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Hadiatou Barry, MD - Alan Cox, MD 

Dylan Gerlach, DO - John Horlander, MD 

Michael Krease, DO - Sunana Sohi, MD 

Thank you for choosing Louisville Endoscopy Center! Our gastroenterologists and staff are dedicated to 

providing quality, affordable care to the community in our quest to lower colon cancer rates and treat an array of 

digestive diseases. We are required by the state of Kentucky to collect the information on these forms. Do not 

leave any information blank and mark the appropriate boxes.  

Your procedure will be scheduled after all information is received and processed. This can take up to 4 weeks. 

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 meet your needs. Once scheduled you will receive additional 

paperwork in the mail with appointment date and time. Times are tentative based on the Physician’s schedule. 

Cancellations must be made 48 hours in advance, or a cancellation fee of $150 may be applied.  

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

Is there a specific physician you prefer: ________________________________________________________ 

Is there a specific date(s) you prefer: ___________________________________________________________ 

Is there specific date(s) you are unavailable: ____________________________________________________

You will be sedated for your procedure. You must arrange for someone 18 years of age or older to drive you, who 

will remain on the premises while you are at the Center. The lingering effects of sedation make it unsafe for you 

to drive, operate machinery, make critical decisions, or do activities that require coordination or balance the day 

of your procedure. You may resume normal activity the next day. Public/commercial/medical transportation may 

be used if accompanied by a responsible adult who will be staying with you. The trusted individual escorting you 

will also be asked to sign medical discharge papers. 

At the time of your visit, you will need to bring your insurance card with you. Your insurance coverage is an 

agreement between you and your insurance company. It is your duty to confirm your medical benefits and 

coverage with your insurance company prior to your procedure. If your insurance requires a referral, you must 

request one from the referring physician. Deductibles, co-insurance, and non-covered services are your financial 

responsibility and will be collected at this time. The Louisville Endoscopy Center does not perform billing 

services. Those services are provided by Gastroenterology Health Partners and Amsurg. You may receive separate 

bills for the physician, the anesthesia, the facility, and pathology if specimens are taken during your procedure.  
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REGISTRATION INSTRUCTIONS 

• Complete the enclosed registration forms.

• Copy your insurance card(s) front and back making note of primary and secondary, if applicable.

• If you have had a previous colonoscopy by a physician not affiliated with this facility, please provide us

with a copy of the procedure report and pathology, if applicable.

• Mail or Fax completed registration forms and all other paperwork to the Center.

o Louisville Endoscopy Center Attn: Scheduling 1400 Poplar Level Rd. Louisville, KY. 40217

o Fax 502-636-4032 Main Number 502-636-2003 Scheduling 502-259-0029 

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 

Mobile Phone: (_____)_____-__________     Home Phone: (_____)_____-__________ 

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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PHARMACY INFORMATION 

Local Pharmacy Name, Address, and Phone #: 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Mail Order Pharmacy Name, Address, and Phone #: 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

INSURANCE INFORMATION (complete all information for billing purposes) 

Primary: _________________________________________________________________________________ 

INSURANCE COMPANY CERTIFICATE OR ID# GROUP# 

Policy Holder:_____________________________   Relationship: ______________________________ 

Policy Holder Date of Birth: _____/_____/_________        SSN of Policy Holder: _____-___-__________ 

Secondary: _______________________________________________________________________________ 

INSURANCE COMPANY CERTIFICATE OR ID# GROUP# 

Policy Holder:_____________________________   Relationship: ______________________________ 

Policy Holder Date of Birth: _____/_____/_________        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: _______________________________________________________ 



4 

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 FREQUENCY (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. 
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ADDITIONAL QUESTIONS 

a.

b.

  NO   If yes, date of placement: ______________________ 

  If yes, date of placement: ______________________ 

12. Do you have Heart Stents?     YES     NO a.

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

If yes, specify last date it was used: __________________________________________________ 

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

Date: _____/_____/_________ Signature: _______________________________________________________ 

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

a. If so, when and where? _ ________________________________________________

2. Is this colonoscopy being done for a screening purpose?

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

If yes, please specify: __________________________________

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: ___________________________________________________

 NO

a. If yes, please specify:     MITRAL_____     AORTIC_____

10. Do you have an Artificial Heart Valve?      YES

b. Do you have a Pacemaker?      YES

11. Do you have a Defibrillator?       YES      NO

If yes, how many? _____ _     Date of placement: ____

Once signed, please email this PDF to Deanna Lennon, bypass coordinator, at DLennon@amsurg.com.
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