
 

 

​               DIRECT ACCESS COLONSCOPY REFERRAL FORM 
 

Referring Doctor: ______________________________________________ Date of Referral: _______________________ 

Contact Name: ___________________________________ Phone: _____________________ Fax: ___________________ 

Primary Care Doctor: ______________________________Phone: _____________________ Fax: ___________________ 

 

Patient Name: _________________________________________________________ DOB: ________________________ 

Phone: ___________________________ Alt: ___________________________Cell: _______________________________ 

Patient Email Address: 

_________________________________________________________________________________ 

Primary Insurance: 

____________________________________________________________________________________ 

Policy #: ____________________________ Group #: __________________________ Phone: ______________________ 

Secondary: _____________________________________________Policy #: _____________________________________ 

Please make sure to fax the required records by checking each appropriate box: 
□ Patient Demographics​ □ H&P/last office visit note​ ​ □ Medication List 
Diagnosis/Indication for Procedure: 
□ Screening for Colon Cancer     □ Personal History of Colon Polyps     □ Family History of Colon Cancer 

Appropriateness for direct access screening colonoscopy: 

Patients should not be having any symptoms such as rectal bleeding, diarrhea, weight loss and should not have 

been diagnosed with Inflammatory Bowel Disease               

Medical History (please mark the appropriate boxes): 

□ COPD/Emphysema​ ​ □ Home Oxygen​ ​ □ Obstructive Sleep Apnea 
□ Prior Anesthesia Challenges, please specify challenge: ___________________________________________________ 

Medication Allergies: ________________________________________________________________________________ 

Blood Thinners: □ Yes  □ No  If yes, circle or specify:  Coumadin    Eliquis    Plavix    Aspirin    Xarelto 

Other: ______________________ 

Patient’s Cardiologist: ____________________________________________ Phone: _____________________________ 

The patient will be seen by the first available provider. If you have a preferred provider, please identify here: 
_______________________________ 
​  

Please fax this form and other relevant records to 407-445-6236 
If you have any questions, please contact our office at 407-445-9224 
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