COLON AND RECTAL ASSOCIATES, LTD.
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Steven A. Fassler, M.D.

Soo Y. Kim, M.D.

Colon and Rectal Associates has developed a program of streamlined access to having a colonoscopy
performed called OPEN ACCESS. OPEN ACCESS allows healthy patients, without exclusion criteria, to
receive their colonoscopy without an initial office consultation. Patients must be in stable and good
health, with no active gastrointestinal/medical conditions or complaints. The practice requires
completion of an initial questionnaire which will be reviewed by staff and if circumstances are deemed
appropriate, the procedure will be scheduled. If you are not considered appropriate for OPEN ACCESS,
then the staff will assist you in arranging for an office consultation. At any time during the process,
patients may feel free to arrange for an in- person consultation in the office with one of our physicians, as
the physician will not have the time during your Open Access procedure to discuss your medical history
and current issues as is customarily available in the office setting.

Enclosed you will find:

e Patient Health Inventory
e Open Access Colonoscopy Information Letter

Please complete the Health Inventory, SIGN the information letter and return them to our office. It may
take up to 2 weeks after receipt to have your information processed and reviewed. Thank you for
choosing Colon and Rectal Associates as we look forward to taking care of your colon and rectal health
needs.

The Physicians of Colon and Rectal Associates
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OPEN ACCESS COLONOSCOPY INFORMATION

Dear ,

Thank you for selecting Colon and Rectal Associates for your colonoscopy needs. This letter is
to inform you of the procedure and preparation details, some of which you will receive under a
separate enclosure.

Colonoscopy is a two day undertaking. The preparation instructions for the laxative program
are outlined in detail in a separate attachment.

With regards to any medications you are currently taking, we will review your list and discuss
with you which, if any, medications need to be discontinued ahead of time, and which, if any,
medications need to be taken on the morning of your colonoscopy before you leave the
house(with just enough water to get them down). You may brush your teeth, rinse and gargle,
but you are not permitted to drink any liquids, chew gum or consume breath mints.

Arrive at the facility the next morning about one hour prior to your appointment time. You'll be
checked into the Center. You have been sent a Procedure Consent Form with this packet. Itis
imperative that you sign this document and bring it with you to the Facility on the day of your
procedure.

The nursing staff will get you prepared for the procedure. You’ll change into a procedure gown
and have an IV placed for later administration of fluids and medications. You will have the
opportunity to meet the anesthesia team at that time and they will go over with you their
participation in the procedure.

The procedure is performed under a twilight anesthesia, and once you are well sedated, the
flexible tube (the colonoscope) will be passed around the entire colon. If any abnormalities are
encountered, they will be removed at that time, if technically possible, or biopsied to be
interpreted by the pathologist at a later time. You will spend a period of time in the recovery
area and then your driver will take you home where you should rest the remainder of the day.
Because you have received intravenous drugs, you are prohibited from driving a car that day.
We discourage you from making any important decisions and from drinking alcohol on that day,
as well.
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Every procedure in medicine carries potential risks. The major risks of colonoscopy include
bleeding (which is only an issue if a polyp is removed—incidence 1:500 polyp removals),
creation of a perforation, tear or hole in the bowel (1:2500-3000 procedures), and the
possibility of missing an abnormality in the colon because no test in medicine is 100% accurate.
If a perforation were to develop, it would require an urgent trip to the operating room for
surgical repair.

We ask that you sign the bottom of this form indicating that you have read this document and
understand its contents. You have been offered an office appointment to discuss the
procedure in detail, which you have declined.

We look forward to taking care of you.

Sincerely,
Colon and Rectal Associates

| have read the instructions above, and | understand its contents. | waive the option to meet
directly with the rendering physician.

Patient Signature Printed Name Date
By typing your name on the signature line, you agree with the terms and conditions of the document.
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PATIENT INFORMATION

* Please PRINT in BLACK INK when completing * Please use your name as it appears on your insurance card *
LAST NAME: FIRST NAME:
MIDDLE INITIAL: AGE: DATE OF BIRTH: SSN: - -
SEX: MALED FEMALEDGENDER: E-MAIL ADDRESS:
MAILING ADDRESS: APT/UNIT NO:

CITY: STATE: Z1P:
PREFERRED PHONE#: (HOME/CELL/WORK-PLEASE CIRCLE)
ALTERNATE PHONE#: (HOME/CELL/WORK-PLEASE CIRCLE)
MARITAL STATUS: SPOUSE’S NAME:
SPOUSE’S DATE OF BIRTH: SPOUSE’S SSN: - -
EMERGENCY CONTACT: RELATIONSHIP:
EMERGENCY CONTACT PHONE #:
RACE: NO ANSWERD] ETHINICITY: HISPANIC OR LATINO D
LANGUAGE: ENGLISH |:|] OTHER: NON-HISPANIC ﬂ:l NO ANSWER I:l
OCCUPATION: EMPLOYER:
REFERRING DOCTOR: PHONE #:
FAMILY DOCTOR: PHONE #:
CARDIOLOGIST: PHONE #:
PHARMACY NAME: PHARMACY PHONE #:
PHARMACY ADDRESS:
INSURANCE INFORMATION

