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Hello!

Thank you for scheduling your upcoming procedure at Anchorage Endoscopy Center. As an ambulatory out-patient facility, we are required to provide you with certain information prior to your procedure. The attached form reviews your rights and responsibilities as a patient, our policies regarding advance directives and your physician’s financial interest in our facility. Our patient financial policy and billing acknowledgement are also included for your viewing. If you have an advanced directive, please bring it with you so we can place it in your file.

Please be advised that Anchorage Endoscopy Center and Internal Medicine Associates share a building and floor, but we are separate businesses. 

Please be aware that a driver (18 years or older) must remain on campus in the parking lot until called. Drivers will be notified within 10-15 minutes before the patient will be allowed to leave.  Drivers will need to come up to our center and escort the patient to the car.

We know that you, as a patient, have a choice in where you receive your medical care, and we thank you for choosing Anchorage Endoscopy Center. Please do not hesitate to contact any of our professional staff members if we can assist you in any way.

Sincerely,
Anchorage Endoscopy Center


PLEASE COMPLETE THE DEMOGRAPHIC SHEET AND HEALTH HISTORY FORMS & BRING THEM TO YOUR PROCEDURE.

FOR OFFICE USE ONLY:
This information was mailed to 

· Ownership disclosure sent _____________________________________________
· Advance Directives sent ________________________________________________
· Patient Rights sent ____________________________________________________
· Financial Policy & Billing Acknowledgement sent _____________________________ 
· Health and History Questionnaire sent _____________________________________





Anchorage Endoscopy Center, LLC

Health History Questionnaire
(Available On-line as well)

Today’s Date ___/___/___			Name: ___________________________________
Date of Birth ___/___/___		              Weight_________	Height__________
Do you have a living will or advanced directive?   Yes   No    If yes, did you bring it with you?    Yes   No  
Name & cell # of person transporting you home:  ___________________________________________
Do you consent to have the person transporting you home to hear the discharge instructions?    Yes    No     Doctor(s) who needs procedure report sent to them: _________________________________________
What procedure are you having done today?      Upper Endoscopy (EGD)     Colonoscopy         Flex Sig
Have you had the procedure(s) done before?  Yes     No
What is the reason for your procedure?  ___________________________________________________
Do you have any questions about your procedure?  ___________________________________________
_____________________________________________________________________________________
Please list any allergies: _________________________________________________________________
Current medications: ___________________________________________________________________
____________________________________________________________________________________
_____________________________________________________________________________________
Do you take Aspirin? Yes    No        Advil, Ibuprofen, Aleve?   Yes     No   Blood thinners?  Yes    No
Do you use tobacco products?   Yes    No 	Do you drink alcohol?      Yes     No
Do you use recreational drugs?   Yes   No    Type_________________
Please Circle any of the following conditions that you currently have or have been treated for:
High blood pressure     Chest pain              Heart attack       Coronary artery disease     Heart failure            Heart surgery 	     High cholesterol    Arrhythmia        Pacemaker                           Defibrillator                              Heart valve problems    Asthma                   Emphysema      Bronchitis	                            Cough             Sleep apnea                   Wheezing                COPD	      Home oxygen                      Migraines    Seizures	                Stroke	              Head injury	      Colitis	                            Crohn’s      Hepatitis                         Hiatal hernia	  GERD	      Colon polyps	                Diverticula Barrett’s Esophagus     HIV   
Do you have Diabetes?    Yes    No        
Do you have Glaucoma?     Yes   No       Glasses   or   Contact lenses   (please circle) 
Hearing impairment?     Yes   No    Hearing aid?   Yes   No  
Do you have removable dental work?   Yes   No
Have you ever been told to take antibiotics prior to having dental work?  Yes   No    Why? ___________
Please list any surgeries you have had: _____________________________________________________   __________________________________________________________________________________________________________________________________________________________________________
Have you ever had a problem with anesthesia    Yes     No     Please state problem: __________________
Please list any health conditions not previously covered:_______________________________________
_____________________________________________________________________________________
Females:    Date of last period ___/___/___    Are you pregnant?           Breast feeding? 
Post-Menopausal?  		Hysterectomy?

Patient or Guardian Signature   ________________________
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DEMOGRAPHIC SHEET

	Date:  

	Patient’s Email Address:

	Patient’s Full Legal Name:
	Patient’s DOB:


	Full Mailing Address:



	Patient’s phone number (including area code):




	Patient’s SS #:
	Patient’s Sex: Male or Female (please circle)


	Referring Provider(s): (Where to send your procedure report?)

