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Thank you for choosing Pikes Peak Endoscopy Center. 

Please arrive 30 minutes before your appointment. 

You have a Colonoscopy scheduled to look at your colon. A doctor will place a scope (camera) in your bottom 
and may take tissue samples (biopsies) or remove polyps if needed. 

 
Please allow 2 - 3 hours for your visit. Your exam may start at a different time than scheduled. The exam may 
take longer for some patients. We ask for your patience as we provide safe and high-quality procedures. 

Please read this IMPORTANT guide 10 DAYS before your procedure!  

Please bring the following to your exam: 

☐ ADULT DESIGNATED DRIVER: Medical staff will put you to sleep for the exam. After your exam is 
complete, do not drive for the rest of the day. Do not go home by taxi, Uber, Lyft, etc. 

☐ MEDICINE: List all your medicines and amounts (e.g., Lisinopril 25mg). Bring your inhaler or insulin. 

☐ PATIENT INFO: Bring a Photo ID and health insurance card. Please fill out a patient health form at 
check-in or home using our online portal: https://gacs.mygportal.com/PP6-0-0/Account/LogOn 

☐ PACEMAKERS: Bring your device card, if possible. 

 

Location: 
1699 Medical Center Point 

1st Floor 
Phone: (719) 632-7101 Fax: (719) 632-4468 

www.GACSonline.com 

Were you ill with a cough, cold, flu, sinus infection, etc. in the last six weeks? 
Please call our office at 719-387-2116. 

For your safety, we may reschedule your exam. 

 
Please use your phone camera to scan the QR code on the right to watch our 

Bowel Prep Video! 

https://gacs.mygportal.com/PP6-0-0/Account/LogOn
http://www.gacsonline.com/
https://youtu.be/8bxOAIW6h-c
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You will drink a laxative solution to clean your colon before your exam. You do NOT need a prescription. 

GACS Prep Kits: Buy a kit of all you need at the front desk 

OR buy these items at a local grocery store: 

• Polyethylene glycol (MiraLAX) 8.3-ounce/238 grams: 1 bottle 

• Bisacodyl (Dulcolax) 5 mg: 4 tablets 

• 128 ounces of a sports drink *NO Red or Blue (Gatorade, G2, 
Powerade, Pedialyte, Body Armor) 

• *Optional: Desitin/A&D ointment, Baby wipes 

Our bowel prep is “split-dosing.” You will drink half of the bowel prep 
the day before and the other half the morning of your procedure. Research shows split-dosing leads to a 
cleaner colon, better prep tolerance, and fewer missed colon cancers. 

 

Speak to your primary care doctor about: 

• BLOOD THINNERS: Call your prescribing physician. (Coumadin, Warfarin, Plavix, Ticlid, Pradaxa, 
Eliquis, Xarelto, or other blood thinner): You may need to stop these up to 7 days before your exam. 
You can take a daily aspirin. 

• WEIGHT LOSS/DIABETES: 
o STOP GLP-1 Agonists (Trulicity, Victoza, Ozempic, Wegovy, Bydureon, Byeetta Zepbound, or 

other) 7 days before your exam. 
o STOP Phentermine 2 weeks before your exam. 
o IRON: Stop taking iron pills 7 days before your exam. 

 

Start a LOW FIBER/ LOW RESIDUE DIET. Avoid supplements and foods high in fiber such as raw or dried 
fruits/veggies, nuts, seeds, whole grains, and beans. Examples of approved food: 

 

• White Breads/Pasta/Rice • Ground beef • Peeled Apples/Peaches 

• Waffles & Pancakes • Chicken (grilled) • Peeled Carrots & Potatoes 

• Saltine Crackers • Fish • Eggs 

• Milk/Cream/Cheese • Tofu • Mayo & Oils 

• Yogurt • Avocado • Jelly, Honey & Syrup 

Getting Ready: 

ONE (1) week before: 

THREE (3) days before: Diet 
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Instructions Regarding Weight Loss, Diabetes and Blood Thinner Medications  

1. These instruction sheets contain key information on how to prepare for your colonoscopy procedure. If you have 
any questions, contact us at 719-632- 7101 opt 3, or, contactus@gacsonline.com. 

