
 
 

   
 

Colorectal Cancer Screening and/or EGD Open Access Packet 

 

Colon cancer is the second leading cause of cancer death in the United States, and colonoscopy is the 

recommended screening test for any patient aged 45 or older.  

This packet is designed to facilitate the scheduling of your screening colonoscopy without requiring an in-office 

consultation with one of our physicians prior to your procedure. 

You are invited to proceed with Open Access Colonoscopy if you meet the following criteria: 

✓ Colonoscopy is for routine screening. This means you are at least 45 years of age and have not had a 

colonoscopy within the last 10 years. 
✓ You have NO active symptoms (abdominal pain, a change in bowel habits, etc.) 
✓ You do NOT have severe lung or heart disease 
✓ You may be eligible for open access scheduling if you have a prior history or family history of colon 

polyps, provided you are in good health and not experiencing any symptoms. Please note, however, that 

your insurance may not consider this a screening. You are strongly encouraged to contact your 

insurance carrier to verify your benefit under this scenario.  

If you believe that Open Access is the right option for you, please complete the attached packet entirely. You 

may send the packet (with a back and front copy of your insurance card and photo ID) to our office via mail, 

email, or fax. Please allow up to two weeks for our office to review your packet and pre-certify your exam. If 

you require immediate scheduling for any reason, please call our office at 540-371-7600. After our medical staff 

reviews your paperwork, we reserve the right to require an office visit prior to proceeding with your 

colonoscopy. If that is the case, our scheduling staff will inform you of the reason for your office visit when 

they call. Once your paperwork is cleared by the medical staff, we will call you to schedule your colonoscopy. 

If you have not heard from our office within two weeks, please call us at 540-371-7600. 

When your procedure is scheduled, we will mail you a packet with your prescription for the bowel preparation 

or you may stop by our office to pick up a pre-packaged prep kit. The cost of the kit is $35. If you have any 

questions, please do not hesitate to call us. 

If you do not meet the criteria for Open Access Colonoscopy or wish to have an office visit with a member of 

our medical staff prior to your procedure, please call the office at 540-371-7600, to schedule an appointment. 

We look forward to caring for you. 

  



 
 

   
 

Patient Information Packet – Open Access Procedure 

Please complete and return the following pages of this packet: 

1. Cover sheet and check list 

2. Patient registration form 

3. Policies and procedures agreement 

4. HIPAA release form 

5. Open Access Colonoscopy questionnaire 

Please also include: 

1. An enlarged copy of your insurance card (front and back) 

2. An enlarged copy of your drivers’ license or Photo ID 

3. Insurance referral if required 

 

This information is needed prior to a procedure. The Open Access Program allows you to have your 

colonoscopy without having to be seen in the office first. Therefore, it is imperative that all forms are 

completed entirely and submitted in a timely manner. 

You will not be scheduled if any forms or ID cards are missing. 

You may submit your packet in one of four ways: 

1. Mail 

Gastroenterology Associates of Fredericksburg 

1031 Care Way 

Fredericksburg, VA 22401 

Attn: Open Access 

2. Fax: (540) 371-2046 

3. In Person: Monday-Friday 8:00 am – 5:00 pm 

4. Scan and email to contactus@gastrofbg.com 

 

Please read all instructions and information contained in this packet thoroughly. You will receive your 

preparation instructions at the time that you are scheduled. We will make every effort to schedule your 

procedure within 30 days of receiving your information. 

 

If you have any questions or concerns regarding this procedure, please call the office at (540) 371-7600. 

 

mailto:contactus@gastrofbg.com


 
 

   
 

Colonoscopy’s Explained 

Overview 

A colonoscopy (koe-lun-OS-kuh-pee) is an exam used to detect changes or abnormalities in the large intestine 

(colon) and rectum. 

During a colonoscopy, a long, flexible tube (colonoscope) is inserted into the rectum. A tiny video camera at the 

tip of the tube allows the doctor to view the inside of the entire colon. 

If necessary, polyps or other types of abnormal tissue can be removed through the scope during a colonoscopy. 

Tissue samples (biopsies) can be taken during a colonoscopy as well. 

 

Why it's done 

Your doctor may recommend a colonoscopy to: 

• Investigate intestinal signs and symptoms. A colonoscopy can help your doctor explore possible 

causes of abdominal pain, rectal bleeding, chronic constipation, chronic diarrhea and other intestinal 

problems. 

• Screen for colon cancer. If you're age 45 or older and at average risk of colon cancer — you have 

no colon cancer risk factors other than age — your doctor may recommend a colonoscopy every 10 

years or sometimes sooner to screen for colon cancer.  