	PLEASE CIRCLE:
· American Indian or Alaska Native
· Asian
· Black or African American
· Hispanic or Latino
· Native Hawaiian or Pacific Islander
· White or Caucasian
· Patient Declined
· Unknown
· Other

	Emergency contact name:

Phone number:  

Are we allowed to discuss medical information with them? Y/N
  ______________________________________________________
Person who will be driving you home:

Phone number:  

Are we allowed to discuss medical information with them? Y/N

	Insurance Information:

Insurance #1:				
Insurance #1 ID number:

Insurance #2:				
Insurance #2 ID number:

Insurance #3:				
Insurance #3 ID number:



Medical Authorizations and Release Information: I hereby authorize Anchorage Endoscopy Center to furnish the insured’s insurance company all information which said insurance company may request concerning my present illness or injury. I hereby assign to the facility all money to which I am entitled for medical and/or surgical expenses relative to the services performed. It is understood that any money received from the above-named insurance company over and above my indebtedness will be refunded to me when my bill is paid in full. I understand that I am financially responsible to said facility for all charges. I hereby authorized Anchorage Endoscopy Center to provide such medical services either regular or emergency, as may be determined to be in the best interest of the patient listed above. This authorization shall continue and be in full force and effect until revoked in writing by me.
Signature of Patient __________________________________	

Date: _________________________
ANCHORAGE ENDOSCOPY CENTER
PATIENT RIGHTS & RESPONSIBILITIES
Patient Rights
Confidentiality and Privacy
You have the right to:
· Personal privacy.
· Personal information is being shared only with those who are involved in your care.  Per Federal regulation, outpatient surgical centers must submit patient information to an outside survey company.  Anchorage Endoscopy Center has hired Press Ganey as our survey company.  You are not obligated to complete the survey; however, you will be contacted, according to Federal regulation.
· Confidentiality of your medical and billing records.
Access to Medical Records
You have the right to:
· Review and get a copy of your Medical Records at any time upon written request.
Decision Making
You or your representative has the right to:
· Be informed of your rights before patient care is given or discontinued whenever possible.
· Receive complete and current information regarding your health status in terms you can understand.
· Participate in care planning treatment and discharge recommendations.
· Receive an explanation of any proposed procedure or treatment, including risks, serious side effects and treatment alternatives.
· Make informed decisions regarding care and treatment.
· Participate in managing your pain effectively.
· Request a specific treatment.
· Refuse or discontinue treatment to the extent permitted by law and to be informed of the consequences of such refusal.
· Request a second opinion.
· Have people of your choice and your physicians promptly notified of hospital admission.
· Accept, refuse, or withdraw from clinical research.
· Choose or change your healthcare provider.
· Receive care and/or a referral according to the urgency of your situation.
· When medically stable, you may be transferred to another facility (hospital) after the need has been fully explained.
· Write a Living Will, Medical Power of Attorney, and/or a CPR Directive.
· This facility does not honor Advanced Directives while under the effects of anesthesia at Anchorage Endoscopy Center.  You may present your Advanced Directive to the facility.  In the event your condition requires transfer to a hospital, a copy of your Advanced Directive will be sent with you.  You may request information regarding Advanced Directives.
Quality of Care
You have the right to:
· Respectful treatment, which recognizes and maintains your dignity and values.
· Care in a safe setting.
· Identification of all healthcare providers.
· Know who is primarily responsible for your care.
· Pastoral and/or spiritual support.
· Interpreters and/or special equipment to assist language needs.
· Information about continuing healthcare requirements following discharge.
· Patients will be free from all forms of abuse and harassment.
Grievance Process
You and your representative have the right to:
· Report a complaint verbally or in writing to your healthcare providers and administrators without fear of reprisal.
· Contact Dorene Mulcahy, Administrator at 907-222-9194 or dmulcahy@aecak.com to file a formal grievance.
· Receive a timely response with the results of your complaint (when issued to the Endoscopy Center directly); unresolved complaints are directed to the Center Director within 3 days and are responded to within 7 days.
· If a grievance or complaint is not solved to the patient’s or family’s satisfaction, the grievance may be filed in writing with: 
Department of Health:
Health Facilities Licensing and Certification, 4601 Business Park Blvd, Bldg K, Anchorage, Alaska 99503-7167  Phone: 907-538-6195, Fax: 907-334-2682
CMS Ombudsman Webpage:
https://www.cms.gov/center/special-topic/ombudsman/medicare-beneficiary-ombudsman-home (Medicare recipients)
CMS 1-800-MEDICARE (1-800-633-4227)
Elder Abuse Hotline:
1-800-478-9996 (toll free in Alaska) or 907-269-3666

