
                                                                                            
                      

 
 

Procedure Financial Disclosure 
You have been scheduled for a colonoscopy: CPT Code:___________ and/or an Upper Endoscopy (EGD):CPT:  43235

     Briargate Endoscopy Center 

  on 
____________________ at   Pikes Peak Endoscopy Center 

 MemorialMain 
 Memorial North 

 
The indicating diagnosis for this procedure is _________________________________________________.  The diagnosis code(s) 
submitted on the claim for the procedure will indicate the actual findings of the procedure.  (i.e., what may have been scheduled as a 
screening, could change to diagnostic due to the findings during the procedure.) 

 
If you are having your procedure performed at Pikes Peak Endoscopy Center or Briargate Endoscopy Center, we are Medicare certified 
free-standing ambulatory surgical centers owned by the physicians of Gastroenterology Associates of Colorado Springs (GACS).  
GACS physicians do not perform “office based” endoscopy services.  Therefore, office visit co-pays will not apply for these 
services.   
 
Endoscopy services are surgical procedures and will be processed under the surgical provisions of your insurance plan.  Some 
insurance plans have exclusions for out-patient surgical procedures or have different out-of-pocket expenses based on the location

 

 
where the procedure is performed.  Individual and Family deductibles may apply.   While the procedures are diagnostic in nature, they 
are not considered a diagnostic test by the insurance carrier, nor the American Medical Association. 

Our Pre-Cert Specialist will contact your insurance plan to see if pre-certification is required for the procedure.  Please note that pre-
certification is not a guarantee of payment as per your insurance company.   
 
As a courtesy to our patients, we will attempt to find out what your benefits will be, however, all

 

 insurance companies specify that the 
information they provide to us does not guarantee payment or that the amounts they quote us due by the patient will be the same after 
the claim is processed. You are responsible for additional deductibles, co-pays or any co-insurance your insurance company may 
assess to your responsibility.  Services not covered or deemed not medically necessary by your plan will be your responsibility.  We 
strongly encourage you to call your insurance carrier to understand what your benefits are for the procedure that has been 
scheduled.  We do have a cancellation policy and fee associated with the cancellation of procedures if we are not notified within the 
specified time period.  It is your responsibility to understand what your coverage is and if you have questions regarding your coverage, 
you should contact your insurance company.  You will need to provide them the information listed in the first section above.  Be sure to 
have them review the “indicating” diagnosis as some plans have limited coverage based on diagnosis, or difference in coverage for 
screening vs. diagnostic procedures.   

If you have not already done so

 

, you will need to provide us with your correct insurance information at least 14 days prior to your 
scheduled procedure to allow time for pre-certification.  You need to be sure we have your primary, secondary (and tertiary) insurance 
information as all may require pre-certification.  Call (719) 632-7101, and follow the prompt for the appropriate physician that will be 
performing your procedure to report updated insurance information.  Failure to report the correct updated insurance information prior to 
the procedure may result in you being responsible for the full balance due.   If you present a different insurance at the time of check in 
for your procedure, your procedure may be rescheduled to a future date that allows us to complete the pre-certification process.  

The procedure for which you are scheduled generates the following fees and will be billed separately: (1) a professional fee for the 
physician’s services, (2) a facility fee for use of the surgery facility, and (3) if a tissue biopsy is required, a fee for pathology services 
from the pathologist/lab. 

   Please bring this signed form with you on the day of your procedure 
 

   Please mail this form back to our office (address below) 4-5 days prior to your procedure  
____________________________________________________________________________________________________ 

 
Gastroenterology Associates of Colorado Springs, L.L. P./Pikes Peak Endoscopy and Surgery Center L.L.C./Briargate 

Endoscopy Center, L.L.C. 
Acknowledgement of Receipt of Procedure Financial Disclosure 

 
I have received a copy of the Procedure Financial Disclosure for Gastroenterology Associates of Colorado Springs, LLP. 

 
 

________________________________________________      _______________________ 
Patient Signature          Date 

 
 

     _______________________________________________________ 
     Print Name 



                                                                                              
 
 
 

 

 
FINANCIAL POLICY AND PATIENT AGREEMENT 

IMPORTANT – PLEASE READ 
 
 
 
We are committed to giving you the best care possible.  We expect in return that you have the same commitment to your 
medical and financial responsibility to us.  The following is the financial policy for Gastroenterology Associates of Colorado 
Springs, LLP, Pikes Peak Endoscopy & Surgery Center, LLC and Briargate Endoscopy Center, LLC.  Please be advised 
that Pikes Peak Endoscopy & Surgery Center and Briargate Endoscopy Center are owned and operated by the 
physicians of Gastroenterology Associates of Colorado Springs, LLP and are fully certified Medicare approved and 
licensed by the state of Colorado. 
 
 
APPOINTMENTS

 

: Please arrive at least 30 minutes prior to your appointment to give yourself time to update your records 
or complete paperwork required by your insurance.   

CANCELLATION POLICY:

• Office visits MUST be cancelled/rescheduled no later than 24 hours prior to your appointment; a $25.00 
charge will be assessed if this does not occur.   

 In order to meet the needs of all our patients, please call us immediately if you have to 
reschedule your appointment so that we can accommodate another patient’s needs.  If you fail to cancel or reschedule in 
the appropriate amount of time the below fees will be applied to your account 

• Procedures (Colonoscopy/EGD) MUST be cancelled/rescheduled no later than 48 hours prior to your 
scheduled procedure; a $75.00 charge will be assessed if this does not occur. 

 
UNINSURED PATIENTS:

 

 Payment for services is due in full at the time of service or payment arrangements need to be 
made with our billing department prior to the service. For your convenience, we accept VISA, MasterCard, cash, checks 
and money orders. 