• Look for more polyps. If you have had polyps before, your doctor may recommend a follow-up 

colonoscopy to look for and remove any additional polyps. This is done to reduce your risk of colon 

cancer. 

 

Risks 

A colonoscopy poses few risks. Rarely, complications of a colonoscopy may include: 

• Adverse reaction to the sedative used during the exam 

• Bleeding from the site where a tissue sample (biopsy) was taken or a polyp or other abnormal tissue 

was removed 

• A tear in the colon or rectum wall (perforation) 

 

How you prepare 

Before a colonoscopy, you'll need to clean out (empty) your colon. Any residue in your colon may obscure the 

view of your colon and rectum during the exam. 

To empty your colon, your doctor may ask you to: 

• Follow a special diet the day before the exam. Typically, you won't be able to eat solid food the 

day before the exam. Drinks may be limited to clear liquids — plain water, tea and coffee without 

milk or cream, broth, and carbonated beverages. Avoid red liquids, which can be confused with 

blood during the colonoscopy. You may not be able to eat or drink anything after midnight the night 

before the exam. 

• Take a laxative. Your doctor will usually recommend taking a laxative, in either pill form or liquid 

form. You may be instructed to take the laxative the night before your colonoscopy, or you may be 

asked to use the laxative both the night before and the morning of the procedure. 

• Use an enema kit. In some cases, you may need to use an over-the-counter enema kit — either the 

night before the exam or a few hours before the exam — to empty your colon. This is generally only 



 
 

   
 

effective in emptying the lower colon and is usually not recommended as a primary way of emptying 

your colon. 

• Adjust your medications. Remind your doctor of your medications at least a week before the exam 

— especially if you have diabetes, high blood pressure or heart problems or if you take medications 

or supplements that contain iron. 

Also tell your doctor if you take aspirin or other medications that thin the blood, such as warfarin 

(Coumadin, Jantoven); newer anticoagulants, such as dabigatran (Pradaxa) or rivaroxaban (Xarelto), 

used to reduce risk of blot clots or stroke; or heart medications that affect platelets, such as 

clopidogrel (Plavix). 

You may need to adjust your dosages or stop taking the medications temporarily. 

 

What you can expect 

During the procedure 

During a colonoscopy, you'll wear a gown, but likely nothing else. Sedation is usually recommended. Sedation 

administered will generally be sufficient to allow you to sleep through the entire procedure, so you will not 

experience any discomfort. 

You'll begin the exam lying on your side on the exam table. The doctor will insert a colonoscope into your 

rectum. 

The scope — which is long enough to reach the entire length of your colon — contains a light and a tube 

(channel) that allows the doctor to pump air or carbon dioxide into your colon. The air or carbon dioxide 

inflates the colon, which provides a better view of the lining of the colon. 

The colonoscope also contains a tiny video camera at its tip. The camera sends images to an external monitor so 

that the doctor can study the inside of your colon. 

The doctor can also insert instruments through the channel to take tissue samples (biopsies) or remove polyps or 

other areas of abnormal tissue. 

A colonoscopy typically takes about 30 minutes. 

After the procedure 

After the exam, you will be monitored until clinical staff determine you are alert and may be safely discharged. 

It will be important for you to be very careful when getting dressed after your procedure as you may still be a 

little groggy or unsteady. You'll need someone to take you home because it can take up to a day for the full 

effects of the sedative to wear off. Don't drive or make important decisions or go back to work for the rest of the 

day. 

If your doctor removed a polyp during your colonoscopy, you may be advised to eat a special diet temporarily. 

You may feel bloated or pass gas for a few hours after the exam, as you clear the air from your colon. Walking 

may help relieve any discomfort. 

You may also notice a small amount of blood with your first bowel movement after the exam. Usually this isn't 

cause for alarm. Consult your doctor if you continue to pass blood or blood clots or if you have persistent 

abdominal pain or a fever. While unlikely, this may occur immediately or in the first few days after the 

procedure, but may be delayed for up to one to two weeks. 

Results 

Your doctor will review the results of the colonoscopy and then share the results with you. If biopsies were 

taken it could take up to two weeks for the pathology results to be received.  Your physician may have arranged 



 
 

   
 

for you to come back into the office do discuss your results or you may receive your results by mail.  This 

would have been discussed with you at the time you scheduled your procedure. 

Negative result 

A colonoscopy is considered negative if the doctor doesn't find any abnormalities in the colon. 