2. Please read and follow all instructions provided by Pikes Peak Endoscopy at least 7 days in advance. Do not follow 
instructions from other sources, including your prescription unless specifically designated by the ordering doctor. 

3. Please be aware that all patients need a ride home following the procedure. No driving or important decisions 
should be made the rest of the day. 

4. If you plan to cancel your procedure, we ask that you please notify us 7 days in advance and require at least 3 days 
notice to avoid no-show/cancellation fees. 

Before your procedure adjust your medication as follows: 

STOP: STOP: Ok/Approved to Take 

o Rivaroxaban (Xarelto®), 
Apixaban (Eliquis®), Dabigatran 
(Pradaxa®), Enoxaparin 
(Lovenox®) – 2 Days Before 

o Canagliflozin (Invokana®, 
Invokamet®, Invokamet XR®), 
Dapagliflozin (Farxiga®) and 
Empagliflozin  (Jardiance®), 
Bexagliflozan (Brenzavvy®) – 3 
Days Before 

o Warfarin (Coumadin®), 
Ertugliflozin (Steglatro®), 
Ertuglifozan & Sitagliptin 
(Stegujan®), Ertuglifozin & 
Metformin (Segluromet®) – 4 
Days Before 

o Iron containing tablets – 5 Days 
Before  

o Ibuprofen, Naproxen (Anaprox, 
Naprelan, Naprosyn, Aleve) – 5 
Days Before 

o Prasugrel (Effient®) – 7 Days 
Before 

o Tirzepatide (Mounjaro®, 
Zepbound®), Semaglutide 
(Wegovy ®, Ozempic®), 
Dulaglutide (Trulicity®), 
Exenatide (Bydureon®) – 7 Days 
Before 

o Blood pressure and heart 
medication  

o Inhalers 

o Diabetes medication  

o Aspirin 

 

 

This is not a comprehensive list and is meant serve as a guideline, make sure to contact 
your Prescribing Provider about any changes to your medications and receive their 

guidance before stopping any medications.  
 
 
 

mailto:contactus@gacsonline.com
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Diabetic Prep Considerations: 
 

Please monitor blood sugar levels closely*** 
 

 

 

***Unsafe blood sugar levels may result in rescheduled appointments. 

Your health and safety are our number 1 priority. 
 
 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



5 | P a g e  

  
 

ONE (1) day before:  

Morning: Start a CLEAR LIQUID DIET. NO SOLID 
FOOD until after the exam. Do NOT drink 
anything RED or BLUE. For protein, you may 
drink up to 1 Boost/Ensure before 4 PM. If you 
are constipated, start prep at noon instead of 
2 PM. 

2:00 PM: Take 4 Dulcolax (bisacodyl) tablets. 

4:00 PM: Mix half (1/2) of the bottle of MiraLAX 
with 64 oz of sports drink. 

Drink a glass of the prep solution every 15-20 
minutes until it is gone. Finish no later than 6 
PM. Keep drinking clear liquids to stay 
hydrated. 

IMPORTANT: This prep causes a lot of bowel 
movements. Stay near a toilet! 

 
Responses to laxatives vary. Expect bowel movement in 30 minutes, but it may take up to 7 hours. If you are 

not having frequent bowel movements, call our office at (719) 387-2116. 

The Day of Your Procedure:  
NO SMOKING OR CHEWING TOBACCO 

Wake up and keep drinking Clear Liquids (no red or blue). Take your daily meds with water no later than three 
(3) hours before the procedure. 

Five (5) HOURS before: Mix the other half (1/2) of the 
MiraLAX with 64 oz of sports drink. Drink as before. 
FINISH NO LATER THAN 3 HOURS BEFORE EXAM! 

