PREPARATION FOR COLONOSCOPY

Dear Patients,

The accuracy of your exam is based on how well you follow the PREP Instructions. 

DO NOT take anything after midnight including Gum, Candy and Water.

It is important that 3 days prior to your procedure you follow a low residue diet. This means you should AVOID any fruit and vegetables with seeds i.e.: Beans, Corn, Zucchini, Kiwi, Squash, Broccoli, Celery, Seeds, Nuts and Shellfish.

**If you are a diabetic or hypertensive and/ or take aspirin, coumadin, and Plavix your physician will give you specific instructions. **
***If you use an inhaler for asthma please make sure to bring it with you***

· DAY BEFORE EXAM:
· You must be on a clear liquid diet. Do NOT have solid foods.

Clear liquids includes:

· Tea 

· Coffee (NO milk or Cream)

· Water

· Soft drink (Cola, Ginger ale, Sprite, 7up)

· Chicken/ Beef broth

· Apple juice

· Jell-O
· Hard candy or Popsicle 

            PLEASE DO NOT HAVE ANYHTING THAT CONTAINS RED or PURPLE 

· DAY OF EXAM: DO NOT EAT ANY SOLIDS OR DRINK ANY LIQUIDS 

Bowel preparation instructions:
GoLytely/CoLyte/NuLytely: Comes with 4L container with a packet of powder. 

Step 1: Day before the procedure starting at 6pm: Fill the container with water to the fill line and add the powder and mix well. Drink an 8 oz glass every 15 mins (8 glasses) until half the container has been consumed. 

Step 2: Drink second half of prep starting 6 hours prior to the procedure. You must be done drinking the prep four hours before the procedure starts.
*Please remember drinking the laxative cold and with a straw is more tolerable.*
Arrive at:

Doctor Office: 2280 Opitz Blvd Ste 200 on _____________ at _______________ (Please arrive 30 MINUTES prior to your appointment).
Sentara Hospital: 2300 Opitz Blvd on_______________ at _________________ (Please arrive 1 HOUR prior to your appointment).
DUE TO SEDATION YOU MUST HAVE A DRIVER WITH YOU AT CHECK IN.
- NO UBER

-NO TAXI

-NO EXCEPTIONS 

DO NOT make any important appointments the day of your procedure, you will need to go home and rest.

COMMON QUESTIONS & ANSWERS
1. How long will the procedure last? The procedure usually takes 20-30 minutes but may take longer if a polyp is removed or a biopsy is obtained. You must be prepared to spend at least 2 to 2.5 hours at the Endoscopy Suite.
2. Can I drive after the procedure? You CANNOT drive the day of the procedure. This is because we will give you medication to help you relax during the procedure. Please bring a known relative or friend with you. Taxis and Uber are NOT acceptable, we avoid this for your safety. 
3. Will I have pain after the procedure? A few patients experience mild abdominal cramping and / or sore throat after the procedure. This usually resolves in a few hours. If you have severe pain for more than 24 hours, call your doctor.
4. How will I know the results of my procedure? The doctor will discuss preliminary results with you on the day of the procedure. If a biopsy is performed, we will schedule a post-operative appointment while in the recovery room, after the procedure. The date and time of the appointment will be noted in the discharge paperwork. The results of the pathology usually take between 7 and 10 days to return.

5. What do I do if I need to cancel my appointment? Simply call the office at (703) 580-7433 and we will be happy to rearrange the appointment for you. Please note that due to the nature of the test and the preparation time required, it is difficult for our office to schedule another patient in your time slot on short notice. Therefore, we will charge $500 to accounts where notice was not given 5 business days prior. Please note this charge will not be covered by insurance.
6. When can I go back to work? You may resume all regular activities and return to work the next day.
7. How does billing work? Insurance is checked by our Insurance Coordinator a week prior to your procedure. Please keep in mind benefits are only checked for the Professional and Facility Fee. We do not check for Anesthesia and Pathology benefits. It is the patient’s responsibility to check prior to the scheduled procedure. 
Please contact MGSI for anesthesia billing questions prior to your procedure at 877-896-6474.

