hospitol.

Selfrefenal act.doc rD9l20t6
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PATIENT RIGIITS AND RESPONSIBILITIES

The medical staffof The Endoscopy Center have adopted the following list of patient rights and
responsibilities. This list shall includg but is not limited to:

THE RIGHT TO:

Be treated with respect consideration and
dignity.
Know the name and professional status of those
caring for you.
Clear and complete information concerning your
condition and care, significant risks involved,
reasonable medical alternatives, and a prediction
of the effect on you. When it is medically
inadvisable to give such information, the
information is provided to a person designated
by you or to a legally authorized person.
Personal privacy and confidentiality of
information, and, except when required by law,
the opportunity to approve or refuse the release
of disclosures of medical information.
Seek another medical opinion or change
physicians as well as refuse treatment or leave
the center, even if this is against medioal advice.
Receive a copy ofyour bill and an explanation
of the charges, regardless of source of payment.
Be informed that advanced directives cannot be
honored in this facility and to be advised that
should an un€xpected life threatening event
occur, you will be transferred to a facility that
will honor your directive.

o Express any oomments, concerns or grievances
regarding the care provided to you.

TIIE RESPONSIBILITY TO:

Actively participate in decisions involving your
care and treatment.
Be as accurate and complete as possible when
providing information about your medical
history, allergies, sensitivities and all
medications you are taking.
Cooperate fully on putually accepted courses of
treatment or notify your physician if you do not
wish to follow his or her advice or instructions.
Inform your physician or nurse if you do not
understand the plan of treatrnent and what is
expected ofyou.
Noti$ your physician or nurse if you notice any
changes in your health.
Act in a considerate and cooperative manner and
respect the rights and property of others.
Concealed weapons, abusive, threatening or
inappropriate language or behavior will not be
allowed or tolerated.
Accept personal financial responsibility in
payment of your bill.

Our goal is to provide the best experience possible while in The Endoscopy Center. Please fill out our patient questionnaire prior
to yorr discharge Patients, clients, families or visitors have the right to express complaints or concerns about any aspect of their
care or experience. Concerns may be directed to any staffmember or the Endoscopy Center Nurse Manager or comments can be
mailed to:

The Endoscopy Center
Nurse Manager
12800 Bothell-Everett Hwy Suite 200
Everdtt, WA 98208

Should you feel your concerns are warranted you may cortact: Office of The Medicare Ombudsman www.medicare.gov. or mail
your complaints to:

Department of Health
Facility and Service Licensing
P.O. Box 47852
Olympia, WA 98045
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FINANCIAL AGREEMENT

We consider all patients as "private" unless their insurance is one whom with we have a
contractua! agreement. We will bill your insurance as a courtesy but the balance for "private"
patients is due and payable within 30 days. Many insurance plans cover a certain percentage

only of the fees charged. The insurance normally only covers the "usual and customary" fees.
Your insurance, as a result, may cover less than you thought they might or you may have a
deductible to meet first. You may have scheduled a visit that is not covered by your insurance,
such as Preventative Care, it is the patient's responsibility to check their benefits prior to
being seen.
*Please be familiar with the benefits provided by your health plan.

!f your insurance requires a referral or if we need insurance autherization prior to your visit, it
is YOUR responsibilitv to see that your health plan reouirernents are_met. lf your insurance
information or other documents needed are not provided at or prior to your first visit, any
charges incurred wil! be your responsibility,

Co-Bays are due at time of service, if you are unable to pay your co-pay at time of service there
will be an additional 115.00 fee charged to your account.

Should the account be referred over to our collection agency the undersigned, or their agent,
will be responsible for payments of interest on the unpaid balance of I% per month from the
date of the service, collection fees, reasonable attorney fees and court costs-

We charge 335.00 for any NSF checks. (per RCW 62A-3-51 5 & 520)

with my signature, I acknowledge that I have read the above statement and agree to pay any
charges within 30 days of receipt of statement unless other arrangements (such as contractual
insurance) have been made. ! authorize the physician to release my information required to
process my insurance claims and authorize my insurance company to make payment directly to
my physician.

I HAVE READ THE FINANCIAL AGREEMENT. I UNDERSTAND AND AGREE TO fiIS rcHCY.

PrintedName DOB

Signature Date
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rE OF BIRTH:

PHARI'IACY PHONE #PHARI'ACY NAME

LOCATION PHARMACY FAX#

**Please list all medications including over the counter medications, vitamins, antacids and herbal
preparatons that you are cunently taking.

Aspirin[-l lbuprofentAdvil/Alevell Arthritis medication l-_l
DATE

STARTED
NAME OF MEDICATION,

DOSE
# of times per

day PRESCRIBED BY

E)(ATPLE

9r1012009 NEXIUM 
'+0 MG 1 x oerdav Dr. XYZ

2OI4 MEDICATION LISI 7t?3tb14
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FRIENDS AND FAMILY RELEA$E

The name(s) listed below are family members or friends to whom I wish to grant access to my health care information.
I will rely on the professionaljudgment of my provider and hie/her designee to share such information, as they deern
nece$sary and appropriate. I understand that information is limited to verbaldiscussions and that no papercopies of my
Personal Healthcare lnformation (PHU will be provided without my signature to release information from my chart.
l, the patient, may be asked to sign a Release of Record to release VlrV\rMG to share information if my provider and his/her
designee deem it necessary.