(Your stool should be clear yellow and look like urine) 

  

NOTHING BY MOUTH 3 HOURS BEFORE YOUR EXAM! 
Do NOT put anything in your mouth. Your exam could be delayed or canceled. 

• NO ice, gum, hard candy, cough drops, chewing tobacco (6 hours) 

• NO smoking pipes, vapes, cigarettes, e-cigarettes, joints, blunts 

You Made It! 
Our café baristas are happy to serve you free coffee/tea and snacks after your exam. Bottoms UP! 

 

Approved 
 • Black Coffee, Tea, Soda 

• Fitness Water 

• Broth 

• Gelatin (No red or blue) 

• Popsicles (No fruit pieces) 

• Fruit Juice (No pulp) 

• All Items in Prep Kit 

Avoid 
 

 
 

 

• RED and BLUE items 

• Milk & Dairy 

• Popsicles (With fruit 

pieces) 

• Fruit Juice (With pulp) 

• Alcohol 
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Colonoscopy Consent 
1. PROCEDURE AND ALTERNATIVES: 

I, (Example) ,(patient or guardian) authorize Dr. (Example)  to perform the procedure: Colonoscopy -Examination of 
the lining of the colon using a flexible video scope and if necessary, remove polyps and/or small pieces of tissue (biopsies) for 
diagnosis. I understand the reason for the procedure is:  (Example)    
Alternatives include: Barium enema, Surgery, CT Colonography   (Examples)  

2. RISKS: This authorization is given with the understanding that any procedure involves some risks and hazards. The more common 
risks include but are not limited to: infection, bleeding, abdominal pain, perforation of the intestines, nerve injury, blood clots, 
heart attack, allergic reactions and pneumonia. These risks can be serious and may require surgery or possibly be fatal. Estimated 
perforation rate is 1:2,000-5,000 that usually requires surgery. 

3. ADDITIONAL PROCEDURES: If my physician discovers a different, unsuspected condition at the time of the procedure, I authorize 
him/her to perform such treatment, as he/she deems necessary. 

 
4. ANESTHESIA: I understand that, subject to medical criteria and availability, the type of anesthesia I will receive will be determined by 

my anesthesia provider per anesthesia guidelines. I understand that my anesthesia will be administered intravenously. My 
physician has discussed anesthesia with me and I understand that General Anesthesia/propofol or IV Conscious 
Sedation/midazolam/Fentanyl may carry risks, including but not limited to, dental injuries, pneumonia, heart attack, or other 
adverse reactions including death. 

 
5. LIMITATIONS OF COLONOSCOPY: Colonoscopy is currently the best test available to detect and treat colon polyps, as well as diagnose 

colon cancer. However, no medical test will detect 100% of polyps and cancer. This is due to technical factors, such as the inability 
to see areas of the colon because of retained stool or sharp turns in the colon. Frequency of colonoscopy to screen colon polyps 
and cancer is based on national expert panels recommendations. However, a very small number of colon cancers (less than 1% 
of cases) can occur at earlier intervals despite optimal medical care. Because of this, the person undergoing colonoscopy should 
be aware of the limitations of colonoscopy and should maintain a heightened alertness of any continuing or ongoing symptoms 
and report them to their physician promptly. 

 
6. I understand that no guarantee or assurance has been made as to the results for the procedure and that it may not cure the 

condition. 
 

7. PATIENT’S CONSENT: I have read and fully understand this consent form and understand I should not sign this form if all items, 
including my questions, have not been explained or answered to my satisfaction or if I do not understand any of the terms or 
words in this consent form. 

 
I consent to any endoscopic photographing, as determined by my attending physician, for medical purposes. 

 
IF YOU HAVE ANY QUESTIONS AS TO THE RISKS OR HAZARDS OF THE PROPOSED PROCEDURE OR TREATMENT, OR ANY QUESTIONS 
CONCERNING THE PROPOSED PROCEDURE OR TREATMENT, ASK YOUR PHYSCIAN BEFORE SIGNING THIS CONSENT FORM. 