Your doctor may recommend that you have another colonoscopy: 

• In 10 years, if you're at average risk of colon cancer — you have no colon cancer risk factors other 

than age 

• In five years, if you have a history of polyps in previous colonoscopy procedures 

• In one year, if there was residual stool in the colon that prevented complete examination of your 

colon 

Positive result 

A colonoscopy is considered positive if the doctor finds any polyps or abnormal tissue in the colon. 

Most polyps aren't cancerous, but some can be precancerous. Polyps removed during colonoscopy are sent to a 

laboratory for analysis to determine whether they are cancerous, precancerous or noncancerous. 

Depending on the size and number of polyps, you may need to follow a more rigorous surveillance schedule in 

the future to look for more polyps. 

If your doctor finds one or two polyps less than 0.4 inch (1 centimeter) in diameter, he or she may recommend a 

repeat colonoscopy in five to 10 years, depending on your other risk factors for colon cancer. 

Your doctor will recommend another colonoscopy sooner if you have: 

• More than two polyps 

• A large polyp — larger than 0.4 inch (1 centimeter) 

• Polyps and also residual stool in the colon that prevents complete examination of the colon 

• Polyps with certain cell characteristics that indicate a higher risk of future cancer 

• Cancerous polyps 

If you have a polyp or other abnormal tissue that couldn't be removed during the colonoscopy, your doctor may 

recommend a repeat exam with a gastroenterologist who has special expertise in removing large polyps, or 

surgery. 

Problems with your exam 

If your doctor is concerned about the quality of the view through the scope, he or she may recommend a repeat 

colonoscopy or a shorter time until your next colonoscopy. If your doctor wasn't able to advance the scope 

through your entire colon, a barium enema or virtual colonoscopy may be recommended to examine the rest of 

your colon. 

 

 

If you wish to proceed with a colonoscopy, please fill out the following application and submit it for 

review by our clinical team.  



 
 

   
 

 

Cover Sheet and Check List – Open Access Procedure 

 

Patient Name: __________________________________________ 

Number of Pages Including Cover Sheet:  ___________________ 

o Cover Sheet (this page) 

o Patient Registration Form 
o Policies and Procedures Agreement 
o HIPAA Information Release Form 
o Colonoscopy Screening Questionnaire 
o Copy of Insurance Card 
o Copy of Photo ID 
o Referral from your Primary Care Provider (if required by your insurance) 

 

All the information contained in this packet is complete and true to my knowledge. 

__________________________________________                        _________________ 

Patient Signature                                                                              Date 

 

The best way to contact me is: 

___ Cell 

___ Work 

___ Home 

 

If you have a preference in Provider or timeframe, please indicate so below. We will do our best to 

accommodate your request, but we cannot guarantee their availability. 

 

___ 1st Available ___ Chetan Pai, D.O 

___ Akash Ajmera, MD ___ Dong Lee, MD 

___ Anwar Dudekula, MD ___ Lisanne Anders, MD 

___ Amandeep Kalra, MD. ___ Narayan Dharel, MD 

  

 

Requested timeframe_____________________________________________________________________ 



 
 

   
 

   

Patient Registration Form 

Patient Information 

Name: Date of Birth: Age: 

Address: SSN: 

City: State: Zip: 

Sex: Marital Status: Language: Patient Declines 

Home Phone #: Race: Patient Declines 

Work Phone #: Ethnicity/Nationality: Unknown 

Cell Phone #: Employer: 

Email Address: Emergency Contact: 

Primary Care Doctor: Emergency Contact #: 

Referring Doctor/Phone #: 

 

 

Emergency Contact Relationship: 

Preferred Retail Pharmacy/Location: 

 

 

Preferred Mail Order Pharmacy: 

 

Subscriber Information 

Name: Date of Birth: 

Address: SSN: 

City: Employer: 

State: Zip: Employer Address: 

Home Phone #: Employer City: 

Work Phone #: Employer State: Zip: 

Cell Phone #: 

 

Insurance Information 

Please attach a copy of insurance card(s). If you have more than one insurance, please indicate which is 

primary and which is secondary: 

Primary Insurance  

Secondary Insurance  

 

 



 
 

   
 

Policies and Procedures Agreement 

Patient Information and Insurance Cards: Please bring a valid photo ID and all health insurance cards with you to each visit. You 

will be asked to verify your personal and insurance information at each visit. If we are unable to verify your identity and/or insurance 

coverage prior to services being provided, payment in full will be expected at the time of service or you will be given the option of 

rescheduling. 

It is important that you understand your insurance coverage. Please be sure to check with your carrier or employer regarding your 

copay, coinsurance or deductible responsibilities. Services requiring a referral must have a valid referral on file at our office. If we do 

not have a valid referral prior to services being rendered, you will be financially responsible for the services provided. You will have 

the option of rescheduling your appointment until after a referral is obtained to avoid any financial liability.  