Seclusion and Restraints
You have the right to:
· To be free of any sort of restraint unless medically necessary.
· Be free from seclusion or restraint for behavioral management unless there is a need to protect your physical safety or the safety of others.
Billing
You have the right to:
· A complete explanation of your bill.
Patient Responsibilities
Please know that we will support you in meeting your responsibilities during your stay.
Providing Information
You have the responsibility to:
· Provide accurate and complete information about present complaints, past illnesses, hospitalizations, medications, and other health-related matters.
· Report perceived risks in your care and unexpected changes in your condition.
· Understand your treatment plan and ask questions when needed.
· Provide accurate and updated information for insurance and billing.
Involvement
You have the responsibility to:
· Actively participate in your treatment by following your recommended treatment plan.
Respect and Consideration
You have the responsibility to:
· Act in a respectful and considerate manner toward healthcare providers, other patients, and visitors; physical or verbal threats are not tolerated.
· Respect the property of others.
· Be mindful of noise levels.
Insurance Billing
You have the responsibility to:
· Know the extent of your insurance coverage.
· Know your insurance requirements such as pre-authorization, deductibles, and co-payments.
· Call the billing office with questions or concerns.
· Fulfill your financial obligations as promptly as possible.
· Contact our Billing Office at 907-677-2633 if you have any questions or concerns
The physician who refers you to our center may have an ownership interest in this facility.  You are free to choose another facility in which to receive services.
FINANCIAL & BILLING POLICY
To continue to provide the level of medical services which you, our patients, expect from Anchorage Endoscopy Center, we have adopted the following financial policy.  If you have any questions about the policy, please discuss them with the Nurse Administrator.  We provide the best possible care and services to you and regard your complete understanding of your financial responsibilities as an essential element of your care and treatment.

Please note:
· Depending upon your health insurance carrier, you may be required to provide us with a co-pay of up to 20% at the time of service.  For your convenience, we accept all credit cards and debit cards.  We will take a personal check with a valid Alaska driver’s license.  There will be a $25.00 charge for checks returned for insufficient funds.
· Your insurance policy is a contract between you and your insurance company.  Anchorage Endoscopy Center is not involved.  As a courtesy to you, we will file your insurance claim if you assign benefits to the center.  “Assigning Benefits” means you agree to have your insurance company pay Anchorage Endoscopy Center directly for our services.  Pre-authorization for a procedure by your insurance company does not guarantee payment.  If your insurance company does not pay our center within a reasonable length of time, we will look to you for payment.
· By law, Out-Patient Surgery Centers and Hospitals cannot accept “insurance only” payments.  If this discount has been offered or promised to you by your physician, we at Anchorage Endoscopy Center cannot honor this request.  If an arrangement has been made between you and your physician for their professional fee, this does not carry over to the facility fee from Anchorage Endoscopy Center.  You are responsible for all fees not covered by your insurance company.  This includes deductibles and co-pays.
· Please note that all health plans are not the same and do not cover the same services.  In the event your health plan determines a service to be “not covered”, you will be responsible for the complete charges.  If the service is a “covered” service, you will be required to pay any co-pay that is required by your insurance company at the time of service.  We will be happy to file your insurance claim for the balance if the benefits have been assigned.
· Any balance due is your responsibility and is due upon receipt of a statement from our office.  For all services rendered to minor patients, we look to the parent or guardian with custody for payment.

BILLING ACKNOWLEDGEMENT

I authorize Anchorage Endoscopy Center to bill my insurance and release medical or other information necessary to process my medical claims.  I request payment of government benefits either to myself or to the party that accepts the assignment.
1. I acknowledge and am aware that I may receive up to 4 different statements.  One statement from Anchorage Endoscopy Center for the procedure equipment and nursing time. The second from Internal Medicine Associate Associates for the physician’s care which includes his/her time performing the procedure and interpreting the results. The third bill will be from Anesthesia Care Associates for monitored anesthesia care (MAC).  If you and your doctor decide it is best for him/her to perform the procedure without anesthesia or to use conscious sedation (via an Anchorage Endoscopy Center RN) instead of anesthesia, then you will not receive a bill from Anesthesia Care Associates.
2. If a tissue specimen is taken, you may also receive a bill from PathNet Pathology Services for the technical preparation of your specimen and professional interpretation of your specimen.
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