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GASTROENTEROLOGY * HEPATOLOGY * GASTROINTESTINAL ENDOSCOPY

PROCEDURE SCHEDULING FORM

Patient Name:

Family/Referring Physician:

Please return all forms to:
Gastro East Physicians
3950 Kresge Way, Suite 207
Louisville, KY 40207

Today’s Date:

Date of Birth:

The procedure will be performed at Baptist Hospital East (BHE), Jewish Hospital Medical Center East
(JHMCE), Norton Suburban Hospital (NSH) or Premier Surgery Center (PSC). Please circle your location

preference:

BHE JHMCE

NSH PSC

Please circle a day of the week most convenient for you and we will try to accommodate your preferences:

MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY ANY DAY
Have you ever had a prior colonoscopy? Yes  No
If yes, which year(s)?
Results of prior colonoscopy/ies (if applicable):

Normal? Yes  No

Colon cancer? Yes  No
Colon polyps? Yes __ No__
Do you take Coumadin/Warfarin or other blood thinners? Yes  No
Do you take Plavix/Clopidogrel? Yes__ No_
Do you take NSAID’s on a regular basis (ibuprofen or Naproxen)? Yes __ No____
Do you take aspirin or aspirin containing products daily? Yes __ No____
Do you have an implantable pacemaker and/or defibrillator? Yes __ No____
Do you have an artificial heart valve? Yes  No
Do you require antibiotics before surgical/dental procedures? Yes  No

If yes, why?
Are you diabetic? Yes  No
If you are diabetic, do you take insulin? Yes __ No__
Please list insulin type(s) and dose(s) taken daily:
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Because you will be sedated, you will not be able to drive after your colonoscopy. You must arrange for a
responsible adult (over 18) who can drive or otherwise accompany you to and from the hospital and
endoscopy unit.

RISKS OF COLONOSCOPY

While colonoscopy is an outpatient procedure, it is an endoscopic procedure performed in a hospital and
certain risks are inherent to the procedure. You will be able to discuss the risks below with the physician
on the day of your colonoscopy. A detailed informed consent form will be discussed with you on this day
and you will be required to sign this form to undergo colonoscopy.

Risks of Colonoscopy: (Most common risks are listed; other rare risks/complications may not be listed
below)

Abdominal pain.

Bleeding.

Infection.

Adverse reaction to sedation such as: allergic reaction (systemic or local), respiratory depression,
low heart rate or low blood pressure.

Perforation (tearing of the colon) necessitating surgery to repair.

Inpatient hospital admission due to any of the above reasons.
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By signing this page, | acknowledge that the above data on both pages of the Procedure Scheduling form
is correct and complete and | have read the risks of this procedure.

Signature Date
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