PRIMARY INSURANCE CO. AND MEDICAL CLAIMS ADDRESS:

SUBSCRIBER’S NAME: SUBSCRIBER’S DATE OF BIRTH:
ID #: GROUP #:
SECONDARY INSURANCE CO. AND MEDICAL CLAIMS ADDRESS:

SUBSCRIBER’S NAME: SUBSCRIBER’S DATE OF BIRTH:
ID #: GROUP #:

ASSIGNMENT OF BENEFITS
I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am entitled, including
Medicare, and other private insurance, and any other health plan to COLON AND RECTAL ASSOCIATES, LTD. This
assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as
an original. I understand that I am financially responsible for all charges whether or not paid by said insurance. I hereby
authorize said assignee to release all information necessary to secure payment.

SIGNED: DATE:

By typing your name on the signature line, you agree with the terms and conditions of the document.
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Name: Family History
Date of Birth: Father:
Reason for Visit: ather:
Colon or Rectal Cancer? Yes O No O
2 .
Occupation: I(\IIolon or Rectal Polyps? 5228 Egg
Height: Weight: M zlne
other:
H had 1 before? Yes N
ave you ever had a colonoscopy before? vesQQ  No QO Colon of Rectal Cancer? YesO  NoO
If yes, when? ,
: Colon or Rectal Polyps? YeSO NOO
Have you ever had the following: YesQ NoQ
. None
Rectal Bleeding? YesQ NoQO Siblines:
Colon Polyps? YesOQ NoQ ! C 1;1gs. Rectal C 0 O 0O
Colon or Rectal Cancer? YesQ NoQ o on of Rectal Lancer: Yes No
If yes, where? Colon or Rectal Polyps? YesOQ NoQO
’ ) None YesQ NoQ

Any personal history of cancer? YesO NoO

If yes, what type and when? Please list all surgical procedures and dates:

Change in Bowel Habits? YesOQ NoQO
Heart attack? YesQ NoQO
When was a stent placed? Please list all medications and doses:

When was the surgery?
Do you have any of the following:

Ulcerative Colitis? Yes O NoO
Crohn’s Disease? YesOQ NoQO
Asthma? YesQ NoQ
Emphysema (COPD)? YesO NoQO
Sleep Apnea? YesQ NoQ
Diabetes? YesQ NoQ
High Blood Pressure? YesQ NoQ
Do you have a history of: Please list allergies if any:
Atrial Fibrillation? YesO NoQ
Stroke? YesO NoO
Blood Clot (Legs/Lungs)? YesQ NeQ ) . — -
HIV? YesO  NoO Please list any other medical conditions not listed above:
Liver Disease (Hepatitis/Cirthosis)?  Yes(Q No()
Kidney Disease? YesQ  NoQ
Radiation Treatments? YesOQ NoQO
When: Signature:
Alcohol Use? YesOQ NoQO Date:
Quantity/ Frequency:
Tobacco Use? YesO NoQO
Duration:
Frequency:
Quantity:
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PATIENT PRIVACY NOTICE and

RELEASE OF MEDICAL/BILLING INFORMATION

BY SIGNING THIS, I ACKNOWLEDGE RECEIPT OF COLON AND RECTAL ASSOCIATES’ PATIENT PRIVACY
PRACTICES NOTICE (AS PER HIPAA).

You may find a readable copy of the Notice at the reception desk, request a copy of the Notice from the staff, or
you may find it at http://www.colonandrectalassoc.com

¢ If you wish to release your information to anyone, please indicate below. If you do not wish
to release your information, please skip this section:

I, , authorize Colon and Rectal Associates and their staff to release
information on file regarding my medical treatment, billing information and appointment information to the
person(s) listed below:

Name: Relationship:
Name: Relationship:
Name: Relationship:
Name: Relationship:

O If you do not wish to release your information, please complete the following section:

L , do not authorize anyone to have access to my billing and medical

information.

O Please indicate if we may leave messages as described below:

I give consent for the office to leave a message or text on my phone, answering machine, voicemail or with my
spouse, parent or other household member.  Yes No ()

I give consent for the office to leave results of testing on my answering machine, by text, voicemail, or with a
spouse, parent or other household member.  Yes ( ) No

Patient’s Printed Name: Date of Birth:

Patient Signature Today’s Date

By typing your name on the signature line, you agree with the terms and conditions of the document.

Rev. 2/5/2026
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HEALTH INFORMATION EXCHANGE (HIE)

Health information exchange is the electronic sharing of health information between participating
healthcare providers in a way that ensures the secure exchange of health information to provide care
to patients.

Patient Information:
* Full Name:

* Date of Birth:
* Medical Record Number (if applicable):

O Consent to Opt-In:

l, , hereby voluntarily authorize the disclosure and receipt of

information from my health record for the purpose of facilitating coordination of care and access to my
health information by participating providers.

OOptionaI Opt-Out:

l, , hereby opt-out of the sharing of my health information
with the HIE named above.