ThE consent will be considered valid until such time that I revoke it. I reserve the right to revoke it at any time. lt will be
my responsibility to keep lhis information cunent, as I recognize lhat relationships and friendships change over tirne.

Name:

Name:

Relationship:

Relationship:

Relationship:

Phone:

Phone:

Phone:

Patienfe Personal Phone lnformatign: NOTEI This is,DIFFERENT than the above info.

Please provide us with YOUR besf most current phone contact information. This information will become part of your
permanent medical record unless/gllfiL]tou qhAggi!. You can change this information simply by asking to complete a
newform.

Please note: by approving the option to leave a detalled measage you are atlowing us to leave sensttive health
information and specifics rclated to referrals.

First phone number: ,Cell Work Home OK to leave detailed me$age Y N

Second phone number: Cell Work Home OK to leave detailed message Y N

Cell Work Home OK to leave detailed message Y NThird phone number:

x,_
PATIENT OR GUARDIAN SIGNATURE

x
PRINTED narne of person signing

RELATIONSHIP TO PATIENT

DATE

Frierds I Family phone fom.doc
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Policies

Late cancellations or no-shows cause unnecessary longer wait time for patients who need to be seen in
the office, ln order to provide quality medical care in a timely manner, we have to implement a no
sho{cancellation poliry. The policy enables us to better utitize available appointments for our
patients in need of medical care.

To cancel and/or reschedule an office appointment, patients must catl 425-259-3122 during business
hours (Monday through Friday 8:30am to 5:00pm, closed 12:00pm to 1:00pm for lunch|.

Advance cancellations: lf an office appointment is canceled or rescheduled tt8 hourc beforethe
scheduled time, it is considered an advance cancellation and there will be no cancellation or
reschedule fees.

late cancellatlons: lf an office appointment is canceled or reschedu led within 48 hours o/the
scheduled time, it is considered a late cancellation. The patient will be charged a late cancellation fee
of Sso.

No-Show: if patient fails to present at the time of a scheduled appointment without any prior notice, it
is considered a "no-show". The patient will be charged a "no show" fee of $100.

lnsurance companies will not be billed for this fee, which is the sole responsibility of the patient. The
patient will not be charged if there was a true medical emergency and the patient was in the ER or
hospitalized at the time of scheduled appointment.

Pavment schedule: From the date of the no-show or late cancellation the patient has 60 days to make
the payment for the no-show or late cancellation fee-

o Durin8 the 60 days before payment is made by the patient, the patient must make a 5100.00
deposit to reschedule a non-emergent office appointment. The deposit will not be refunded if
the patient has another late cancellation or no-show. We witl continue to provide emergency
gastroenterology care and prescription renewals for 60 days without a deposit.

o At the end of the 60 days, if the payment is still not received, a termination of care letter will be
sent to the patient advising the patient of discharge from practice. Emergency gastroenterology
care will be provided for an additional 30 days from the date of discharge letter.

Revised l8l1-5
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. The patient may be admitted back to the practice if the fee is paid after the 6&day "grace
period". However the patient must make a SlOO deposit for the first office appointment (this
requirement is only for those who did not pay fees within 60 days and was discharged). tf the
patient cannot afford to or unwilling to make the deposit, the patient cannot be admitted back
to the practice.

Each patient will be tracked for the number of no-shows and late cancetlations. lf the number of either
or the combination of late cancellations and no-shows exceed three (3I occurrences within any
consecutive 12 months, the patient will be discharged from the practice and no further appointments
willbe scheduled.

Signature Dote

Print Name ._ DoB:.

Revised Uglls
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Endoscopy Procedure Late Cancellation and No Show
Policies

A late cancellation or "no-shora/' is someone who misses a procedure appointment without canceling it
5 busin$ss days in adrnnce or someone who fails to present at the time of a scheduled procedure

without notice. rhe potient wtll be charged $250.(N lor either lote cancellations or no shows. The
procedure connot be re-scheduled untll the $ZSa.m charge is poid by the potlent lnsurance

companies will not be billed for this fee.

This agreement appliesto endoscopy procedures performed by our providers at WWMG Endoscopy

Center, Providence Medical Center, Evergreen Health Monroe, Whidbey General Hospital, and/or
lsland Hospital.

By my signature, I certify that I have read and understand the policy.

Signature Date

Print Name DOB:

Revised 718/75



Everett ol

Snohomish

Mill Creek

The
Endoscopy

Center
12800

Bothell-Everett
Highway,
Suite 200,

Everett

Directions

From l-5 traveling north, take the I28th Street SW exit,
(Exit #186). Go right onto 128th Street SE and drive easr.

From l-5 traveling south, take the l28th Street SW exit,
(Exit #186). At the stoplight go left onto 128th Street SE

and drive east.

Follow 128th Street SE past McCollum County Park. I28th
St. SE will turn into 132nd 5t. SE.Turn left on t grh Ave.
SE (SR 527) - Fred Meyer will be on the left side of the
intersection - and head north for one block.

Turn left at 129th Place SE (stoplighq and go straight
ahead.The road will curve to the right, behind Fred Meyer,
and lead you directly into the parking lot of Providence
Everett Medical Center - Mill Creek campus.

The Endoscopy Center is located in Suite 200, on the 2nd
floor, at the top of the stairs.