INFORMED CONSENT FOR PROCEDURES
Patient Name: ________________________________

Procedure Date: ________________________

1. I authorize the performance of a COLONOSCOPY or EGD by the gastroenterologists at the center.
2. The nature and purpose of the procedure, possible alternative methods of treatment, possible consequences and complications have been explained to me by my doctor.

3. The risks of the Endoscopic procedure including pain, bleeding, infection, perforation of the bowel and adverse reactions to the medications used during the procedure for sedation.

4. I am aware that in the event of complications, it may be necessary to prescribe medications and transfer me via ambulance to the emergency room of a hospital for treatment and or / surgery to sustain my health.

5. I consent to the performance of endoscopic biopsy, polypectomy and therapeutic injections when these are indicated. I consent to the performance of any procedures in addition to those now contemplated which the doctors may consider necessary during the procedure.

6. I acknowledge that no guarantee or assurance have been given by anyone as to the results that may be obtained.

7. I consent to the examination and disposal by the doctors and / or their authorized agents, such as the pathology laboratory, of any tissue or parts which may be removed.

8. I consent to the administration of sedation medications, as may be necessary for my comfort, by the anesthesiologist.

9. I acknowledge that all blank spaces on this document have been completed or crossed off prior to my signing.

10. If staff or employees should sustain a blood-borne exposure from my blood or body fluids while I am a patient at this facility, I consent to having blood drawn for HIV and hepatitis studies. The results will be kept confidential.

11. I was given the opportunity to have my procedure done at another site, such as the hospital outpatient department and had the benefits and risks of each setting explained to me in general terms by my physician. I agree to have my procedure done at this facility.

12. I am aware that if I have an advance directive, it is suspended while I am a patient at this facility. 

By signing this form, I acknowledge that the risks and alternatives to the procedure have been explained to me by the physician, I have read or had this form read and / or explained to me in general terms. I fully understand its contents and I have been given an opportunity to ask questions and all of my questions have been answered to my satisfaction.

Patient Signature:______________________________________ Date:_______________________

Witness Signature:_____________________________________ Date:_______________________

Office___________
Hospital__________

PROCEDURE STATEMENTS

________ I am aware of the meaning of CLEAR LIQUIDS for the day before my procedure.

________ I am aware that if I do not follow the instructions carefully and my test cannot be performed, I will need to schedule another procedure which may incur additional out of pocket cost.

________ In order to provide the best medical care for our patients if there are biopsies taken during your procedure, you will need to schedule a follow up appointment 7-10 days post procedure.  *THESE RESULTS WILL NOT BE DISCUSSED OVER THE PHONE. *
_______ I have been notified that if I need to cancel my procedure it must occur at least 5 business days prior to my procedure. Procedures canceled with any less notice may be charged a $500 fee, not chargeable to the insurance company.

_______ I am aware that Anesthesia and Pathology will be billed separately. It is up to me to confirm these benefits prior to my scheduled procedure. 

_______ I am aware that If I do not have a ride with me at the time of check in, my procedure will be cancelled. 
 Patient Name :__________________________________

DOB:______________________________

MEDICATION FORM

To our patients having a procedure:

Please record all the medications that you take on a regular basis. Please complete all requested information for each medication. This information is on each prescription bottle. If you do not take any medications, please write “NONE” below the examples.

PLEASE BRING A MEDICATION LIST WITH YOU ON THE DAY OF PROCEDURE.

Please list ALL Drug Allergies: _____________________________________________________

_______________________________________________________________________________

	  MEDICATION NAME
	 STRENGTH
	         DOSAGE
	  LAST DOSE TAKEN 

	Example: Lasix


	40mg 
	One tablet per day in AM 
	01/06/2018

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


DO NOT WRITE BELOW THIS LINE 

THIS SECTION IS ONLY TO BE FILLED OUT BY PHYSICIANS.

No New Medications 

Resume Medications 

__________________________________________________MD

    (Signature)