*PLEASE NOTE - If you choose to Opt-out of the HIE, you are responsible for retrieving and providing
any medical records or health information required by our practice for appropriate evaluation and
treatment. This information must be received 24-48 hours prior to your scheduled appointment time.
If the necessary medical records or health information are not received in the referenced time frame,
your appointment may be rescheduled until they are provided. *

* Signature:
* Date:
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Billing Policy of Colon and Rectal Associates, LTD

Thank you for choosing Colon and Rectal Associates, LTD. Our mission is to exceed your expectations by providing
high quality care and achieving patient satisfaction. Your health and well-being are of the utmost importance to us.
We have recently updated our billing policy. The cost of providing high quality care continues to rise and these
changes are necessary to ensure that your needs are met. Effective May 1, 2025 our billing policy will be as follows:

1. All co-pays and prior balances are due in full at time of service in order to be seen. Please contact your
insurance company directly with any questions you may have regarding your financial obligation for
specialist services.

2. Allreferrals are due at time of service in order to be seen. We suggest you contact your PCP prior to your
appointment with our office to confirm a referral was sent. Please request the confirmation number and
date the referral was issued. Our NPl number is 1639124720.

3. At This policy helps reduce administrative costs and supports our commitment to providing high-quality
care. Colon and Rectal Associates, LTD., we follow a Zero Balance Office policy to ensure a streamlined
billing process and timely payment for services. All patient balances must be paid in full before
additional services are provided. If your next appointment occurs before monthly statements are issued,

our office will contact you to collect any outstanding balance. A copy of your statement is available upon
request. We encourage all patients to keep a valid credit, debit, or HSA card on file. This card will be used
to promptly settle patient-responsible charges, including co-pays, deductibles, and any amounts

determined by your insurance.

4. Please be advised that we are not a participating provider for any Medicaid and/or state funded
insurance plans. If you choose to have services with any of our physicians/providers, you will be
responsible for the balance.

5. There will be a $50.00 fee for missed office appointments without prior notice. There will be a $250.00
fee for missed or canceled surgical procedures if 48 hours’ notice is not provided.

6. There will be a $25.00 fee for the completion of all forms.

7. Payment plans are available, and require a valid credit, debit, or HSA card to be placed on file with our
office.

We apologize for any inconvenience this may cause. However, no exceptions can be made as that would be a
violation of our insurance contracts. As per the contractual agreement with our insurance carriers, we are unable to
see patients without a co-pay or referral.

Please sign and date this document and return to the office prior to your next appointment. If you have any
questions regarding this policy please contact the office manager, Kelly Smith at 215-517-1250.

I have read and understand the Billing Policy of Colon & Rectal Associates, LTD. | agree to pay any balances due
within 30 days, or before my next appointment, whichever comes first.

Patient signature Date
REV: 2-5-26
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Credit Card Authorization

Please Print Clearly

I, authorize,

Colon and Rectal Associates, LTD to charge my credit card for the balance of
charges not paid by my insurance company.

Approximate Charges: To cover any deductibles, copay, co-insurance and /or non-
covered services.

Cardholder Signature Date

Patient Name:

Cardholder Name:

Cardholder Address:

City: State:  Zip Code:

Type of card: (Visa, MasterCard, Discover, American Express)

Credit Card Number:

Expiration Date:
CVV Number:
Email Address:
Completed By: Date:
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Patient Financial Responsibility Form/Self-Pay Waiver

Thank you for choosing Colon and Rectal Associates, LTD for your surgical care. This policy outlines our
patients’ financial obligations. The purpose is to streamline the billing process, ensure timely payment for
services, and reduce administrative burdens, allowing us to focus on delivering quality healthcare.

Patient Financial Responsibilities

The patient (or patient’s guardian, if a minor) is ultimately responsible for the payment of treatment and care.
PLEASE CHECK THE APPROPRIATE BOX BELOW:

1. OI agree to the self-pay rate for services rendered, at the time of service.
2. OI elect to use available medical insurance for visit coverage.
o  We will bill your insurance for you, however the patient is required to provide the
most correct and updated information regarding insurance.
e Copayments are due at the time of service.

e Patients are responsible for payment of co-pays, deductibles, and any amounts
determined by your insurance.

You will be charged for any balance your insurance
contract designates as your responsibility.

1. All patients are encouraged to place a valid credit, debit or HSA card on file. This policy helps
reduce administrative costs and supports our commitment to providing high-quality care.
Your balance must be paid in full prior to receiving additional services.
Please contact your insurance company directly to verify your financial responsibility before
receiving services. Our staff cannot provide this information, as it is determined by your insurer
based on your specific plan.

By my signature below, | hereby assign all medical and/or surgical benefits, to include major medical
benefits to which | am entitled, including Medicare, and other private insurance, and any other health plan
to COLON AND RECTAL ASSOCIATES, LTD. This assignment will remain in effect until revoked by me in
writing. A photocopy of this assignment is to be considered as valid as an original. | understand that | am
financially responsible for all charges whether or not paid by said insurance. | hereby authorize said
assignee to release all information necessary to secure payment. | also accept the fees charged as a legal
and lawful debt and agree to pay said fees, including any/all collection agency fees, if such be necessary.

Patient Name: Date:

Patient/Guardian Signature:

REV: 2-5-26
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