Copays/Coinsurance/Account Balances: All payments are due at the time of service. Outstanding account balances must be resolved 

prior to additional services being rendered.  

Late Policy: Every effort is made to keep our physicians’ schedules on time. Therefore, if you are more than 15 minutes late, we 

cannot guarantee that you will be seen immediately, but we will do our best to work you in to the schedule as time permits. If all the 

providers’ schedules are full or if you arrive more than 30 minutes late you may be asked to reschedule your appointment for a later 

date. 

Missed/Cancelled Appointments & Procedures: Every effort is made to accommodate our patients’ requests for appointment and 

procedure dates/times; therefore, it is important that you make every effort to keep your scheduled appointments. No shows and 

appointments for office visits cancelled within 24 hours will be subject to a fee of $50. Cancellation of a scheduled procedure, for any 

non-medical reason, within 48 hours will also be subject to a $100 cancellation fee. To cancel an office visit or procedure please call 

our office at 540-371-7600. Please be advised that multiple missed appointments may result in dismissal from our practice. 

Transferring of Records: All patients must sign a records release form to have their records copied or to send them to another 

provider or organization. Copies will be provided to the patient for a $10.00 administrative fee PLUS $0.50 per page up to 50 pages 

and $0.25 per page thereafter for paper record. There is no fee to transfer records directly to another provider or organization. 

Forms: There is a $35 fee for the completion of FMLA, disability and other forms. 

Payment for Services for Patients without Insurance: You will be responsible for payment by cash, check or credit card on the day 

of service. A deposit will be collected when you check in for your appointment. On bills with extensive procedures and with approval 

of our billing department, you may set up a payment plan with our office. Patients who do not comply with established payment plans 

or who do not resolve outstanding balances within three statement cycles will be unable to schedule an appointment until the balance 

is resolved and may be dismissed from the practice. 

Returned Checks: There is a $50.00 fee for any check returned by your bank. 

Guarantee of Payment: I have read and understand all the policies outlined above. I also understand that any responsibility for 

payment of medical services in this office for myself and my dependents is mine. Copays are due and payable at the time of service. 

Any co-insurance and/or deductible due after my insurance company processes claims for services provided is expected within 30 

days of the first statement I receive. 

For Medicare Patients: 

I request that payment of authorized Medicare benefits be made on my behalf to Gastroenterology Associates of Fredericksburg, P.C. 

for any services furnished to me by their Physicians or Physician Assistants. 

I authorize release of medical information about me to be released to the Centers for Medicare and Medicaid Services and its agents 

and to my insurance company to determine these benefits or the benefits payable for related services. 

 
______________________________________________                                                              _______________________ 

Patient Signature                                                                                                                            Date 

 



 
 

   
 

Acknowledgement of Receipt of HIPAA Privacy 

I understand Gastroenterology Associates of Fredericksburg (GAF) may use and disclose my protected health 

information for purposes of treatment, payment and health care operations. I also acknowledge that I have 

received, have been offered, or have received in the past a copy of the Notice of Privacy Practices for GAF 

which provides information about how the physicians, facilities and individuals involved in my care may use 

and disclose my protected health information. As provided in the Notice, the terms of the notice may change.  

 

I understand that I have the right to request that The Practice restrict how my protected health information is 

used or disclosed for treatment, payment or health care operations, but I also understand that The Practice is not 

required to agree to a requested restriction. 

 

Authorization To Release Information 

I authorize Gastroenterology Associates of Fredericksburg to leave messages regarding my treatment; including 

lab results, x-rays, names(s) of medication(s), information pertaining to my treatment and/or office updates by 

the following method (please circle Yes or No): 

 

Home Phone Yes No 

Cell Phone Yes No 

Work Phone Yes No 

 

I authorize GAF to release any information regarding my treatment: including lab results, x-rays, names(s) of 

medication(s), information pertaining to my treatment and/or office updates. This includes leaving message(s) 

on the designated contact(s) phone number. GAF may not release information to the named individuals and or 

entities unless you identify them below. 

Name: Name: 

Phone: Phone: 

Relationship: Relationship: 

 

GAF will use my home phone and/or cell number and primary address supplied during registration to contact 

me regarding my treatment, including lab results, x-rays, names(s) of medication(s), and information pertaining 

to my treatment and/or office updates. I will ensure this information is up to date at every visit. 