This is an example of our consent for procedure for informational purposes. You 
will sign this sheet in the presence of your physician after your questions and 

concerns have been answered. 
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Statement of Patient Bill of Rights 
BELIEVING IT IS ESSENTIAL THAT PATIENTS ARE RESPECTED AND SUPPORTED 

In recognition of the responsibility of this facility in the rendering of patient care, these rights are affirmed in the policies and procedures of 
Pikes Peak Endoscopy Center. 

Patients have the Right: 

To receive services without regard to race, color, age, sex, sexual orientation, religion, marital status, handicap, national origin or sponsor. 
 

To be provided reasonable physical access. 

To be provided a secure environment for self and property. 
 

To be provided with appropriate privacy. 

To be treated with respect, consideration and dignity. 
 

To expect that all disclosures and records are treated confidentially, except when required by law, and to be given the opportunity to approve or refuse 
their release. 

To be provided, to the degree known, complete information concerning their diagnosis, treatment and prognosis. When it is medically inadvisable to give 
such information to a patient, the information is provided to a person designated by the patient to be a legally authorized person. 

To be given opportunity to participate in decisions involving their health care, except when participation is contraindicated for medical reasons. 

To receive from his/her physician information necessary to give informed consent prior to the start of any procedure and/or treatment, except in 
emergencies. Such information for informed consent should include the specific procedure and/or treatment, significant medical risks involved , and the 
probable duration of incapacitation. Where significant alternatives for medical care or treatment exist, or when the patient requests information 
concerning medical alternatives, the patient has the right to such information and the consequences of not complying with therapy. The patient has the 
right to know the name of the person responsible for the procedures and/or treatment. 

 
To be informed, when appropriate, of treatment policy for an emancipated minor not accompanied by an adult. 

To refuse treatment and be informed of consequences of refusing treatment or not complying with therapy. 
 

To be informed as to: 
Expected conduct and responsibilities as a patient 
Services available from the facility 
Provisions for after-hours and emergency care’ 

Fees for services 

Payment policies 
Right to refuse participation in investigational studies or clinical trials 

Methods for expressing grievance and suggestions to the facility 

Disclosure of ownership 

Procedure for reporting public health concerns to the appropriate authorities 

To be informed of their rights to change primary or specialty physicians if other qualified physicians are available. 
 

To be free from all forms of abuse or harassment. 

To file a grievance against the center by contacting the administrator by mail or phone. If the outcome is not satisfactory a patient can contact the state 
licensing board through their website http://www.dora.state.co.us/medical or file a complaint by emailing hfintake@cdphe.state.co.us. You may also call 
1-800-886-7689 ext 2904. If you have Medicare you may visit the Medicare website at http://www.medicare.gov/ombudsman/resources.asp. 

 
To exercise his or her rights without being subjected to discrimination or reprisal 

 

Pikes Peak Endoscopy Center 1699 Medical Center Point; Colorado Springs, CO 80907 

Phone: (719) 632-7101 www.GACSonline.com 

http://www.dora.state.co.us/medical
mailto:hfintake@cdphe.state.co.us
http://www.medicare.gov/ombudsman/resources.asp
http://www.gacsonline.com/


7 | P a g e  

  
 

Financial Policy 
IMPORTANT – PLEASE READ 

Patients are responsible for payment of all services provided by Gastroenterology Associated of Colorado Springs, LLP (GACS), Pikes Peak Endoscopy and Surgery 

Center, LLC, and Anesthesia of the Rocky Mountains, LLC. 

Fees and Cancelation: Please cancel/reschedule before the times listed below or fees may apply. 

Office Visit: 24 Hours $75.00 

Procedure (EGD/Colonoscopy): 72 Hours $200.00 

Returned Check Fee: $50.00 

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

APPOINTMENTS: 

• Please arrive at least 30 minutes prior to your appointment, allow time to complete paperwork, update records and prepare you for 
procedures (if applicable) 

SELF-PAY 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. 
❖ Acceptable methods of payment: VISA, MasterCard, cash, checks and money orders. 

