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If the patient is not the responsible party (i.e. patient is a minor or has someone as a Power of Attorney) — please fill out the 
following three lines with the information of the party responsible for the care of the patient. 

Name: Mr./Mrs./Ms. ___________________________________________________________________________________________     
                                                                             Last                                                    First                                                    Middle

Address _____________________________________________________________________________________________________         
                                     Street                                         City                                                             State                                   Zip

Home Phone ________________________  Work Phone ________________________  Cell Phone  ___________________________

Patient’s or Responsible Party – please sign below:
Authorization – I have read and agree to the terms and conditions of this form and I hereby authorize the release of any medical informa-
tion necessary to process my health insurance claim and request payment of benefits to the provider of services. I understand that I am 
financially responsible to Summit Gastroenterology for charges not covered or denied by my insurance company. I further agree in the 
event of my non-payment, to pay the cost of collections and/or court costs and reasonable fees should this be required.

A COPY OF THIS DOCUMENT AND THE SIGNATURE BELOW SHALL BE TREATED AS AN ORIGINAL.

Responsible Party/Guarantor’s Signature_____________________________________________ Date__________________________

Financial Policy

We would like to take this opportunity to welcome you to our office, and to let you know that we are committed to providing you 
with the best possible care. So there is no misunderstanding as to what our Financial Policy is, please take this opportunity to read this 
information. We will gladly discuss your proposed treatment and answer any questions related to your insurance. 

If you have no insurance, payment for services is due at the time services are rendered unless payment arrangements have been approved 
in advance. To assist you, we accept cash, checks, MasterCard, Discover and Visa. Co-pays are due at the time of service.

If you have insurance, we will promptly file it for you as a courtesy, provided we have your assignment of benefits. You must realize, 
however, that your insurance coverage is a contract between you and the insurance company. Payment to us is your responsibility. If 
your insurance has not remitted payment to us at the end of thirty working days, regardless of appeals or other delays, payment will be 
due in full from you. Balances beyond thirty days are subject to a $25 late fee and a 1% monthly interest charge. You are responsible 
for all legal and collection fees, if any, needed to settle your account. Please keep in mind that not all services are covered benefits in all 
contracts. Some insurance companies arbitrarily select certain services they will not cover. If in doubt, please check with your insurance 
carrier for details regarding your specific benefits. 

If you belong to an HMO or PPO, we follow the guidelines set forth in these plans. If it is applicable, please be sure to bring a referral 
form with you to your appointment. Services cannot be rendered if proper authorization hasn’t been given. *If you have UHC Military 
West (TRICARE) you are responsible for obtaining a referral from your PCM (Primary care manager) to be seen by our 
specialists. Bring this referral with you to our office at the time of your appointment.  If not obtained, you may be responsible 
for services rendered. 

We realize that temporary financial problems may affect timely payment of your balance. If such problems do arise, we encourage you 
to contact us promptly for assistance in the management of your account. We do use outside agencies as a means of collection should we 
deem it necessary. You agree that if this account is not paid in full, and Summit Gastroenterology should retain an attorney or collection 
agency for collection, you agree to pay all costs of collection including reasonable interest, reasonable attorney’s fees (even if suit is 
filed) and reasonable collection agency fees.

If you have any questions about the above information or any uncertainty regarding insurance coverage, please don’t hesitate to ask us. 
Your signature below ensures understanding and compliance with this policy.

__________________________________________________________________ _____________________
Signature  Date

* Cancellation Policy: $25 fee for cancelled office appointments with less than 24 hours notification; $50 fee for cancellation of 
endoscopy appointments with less than 48 hours notification.

**Arrive 15 minutes prior to your appointment time. You may be asked to reschedule if you are late.
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***$25 fee for returned checks
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Sigmoidoscopy Prep

To ensure that your test is accurate and complete, you must follow these directions. If you have questions, please 
call our office at 816-554-3838. Summit Gastroenterology is dedicated to providing you with quality health care. 
You matter to us!

Purchase Two Fleet Enemas from your local Pharmacy.

THE DAY BEFORE YOUR TEST
• Eat light meals the entire breakfast, lunch, and dinner.

• Drink as many fluids as you like.

• Do not eat anything fried, such as hamburgers and french fries.
       •  The lighter your diet, the more accurate your test will be.

• Avoid all fatty foods.

THE DAY OF YOUR TEST
•  Use the first enema 2 hours before leaving home.

•  Use the second enema 1 hour before leaving home.

•  Nothing to eat or drink after midnight. Brushing your teeth and “just a sip” of water is allowed.

•  However, if your test is scheduled late in the day (after 12 hours) you may have clear liquids up until 6 hours before 
your exam.

•  No smoking the day of the procedure.

If you take heart, blood pressure, or seizure medications routinely it is okay to take this medication early in the morning of 
your procedure. If you use inhalers bring them along with you.

Arrive for your exam at the time listed (no later).

If you are going to receive sedation, YOU MUST HAVE SOMEONE WITH YOU TO DRIVE YOU HOME AND STAY 
WITH YOU FOR 12 HOURS AFTER PROCEDURE.

If sedated – no work, driving, operating machinery, or making legal decisions for 24 hours after procedure.

Patient  _____________________________________________

Doctor  _____________________________________________

Date  _______________________________________________

Arrival Time  _________________________________________

Procedure Time  ______________________________________

____ St. Luke’s Outpatient 
 Surgery Center 
 120 NW St. Luke’s Blvd. 
 Lee’s Summit, MO 64086

____  St. Luke’s East Hospital 
 100 NW St. Luke’s Blvd. 
 Lee’s Summit, MO 64086

____  Lee’s Summit  
 Medical Center 
 2100 SE Blue Pkwy. 
 Lee’s Summit, MO 64063

____  Cushing Memorial Hospital 
 711 Marshall Street 
 Leavenworth, KS 66048

LOCATIONS:
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Please Note:

•  Do not take blood thinners: (i.e. Coumadin, Pradaxa, Xarelto, Eliquis, Brilinta, Effient) at least four days before 
your exam. Do not take Aspirin, Plavix, and arthritis medications the day of your exam. 

•  Hold prescription diet pills, ie-phentermine, 7 days prior to procedure.

•  If you are diabetic: NO INSULIN OR ORAL MEDICATIONS THE MORNING OF THE PROCEDURE. TAKE 
ONLY HALF A DOSE THE DAY BEFORE YOUR PROCEDURE. IF YOU ARE AN INSULIN DEPENDENT 
DIABETIC WITH UNSTABLE BLOOD SUGARS NOTIFY YOUR PRIMARY CARE PHYSICIANS FOR 
INSTRUCTIONS.

• LOVENOX USERS - IT IS IMPORTANT FOR YOU TO CALL OUR OFFICE IMMEDIATELY FOR 
INSTRUCTIONS IF YOU ARE USING THIS MEDICATION