Patient Name: ___________________________________________ 

Patient Signature: ________________________________________        Date: ________________________ 

Patient Representative: _______________________________    Relationship to Patient: _______________ 

 



 
 

   
 

Open Access Procedure Questionnaire 

All questions contained in this questionnaire are strictly confidential and will become part of your 

medical record. 

Patient Name (Last, First, M.I.):                                                                                                         M        F 

DOB: Drug Allergies:                                        None 

Height: Weight: 

 

Personal Health History 

Are you currently experiencing any of these symptoms? (Please check all that apply) 

❑ Abdominal pain ❑ Mucus in stool 

❑ Abdominal bloating ❑ Unintentional weight loss 

❑ Abdominal cramping ❑ Loss of appetite 

❑ Change in bowel habits ❑ Rectal bleeding 

❑ Diarrhea ❑ Blood in stool/black stool 

❑ Constipation ❑ Shortness of breath 

 

Do you have a personal history of any of the following? 

❑ Asthma ❑ Heart surgery 

❑ COPD ❑ Hypertension (high blood pressure) 

❑ Atrial Fibrillation ❑ Psychiatric condition requiring medication 

❑ Anemia ❑ Renal failure 

❑ Bleeding problems ❑ Seizures 

❑ Cancer (type _________________) ❑ Shortness of breath 

❑ Colon polyps ❑ Sleep Apnea 

❑ Coronary Artery Disease ❑ Stroke 

❑ Diabetes (type ________________) ❑ TIA (mini stroke) 

❑ Emphysema ❑ Ulcerative Colitis or Crohn’s Disease 

❑ Heart attack ❑ Vascular surgery 

❑ Other _____________________________ ❑ None 

 

 

 



 
 

   
 

Open Access Procedure Questionnaire cont’d 

For the below, please circle the correct answer. 

Do you use a CPAP/BIPAP/APAP at bedtime?            Yes / No 

 If yes, please indicate which device is used: ________________________________ 

Do you use Oxygen (regularly or as needed)?      Yes / No 

Do you go to dialysis?          Yes / No 

Do you have a pacemaker / defibrillator? If yes, please circle which one     Yes / No 

 

Tobacco/Alcohol/Drug Use 

For the below, please circle the correct answer. 

Do you currently drink alcohol?       Yes / No 

If yes, approximately how many drinks per week? ___________________________ 

Do you currently smoke tobacco?       Yes / No 

If yes, please indicate approximate daily quantity: ___________________________ 

If you smoked previously but quit, approximately how many years ago did you quit? _____ 

Have you used illegal drugs within the past 6 months?    Yes / No 

If yes, please specify: _________________________________________________ 

Have you ever used illegal drugs?       Yes / No 

  If yes, please specify and provide approximate year of last use: ________________ 

 

Medications 

Please include prescribed medications/over-the-counter 

medications/vitamins/supplements/inhalers – even if only taken as needed 

❑ NO MEDICATIONS  
❑ Blood thinners 

▪  Circle one: Xarelto, Coumadin, Plavix, Lovenox, Warfarin, Brillinta, Effient, 

Pradaxa, Other: _________________________________________________ 
▪ Strength: __________      Frequency: ________________________________ 

❑ Aspirin daily 
▪ Strength: __________      Frequency: ________________________________ 

❑ NSAIDs (Ibuprofen, Naprosyn) 
▪ Strength: __________      Frequency: ________________________________ 



 
 

   
 

Open Access Procedure Questionnaire cont’d 

Other Medications/Supplements 

Medication    Strength/Frequency Reason for taking 

   

   

   

   

   

   

   

   

 

Surgeries 

Please list any surgeries you have had, including approximate date or year 

❑ NO SURGERIES 

Surgery Date/year 

  

  

  

  

  

  

 

Have you ever had a problem with anesthesia?     Yes / No 

If yes, please explain: __________________________________________________ 

 

Family History 

Do you have a family history of any of the following? 

 Family member Maternal/Paternal Approx. age of diagnosis 

❑ Colon cancer    

❑ Colon polyps    

❑ Crohn's disease    

❑ Ulcerative colitis    

❑ None of the above    

 



 
 

   
 

Open Access Procedure Questionnaire cont’d 

 

Have you ever had a colonoscopy before?      Yes / No 

If yes, approximate date/year: ___________________________________________ 

Was the result normal?                       Yes / No 

If no, please explain: __________________________________________________ 

Are you currently under the care of a medical specialist? 

If yes, please provide the name of the specialist and the reason for treatment/management: 

Specialist name: 

Specialty: 

Reason for treatment: 

 

 

Specialist name: 

Specialty: 

Reason for treatment: 

 

Additional Information 

Please list any additional information you feel may assist us in providing you with adequate care. 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 