INSURED PATIENTS: 

• Please check with your coverage provider regarding coverage. 

• We will file your primary and supplemental insurance for you as a courtesy to you under surgical provisions. However, you need to provide us 
with complete and accurate insurance information as well as a copy of your insurance card(s). 

• Although we participate with most insurance companies, it is your responsibility to make sure we are a participating provider with your plan. 

• Payment is due at the time of service. Deductible and co-insurance amounts applied to the claim will be your responsibility and a deposit 
for these amounts will be due at the time of service. 

• 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. 

REFERRALS: 

• Please check with your insurance provider to see if a referral is required 

• If referral is required: It is your responsibility to request and obtain a referral from your primary care provider. 

• 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 

• Procedure prior authorization (if applicable) will be obtained prior to procedure on your behalf. You will be notified of your financial 
responsibility prior to the procedure if prior authorization is not approved. Please be aware that pre-authorization by your insurance company 
does not guarantee insurance payment for services. 

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. 
ADDITIONAL FEES: The procedure for which you are scheduled generates the following fees that will be billed separately: (1) a professional fee for 
the physician’s services. (2) a facility fee for use of the surgery facility. (3) Pathology services (if applicable) and, (4) a professional fee for anesthesia 
services. 
OVERPAYMENTS: We will not typically refund credit balances less than $10.00 due to the cost of processing these low amounts. These credits are 
applied to future due amounts or can be refunded at the request of the patient and picked up at one of our local offices. Refunds that are not 
claimed or returned to us are reported to the state of Colorado annually. 
ADDITIONAL INFORMATION: By supplying my home phone number, mobile phone number, email address, and any other personal contact 
information, I authorize my health care provider to employ a third-party automated outreach and messaging system to use my personal 
information, the name of my care provider, and other limited information, for the purpose of notifying me of an unpaid balance. I also authorize 
my healthcare provider to disclose to third parties, who may intercept these messages, limited protected health information regarding healthcare 
events, unpaid balances and to leave a reminder message on my mobile phone, email and voice mail or answering system. 

 

 

The Financial Policy and Disclosure is to help us provide the most efficient and reasonable health care services. Therefore, it is necessary for us 
to have a Financial Policy and Disclosure stating our requirements for payment for services provided to patients. The center is fully certified 
Medicare approved and licensed by the state of Colorado. Anesthesia services are provided by Anesthesia of the Rocky Mountains which is 

owned by the physicians of GACS. 
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PATIENT INFORMATION SHEET 
Please complete and return 

Patient Name: SSN#  
 

Address:  
STREET CITY STATE ZIPCODE 

Date of Birth:  Gender(please circle): M F Status: Married Single Divorced Widowed Please 

check the box if you would prefer us NOT to contact you at the below numbers/address 

Home Phone # :   
Work Phone # :   
Cell Phone # :    Email Address:   

Emergency Contact (Name/Telephone #):    
Primary Care Physician (First/Last Name):    
Referring Physician (First/Last Name):    

I authorize the physician or anyone acting on his/her behalf to leave pertinent messages for me regarding my medical 
condition on my answering machine and/or voice mail. 

(Please circle one) Yes No 
Financially Responsible Party (If Different From Patient) 

Last Name: First Name: _ MI:  

Street Address: City:  State:  

Home Phone: Work Phone: SS#  

Date of Birth:  Relationship to Patient Gender: M F 

Insurance Information (Must be completely filled out) 
 

 

Primary Insurance Co Name: 

 

Secondary Insurance Co Name: 

Insurance Co Address: Insurance Co Address: 

Patient’s Insurance Policy #: Patient’s Insurance Policy #: 

Patient’s Group #: Patient’s Group #: 

Insured’s Name: Insured’s Name: 

Insured’s SS#: Insured’s SS#: 

Insured’s Date of Birth: Insured’s Date of Birth: 

Insured’s Employer Name: Insured’s Employer Name: 

Insured’s Employer Phone #: Insured’s Employer Phone #: 

Patient’s Relationship to Insured: Patient’s Relationship to Insured: 

The signature below is my authorization for the release of information necessary to my primary care, referring physician’s office, and/or consultants if needed, and as necessary to process 
insurance claims, obtain pre-authorizations or pre-certifications for treatment, process insurance applications, and obtain prescriptions. I hereby authorize payment directly to the 
physician/facility for all insurance benefits otherwise payable to me. 

