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Financial Responsibility Colonoscopy 
























                    a. m.
Patient: _________________________
Date: _____________   Time: _____________
p. m.

A screening colonoscopy is performed on patients that are asymptomatic which means they have no gastrointestinal complaints.  If any pathology is found during a screening colonoscopy, the preventative health benefit for screening colonoscopy is not changed.  
A diagnostic colonoscopy is performed on patients who have gastrointestinal signs and/or symptoms such as diarrhea, rectal pain or bleeding, unexplained abdominal pain, changes in bowel habits, and abnormal diagnostic test (barium enema, CT scan).

If a suspicious growth, polyp or inflamed tissue is identified during the colonoscopy the physician may want to collect tissue samples to send to the laboratory where it can be analyzed.  
My signature below confirms that I am fully aware and understand that a screening colonoscopy is a preventive health benefit and is covered at no expense to me.  If the colonoscopy is diagnostic, I will be charged copays and coinsurance as defined in my insurance plan.
_____________________________________________________________________

Patient Signature 




Date




Time 
_________________________________________

Witness Signature

If patient is a minor or unable to sign, complete the following. Patient is a minor (son/daughter) or is unable to sign because:

____________________________________
___________________________________

Parent or Guardian





Witness


Time & Date

If you have any questions regarding financial responsibility please contact Health Care Financial Services at 602.328.8400.








         Send original form to HCFS at Norterra
Do Not file in patient’s medical record.
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