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Description automatically generated with medium confidence]2332 Lake Park Drive

Albany, GA  31701
Office -(229) 352-9100
Fax - (229) 349-6945
Colonoscopy Referral Form -Sample


Patient’s Name	Date of Birth		
Patient’s Phone #   (           )	Address 

Referring Provider	Office Name
Office Phone #	Office Address
Office Fax #

         

Indication for Colonoscopy
 (check all that apply)

___  Positive FOBT or FIT
___  Screening:  45 yrs or older – at average risk
___  Personal hx of polyps:
	__ Hyperplastic 	__ Adenomatous
	Last colonoscopy date: 
___  Personal hx of colorectal cancer 
	Last colonoscopy date: 
___  Family history of colorectal cancer
  	 Relationship __________   Age at dx _____
	 Relationship __________   Age at dx_____

Other Indications 
(May not be covered by Cancer Coalition)
___ Personal hx of inflammatory bowel disease
___ Personal history of anemia
___ Rectal bleeding
___ Other GI symptoms.  Describe:  

	

 ** Prescribing physician must determine if patient is to hold anticoagulants and anti-platelets before the colonoscopy and must document patient instructions in space provided.
Other Relevant Medical History* 
(Patients with the following conditions may be ineligible for Outpatient Colonoscopy. Referring physician should consult Gastroenterology)

___ Pacemaker/Defibrillator
___ MI within last 3 months or Unstable Angina
___ Heart surgery/Stent within last 12 months
___ Unstable/uncontrolled diabetes mellitus
___ Unstable/uncontrolled hypertension
___ History of abdominal aortic aneurysm
___ Renal impairment
___ History of problems with conscious                sedation/anesthesia
___ Chemotherapy within last 3 months
___ Requires continuous home oxygen/CPAP
___ BMI >35
___ Other 
 
Medications** (see note below)
___ Anticoagulants or Anti-platelet drugs
___ Insulin
___ Chronic Narcotics/Pain Medication
___ Other 

Special medication instructions:  




      
The above patient is clinically appropriate for (please check one):  
___ Outpatient colonoscopy           ___ *Hospital-based colonoscopy

Provider Signature					DatePrimary Insurance: _____________________________		Colonoscopy Appt: ____________________
Secondary Insurance: ___________________________		GI Provider: __________________________		

						

Patient Name:__________________________
DOB: _________________________________
CRCS Date: ____________________________
PCP: __________________________________

SAMPLE
 Medication Protocol

*PCP – Primary Care Provider
*PT/PTT/INR – these labs are done at patient’s PCP office
	


Diabetic Medication
(PCP signature required)
	Oral Hypoglycemic 
(sugar pill)

*Pill only patients should hold diabetic medication the morning of colonoscopy
*Take medication with you to appointment.
	Insulin Only

*Take ½ units of insulin the night before colonoscopy
*Take ½ units of insulin the morning before colonoscopy
*Take remaining half with you to appointment
	Pill and Insulin

*Take pill as prescribed the day/night before colonoscopy.  Hold the morning of colonoscopy
*Take ½ dosage of insulin the night before and morning of colonoscopy
*Carry pill and remaining insulin to appointment

	



Anticoagulants
(PCP signature required)
	Coumadin/Warfarin, Aggrenox

*Hold for 4 days prior to colonoscopy
*Check PT/PTT to be done morning of prep day, first thing.  PT/PTT to be done at Primary Care Provider’s office.

	Plavix Only
Aspirin Only

*Do not hold if only taking one EXCEPT FOR THE DAY OF COLONOSCOPY.
	Plavix with ASA

*Hold one for 4 days prior to colonoscopy.  Primary Care Provider to decide which to hold.

*Start back time is determined by Gastro at discharge

	

Non-Steroidal 
Anti-inflammatory Drugs

	Advil, Ibuprofen, Motrin, Aleve
*Unless prescribed by physician, do not take these medications for 5 days prior to colonoscopy.

	Prescription Pain Medication
*Do not take any pain medication the morning of colonoscopy
	

	

Prescribed Medications
	Blood Pressure Medication
*Take all blood pressure medication at least one (1) hour prior to colonoscopy
	All other prescription medication
*Take all prescribed medication the morning of colonoscopy with a little water
	

	
Iron Pills
	Do not take iron supplements for seven (7) days prior to colonoscopy
	
	



Comments/Special Instructions: 
*NO ASPIRIN DAY OF COLONOSCOPY!
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PCP Signature:___________________________________	Date:________________
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