 

Signature:  Today’s Date:  
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Today’s Date: 

Patient Health Questionnaire 
Please Print and Return 

Patient Name:  Date of Birth:  

Referring Physician:    

Physicians who will need report:    

Reason for today’s visit: Date of Last Colonoscopy: 
Please check any of the following symptoms that you are experiencing: 

☐ Change in Bowel Habits ☐ Weight Loss ☐ Blood in Stool/Rectal Bleeding 

☐ Diarrhea ☐ Difficulty Swallowing ☐ Anemia 

☐ Abdominal Pain ☐ Heartburn ☐ Nausea/Vomiting 

☐ Abnormal X-ray/CT Scan When?  

☐ ER Visit When? Diagnosis: 
 

Personal History-: Have you had the Following? 
Colon Polyps ☐ Yes ☐ No 

Cancer ☐ Yes ☐ No Type:  

Family History: Age at Diagnosis? 
☐ Colon Polyps Relationship:  

☐ Colon Cancer Relationship  

☐ Rectal Cancer Relationship:  

☐ Esophageal Cancer Relationship:  

☐ Barrett’s Esophagus Relationship:  

 

Medical Conditions: 

☐ Asthma ☐ Irregular Heartbeat ☐ HIV ☐ Kidney Disease 

☐ COPD (Emphysema) ☐ Pacemaker/Defib ☐ Hepatitis B/C ☐ Diabetes Type 2 

☐ Sleep Apnea ☐ Heart Failure ☐ Clostridium Difficile ☐ Diabetes Type 1 

☐ Recent Infection ☐ Heart Attack ☐ Cirrhosis ☐ Anxiety/PTSD 

Other:  

 

 

 

 
 

Social History What? How Often: Quit? List Date: 
☐ Tobacco:    

☐ Marijuana:    

☐ Alcohol:    

Health History Reviewed by: 

Physician:  Nurse:  Date:  
 

Surgical History- Please List Surgical History with Approximate Dates: 
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Patient Health Questionnaire Cont. 

 
Preferred Pharmacy:  

Location of Pharmacy:  
 

☐ No Known allergies 

1.  Reaction:  

2.  Reaction:  

3.  Reaction:  

4.  Reaction:  

5.  Reaction:  

6.  Reaction:  

Please list additional allergies at the bottom of this page. 

Call the prescribing physician about blood thinners AT LEAST 1 week before procedure. 

STOP GLP-1 Medication and weight loss medications AT LEAST 1 week before procedure. 

Medication/Supplement Name: Reason: Dose: Last Taken: 
    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

 

Allergies: 
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 Consent to Treat  

You have the right, as a patient, to be informed about your condition and the recommended surgical, medical or diagnostic 

procedure to be used so that you may make the decision whether or not to undergo any suggested treatment or procedure after 

knowing the risks and hazards involved. At this point in your care, no specific treatment plan has been recommended. This consent is 

simply an effort to obtain permission to perform the evaluation necessary to identify the appropriate treatment and/or procedure (if 

any) for any identified condition(s). 

This consent provides us with your permission to perform reasonable and necessary medical examinations, testing, and 

treatment. By signing below you are indicating that you understand (1) the intent of this consent is continuing in nature 

even after a specific diagnosis has been made and treatment has been recommended; and (2) you consent to treatment 

at this office or any other satellite office under the common ownership. The consent will remain fully effective until it is 

revoked in writing. You have the right at any time to discontinue services. 

