
       

   

                                                                                             

Endoscopy Procedure Referral 
    Phone: 360-495-5780                                  Fax: 360-495-5781 

 
600 East Main Street, Elma, Washington 98541        360-346-2222       www.summitpacificmedicalcenter.org 
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     Height __________ Weight __________ BMI _________ 

Patient last name: _____________________ First: ______________ MI ___   DOB: ____________ Age: ____ Sex: ______ 

Patient Address: ________________________________ City/State: _____________________________ Zip: __________ 

Home #: ________________ Work #: ______________Cell#: ________________ Email: __________________________ 

 

Referring Provider: _________________________ Location: ____________________ Office Phone: ________________ 

Contact Name: _________________________________________________________ Office Fax: __________________ 

Diagnosis: ___________________________________________________ ICD 10: _______________________________ 

Primary Insurance: _____________________________________ Coverage eligibility phone: ______________________ 

Member ID #: _______________________   Group #: _______________________ Effective Date: ___________________ 

 

Colonoscopy 

 Screening: 45 years or older with average age risk 

Specific indications: 

 Personal hx of polyps. Type: ____________ 

o Colonoscopy date: ______________ 

 Personal hx of colorectal cancer 

o Last colonoscopy date: ___________ 

 Personal hx of inflammatory bowel disease 

 Family hx of colorectal cancer or polyps 

o Relation ___________ Age at dx___ 

o Relation ___________ Age at dx___ 

 Fecal occult blood positive, date ________ 

 Iron deficiency 

 Hematochezia (rectal bleeding) 

 Other, describe _______________________ 

Flexible Sigmoidoscopy 

 Screening 

 Suspected rectal disease when colonoscopy is not 

indicated 

 

 

 

EGD (Upper Endoscopy) 

 Upper abdominal distress/dyspepsia 

 Dysphagia/Odynophagia (circle one) 

 Nausea/vomiting 

 Gastric ulcer 

 Hiatal Hernia 

 Gastrointestinal bleed/iron deficiency with 

suspected upper GI source 

 Barrett’s esophagus surveillance 

o Date of last EGD _______________ 

 

**Submission must include the following information: 

 Patient face sheet 

 List of current medications 

 Surgical and medical history 

 Recent history and physical 

 Endoscopy Procedure reports if applicable 

 

Patient  Information 

Referral Information 