INSURED PATIENTS

 

:  As a courtesy to our patients, we will file your primary and supplemental insurance for you. 
However, you need to provide us with complete and accurate insurance information as well as a copy of your insurance 
card(s).  Please be aware that although we participate with most insurance companies, it is your responsibility to make 
sure we are a participating provider with your plan. If we have an agreement with your insurance carrier, we will 
receive direct payment for covered services.  Co-payments are due at the time of service.  Deductibles and co-
insurance amounts applied to the claim will be your responsibility.  Services not covered or deemed not medically 
necessary by your plan will be billed to you and are your responsibility. You will be responsible for any remaining 
balance on your account once your insurance has processed our claim. 

Since your insurance policy is an agreement between you and the insurance carrier, we will not routinely 
research why an insurance carrier has not paid or why it paid less than anticipated for your care. 
 
REFERRALS

 

:  If a referral is required, while we will assist you in getting the referral, you need to request it from your 
primary care physician and it is your responsibility to obtain one.  If a referral is not in place, you will be responsible for 
payment or your appointment may be rescheduled until a referral is received from your primary care physician.  If you are 
having a procedure performed at Pikes Peak Endoscopy & Surgery Center or Briargate Endoscopy Center and a pre-
certification for that procedure is required, we will obtain authorization for that procedure on your behalf.  If your insurance 
company does not authorize the procedure, you will be notified of your financial responsibility prior to the procedure being 
performed. 

COPIES OF MEDICAL RECORDS

 

:  We will be happy to copy your records for you.  If you need copies you must first sign 
a medical records release form which we can mail to you for your signature.  We do not charge patients for copies of their 
own records.  Fees for copying records requested from businesses are as follows:  $14.00 for 10 or fewer pages, 50 cents 
per page for pages 11-40 and 33 cents per page after 40 pages. 

 
 



 
 

 
ADDITIONAL CHARGES: 

 Missed Clinic Appointments                             $25.00 
 Missed Procedure Appointments                     $75.00 
 Returned Checks                                             $25.00 
 
OVERPAYMENTS:
 

 We will not refund credit balances less than $10.00. 

LATE PAYMENTS:
 

 Accounts 30 days or more past due will begin accruing finance charges. 

COLLECTION AGENCY: 

 

 We refer all unpaid accounts over 90 days past due to a third party collection agency unless 
the account has been approved for payment arrangements. 

CUSTOMER SERVICE

 

:  If you wish to discuss your account and/or set up financial arrangements, please contact our 
billing department at (719) 477-0755.  We accept cash, checks or credit cards (Visa and MasterCard) as payment.  There 
will be a $25.00 service charge on all returned checks. 

 
 
I acknowledge full financial responsibility for services provided to me. I understand that I am responsible for prompt 
payment of any portion of the charges not covered by insurance, including co-payments, coinsurance and deductibles. I 
understand that under provisions of HIPAA (The Health Insurance Portability and Accountability Act of 1996), my 
insurance company and/or employer group plan administrator may be notified if I fail to fulfill my financial obligations for 
the payment of deductibles and coinsurance. I agree to all reasonable attorney fees and collection costs in the event I 
default on payment of my charges. I also consent that direct payment of authorized insurance benefits are paid on my 
behalf to Gastroenterology Associates of Colorado Springs, Pikes Peak Endoscopy Center, and/or Briargate Endoscopy 
Center. 
 
 
 
__________________________________    __________________________________   __________________ 
Patient Signature                                             Witness Signature                                         Date 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
               

 
 
 
 
 
 
 

ERCP INSTRUCTIONS 
 
 
ONE WEEK BEFORE THE PROCEDURE: 

• Discontinue iron supplements and aspirin, Aleve, Motrin, Advil, or any other anti-inflammatory medications. You 
may take Tylenol and/or a multivitamin with iron. 

 
• You must speak with your primary care physician or a specialist before your scheduled colonoscopy if you are 

taking Coumadin, Plavix, Ticlid, or any other Blood Thinners. You may need to stop these medications a week prior 
to your procedure. 

 
• It is important to continue to take all other prescribed medications. On the day of the procedure, you may take your 

prescribed medications with a small sip of water up to two hours before your procedure. 
 
 
******************************************************************************************** 
 
 
 

YOUR ERCP IS SCHEDULED FOR___________________AT_______________am/pm. 

 

REPORT TO THE MEMORIAL OUTPATIENT AREA AT ________________am/pm. 

 

THE DAY BEFORE THE EXAM YOU MAY EAT A NORMAL DIET AND TAKE YOUR MEDICATIONS. 

 

DO NOT EAT OR DRINK AFTER_________________ON_________________. 

 

 

ON THE DAY OF THE EXAM YOU MAY TAKE YOUR MEDICATIONS 2 HOURS BEFORE YOU ARRIVE FOR YOUR PROCEDURE. YOU 
MAY BE GIVEN ANTIBIOTICS AND/OR HAVE YOUR BLOOD DRAWN WHEN YOU ARRIVE FOR YOUR PROCEDURE. 

 

YOU WILL BE IN THE RECOVERY ROOM FOLLOWING THE PROCEDURE UNTIL THE EFFECTS OF THE SEDATION WEAR OFF. 
 

 

IF YOU HAVE ANY QUESTIONS PLEASE CALL 632-7101 AND SPEAK TO THE APPROPRIATE SCHEDULER. 
 

 
 
 
 



 
 



 
 
 



 

 
 



 



 
 

MEMORIAL HOSPITAL MAPS 
 
 
 
 

 
                           MEMORIAL MAIN 1400 EAST BOULDER STREET 
 
 
 

 
                 MEMORIAL HOSPITAL NORTH 4050 BRIARGATE PARKWAY 


	UFinancial Policy and Patient Agreement