You have the right to discuss the treatment plan, the purpose, and the potential risk and benefits of any test(s) or 

procedure(s) ordered for you with your physician or healthcare provider. If you have any concerns regarding any test(s) 

or treatment(s) recommended for you by your health care provider, we encourage you to ask questions. 

I voluntarily request that a physician, and/or mid-level provider (Nurse Practitioner, Physician Assistant, or Clinical Nurse 

Specialist), and other health care providers or the designees as deemed necessary, perform reasonable and necessary 

medical examinations, testing, and treatment for the condition which has brought me to seek care at this practice. I 

understand that if additional testing, invasive or interventional procedures are recommended, I may be asked to read and 

sign additional consent forms prior to the test(s) or procedure(s). 

I certify that I have read and fully understand the above statement and consent fully and voluntarily to its contents. 

 

 
 

 

Signature of Patient or Patient Representative Date: 
 
 

 

Printed Name of Patient or Patient Representative Relationship to Patient 
 
 

 

Signature of Witness Witness Title 
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Please Print and Return 

 

Pikes Peak Endoscopy and Surgery Center, LLC requires the following notice be signed by each patient prior to 
the scheduled procedure in order to be in compliance with the Self-Determination Act (PSDA) and State laws 
and rules regarding advance directives. Advance directives are statements that indicate the type of medical 
treatment wanted or not wanted in the event an individual is unable to make those determinations and who is 
authorized to make those decisions. The advance directives are witnessed prior to serious illness or injury. 

In the ambulatory care setting, if a patient should suffer a cardiac or respiratory arrest or other life- 
threatening situations, the signed consent implies consent for resuscitation and transfer to a higher level of 
care. Therefore, in accordance with federal and state law, this facility (PPESC) is notifying you it will NOT honor 
previously signed advanced directives (aka: DNR or Do Not Resuscitate Order) for any patient, however, if you 
have executed an advance directive in the past you may bring it with you and we will scan it into our system. 

If you have questions, please call (719) 632-7101 and follow the appropriate prompts to speak to a scheduler. 

I have read and fully understand the information presented in this release form. 

 
 
 

Signature Date 
 

 

Printed Name 

 

Signature of Patient Representative Date 

 

Printed Name of Patient Representative Relationship 

 

Witness Signature Date 
 
 
 
 
 
 
 
 

 

DO NOT SIGN UNLESS YOU HAVE READ AND THOROUGHLY UNDERSTAND THIS FORM 

Advanced Directives 
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Please Print and Return 
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 Anesthesia of the Rocky Mountains.  

 
This facility and affiliated services are owned in full by providers providing services at this facility. We are required by Federal law 42 

C.F.R. § 416.50  to notify you that the physicians practicing at this facility hold financial interests or ownership in this facility. This 
notice is intended to disclose this financial interest or ownership in writing prior to the start of the procedure you are scheduled to 

receive at the facility. 

Facilities Include: 
ASC: Pikes Peak Endoscopy and Surgery Center (PPESC) 
Clinic: Gastroenterology Associates of Colorado Springs (GACS) 
Anesthesia Services: Anesthesia of the Rocky Mountains (ARM) 

A list of physicians who have a financial interest in one or all facilities: 
Dr. Kendell Mann, MD 

Dr. Thomas Meister, MD 
Dr. Elena Sidorenko, MD 

 
I acknowledge receipt and review of the Patient Bill of Rights and HIPPA disclosure. I understand the information that has 

been presented. 
 

By signing below, I acknowledge that I have received, read, understand, and agree to the terms of this Financial Policy and 
Patient Agreement, Patient Bill of Rights, and HIPPA disclosure. In addition, by signing below, I represent and warrant that I have authority 
to enter into this Agreement 

Please Sign Below 
 
 

Signature Date 
 
 

Printed Name 
 
 

Signature of Patient Representative                                                                 Date 

 

 

Printed Name of Patient Representative Relationship 

Acknowledgement Form 


