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1. Please complete the enclosed registration forms making sure to date and sign the bottom of it. 

2. Make a copy of the front and back of your insurance cards making note of primary and 

secondary insurances. 

3. If your insurance requires a referral YOU must request one from your Primary Care Physician. 

4. Mail the completed forms with copies of insurance to: 

 
Louisville Endoscopy Center 

Attn: Scheduling Bypass Coordinator 
1400 Poplar Level Rd. 
Louisville, KY. 40217 

502-636-2003 
Or 

Fax: 502-636-4032- Scheduling Bypass Coordinator 
 

5. Your procedure will be scheduled AFTER all paperwork is received. It can take up to 4 weeks to process. 

Once scheduled you will receive additional paperwork and appointment date & time in the mail.    

 

Please note: You must complete these forms; leaving information blank may result in a delay to scheduling your 

appointment and returned paperwork. We are REQUIRED by the state of Kentucky to collect the information on 

these forms, please mark the appropriate boxes. If you have had a colonoscopy by a different physician in the past, 

please provide us with copies of the reports as well as pathology when returning your paperwork. 

 

 You will be sedated for your procedure. You MUST arrange for someone 18 year of age or older to stay at 

the Endoscopy Center during your procedure and drive you home afterward.  

 

I prefer my procedure to be on: Monday Tuesday Wednesday Thursday Friday No Preference  

Do you have a physician preference from this group, if so, please list?     

Are there any specific dates good for you?    

Are there any specific dates NOT good for you?   

 

Due to physician availability, we may not be able to accommodate the specific dates or times you have 

requested. However, we will work closely with you to find a time suitable for your needs.  

Scheduling Bypass Coordinator 502-259-0029
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PATIENT DEMOGRAPHIC INFORMATION 

(Please Print) 
 
Today’s Date: ___/___/______  

 

Patient Name: _____________________________________________________________________________ 
   FIRST     MI     LAST 

 

Date of Birth: ___/___/______           Sex:   M     F                                                     SSN: ______-____-________                                                                                 

 

Address: _________________________________________________________________________________ 
 STREET     APT#   CITY   STATE  ZIP 

 

Cell Phone: (_____) _____-_______                                                                                  Home Phone: (_____) _____-_______  

 

Personal Email Address: ____________________________________________________________________ 

 

Height: _____                                      Weight: _____                                              BMI: _____ 

 

 

Reason for Visit: ___________________________________________________________________________ 

 

Referred by: _______________________________________________  

 

Primary Care Physician: _____________________________________ 

 

Cardiologist: _______________________________________________ 

 

Please Specify:       WHITE/CAUCASION       BLACK/AFRICAN AMERICAN       HISPANIC/LATINO       ASIAN       OTHER: ____________________ 

 

Ethnicity:               HISPANIC/LATINO                    NOT HISPANIC/LATINO                                 PATIENT DECLINES TO PROVIDE INFORMATION     

 

Preferred Language: ________________________ Marital Status: ____________________________ 

 
 

EMERGENCY CONTACT & RELATIONSHIP: _______________________________________________________________      PHONE: (_____) _____-_______ 
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LOCAL PHARMACY 
(address must be listed) 

 
Name: ____________________________________      

Address: _________________________________________________________________________________ 
 STREET     APT#   CITY   STATE  ZIP 

 

Phone Number: ____________________________ 

 
MAIL ORDER PHARMACY 

 
Name: ____________________________________      

Address: _________________________________________________________________________________ 
 STREET     APT#   CITY   STATE  ZIP 

 

Phone Number: ____________________________ 

 
 
 

INSURANCE INFORMATION 
(Complete all information for billing purposes) 

 
Primary: _________________________________________________________________________________ 

                      INSURANCE COMPANY                                                       CERTIFICATE OR ID#                                                                                   GROUP# 
 

Name of person who carries the insurance: __________________________    Date of Birth: ___/___/______ 

Relationship to patient: _______________________                      SSN of Policy Holder: ______-____-_______ 

 
 
Secondary: _______________________________________________________________________________ 

                            INSURANCE COMPANY                                                   CERTIFICATE OR ID#                                                                                GROUP# 
 

Name of person who carries the insurance: ____________________________ Date of Birth: ___/___/______ 

Relationship to patient: _______________________                     SSN of Policy Holder: ______-____-________ 

 
 

 

 

 

Insurance Authorization and Assignment I hereby authorize Louisville Endoscopy Center to furnish information to insurance carriers concerning my 
illness and treatments and I hereby assign to the physician all payments for medical services rendered to myself or my dependents. I understand that I am 
responsible for any amount not covered by insurance. 

By signing your name you are agreeing that all the information you have disclosed is accurate. 
 

 
Date: ___/___/______Signature:  Relationship:   ___ 
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PATIENT INTERVIEW FORM 
 

Allergies – specify reaction 

 
Current Medications- if you are on a blood thinner, please list prescribing physician’s 
name and phone number 
 

NAME DOSE HOW DO YOU TAKE THIS 
MED? (once a day, twice a day, 

etc.) 
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Occupation:   
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Review of systems for symptoms experienced in the last 90 days. 
 

 

 
By signing your name, you are agreeing that all the information you have disclosed is accurate. 
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ADDITIONAL QUESTIONS TO “BYPASS” OFFICE VISIT 
For your safety please fill in all Pre-Procedure Screening information below. 

1. Have you ever had a colonoscopy before?     YES     NO 

a. If so, when and where was it done? _________________________________________________ 

2. Is this colonoscopy being done for a screening purpose?     YES     NO 

3. What symptom(s) if any, are you having? __________________________________________________ 

4. Do you take any medication for upset stomach or reflux?     YES     NO 

a. If yes, have you ever had an Esophagogastroduodenoscopy (EGD)?     YES     NO 

5. Are you having any problem swallowing food?     YES     NO 

6. Have you ever had any complications/airway issues to anesthesia?     YES     NO 

a. If yes, please specify: ____________________________________________________________ 

b. Do you have sleep apnea?     YES     NO                               If yes, do you use a CPAP?     YES     NO 

7. Do you take any blood thinners (Aspirin, Coumadin, Plavix, Warfarin, Xarelto, etc.)?     YES     NO 

a. If yes, please specify: ____________________________________________________________ 

b. Who is the prescribing physician? __________________________________________________ 

8. Do you take any prescription or over-the-counter diet pills?     YES     NO 

a. If yes, please specify: ____________________________________________________________ 

9. Are you diabetic?     YES     NO 

a. If yes, how is it controlled? _______________________________________________________ 

b. Oral Medications: Specify name and dose: ___________________________________________ 

c. Insulin: Specify name and dose: ___________________________________________________ 

10. Do you have an Artificial Heart Valve?     YES     NO 

a. If yes, please specify:     MITRAL_____     AORTIC_____ 

b. Do you have a Pacemaker?     YES     NO             If yes, date of placement: ______________________ 

11. Do you have a Defibrillator?     YES     NO                            If yes, date of placement: ______________________ 

12. Do you have Heart Stents?     YES     NO 

a. If yes, how many? ______     Date of placement: ______________________ 

13. Do you have a personal history of Cancer?     YES     NO 

a. If yes, specify type and treatment: ___________________________________________________ 

14. Do you have an active Portacath (large permanent IV in your chest or arm)?     YES     NO 

a. If yes, specify last date it was used: __________________________________________________ 
 

By signing your name you are agreeing that all the information you have disclosed is accurate. 

 

 

SIGNATURE: __________________________________________________________________  Date: ___/___/______ 
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