Mark M. Davidson, M.D.

Diplomalc, American Bo.i.rd of Gnstr-0ei1tccoloSY &, lntcmul Medicine

Patient name: -----------------

Location:

Colonoscopy and/or Upper GI Endoscopy (EGO) is schedule for ____________
TIME OF PROCEDURE: ------------

ARRIVAL TIME: --------

For patients undergoing a colonoscopy, a 4 hour fast before the procedure is MANDATORY.
For patients undergoing only an upper GI endoscopy, an 8 hour fast before the procedure is MANDATORY.
Fasting requires that nothing be taken by mouth prior to the procedure, including water or medications.

SOLUTIONS: Golytely/Trilyte / Suprep / Clenpiq / Plenvu

ANESTHESIA: Cosed / MAC

YOU MUST FOLLOW THESE INSTRUCTIONS FOR ALL PROCEDURES:
❖ Please arrive 60 minutes before the scheduled procedure
and report to the outpatient admitting department.

Initial

❖ You may take your medications the day of your procedure
except for medications for Diabetes Mellitus. You must also refrain
from taking any blood thinners (including aspirin and nonsteroidal
anti-inflammatory pain medication) 72hrs before your procedure.
Medications such as Insulin will be administered after the procedure.

Initial

❖ Bring all necessary insurance information, i.e. medical card(s)
and a photo identification card or driver's license.

Initial

❖ If for any reason you are unable to keep a scheduled appointment,
it is imperative that you call at leas! 3 business days before your
appointment. Failure to do so will result in you being charged a
cancellation fee or'$250.OO which is not reimbursable by our insurance
Initial

company.
❖ You have received the prep instructions on a separate sheet and the
address and directions to the facility for the procedure.

Initial

❖ You must bring a driver or your procedure will be cancelled.
Public transportation (including Uber/Lyft/etc) is not allowed
without the accompaniment gf'a responsible adult.

Initial

By signing below I acknowledge that I have read and understand the above and that all of my questions
have been answered in a satisfactory manner.
Patient Signature -------------------

Date ___________

8635 West 3rd Street #460W, Los Angeles, CA 90048
Tel (310) 855-0222 Fax (949) 404-6467
www.DavidsonGI.com

Consent for Upper Endoscopy (EGD)

PATIENT:.______________.PROCEDURE DATE: _______
Authorization and Nature of this Procedure: I hereby request and authorize Dr. Mark Davidson
To perform an Upper Endoscopy (esophagogastoduodenoscopy/EGD), with possible biopsy,
hemostasis, polypectomy, esophageal dilatation (widening the esophagus with special plastic
tubes or balloon dilators). It has been explained to me that this procedure is an examination of the
lining of my esophagus, stomach and a portion of the small intestine by use of a flexible scope,
which is passed through the mouth and into the upper digestive tract. During this procedure,
biopsies (tissues samples) may be removed. Occasionally when bleeding occurs, cautery or
injection of medication may be necessary to stop the bleeding. If my physician identifies a
narrowing in my esophagus, it may be dilated by passing soft, sequentially larger diameter
instruments through it to stretch the narrowed section.

Risk and Complications: Every medical procedure has some degree of risk and the possibility of
complication. My physician has explained to me and I understand that complications from this
procedure include but are not limited to: bleeding, aspiration of stomach contents into the lungs,
perforation or puncture of the wall of the upper GI tract, irregular heartbeat, and vary rarely, death.
I am satisfied with the explanation of these possible risks and do not wish to have any further
explanation given to me, although I have been advice that I am entitled to do so if I desire. I
understand that I may be transferred to another facility in the event that a complication occurs.
This decision will be made by my physician or designated health care provider.
Alternative Procedure or Treatment: My doctor has explained to me that alternative procedures
are available which also include risk and complications. I am satisfied with my physician's
explanation of these options and wish to proceed with an EGD. Such options may include x-rays,
barium swallow, CAT scan, or no treatment.

No Guarantee or Assurance: I acknowledge that no guarantee or assurance to the outcome of this
procedure has been given to me. I do recognize that this is the best for finding lesions in the upper
gastrointestinal tract; however, I understand that this procedure has low rate of missed
lesions/diseases/diagnoses. Recognizing that there may be a failure to diagnose a problem, further
testing might be recommended in the future. I know that I must report any persistent or unusual
symptoms to physician to help with detection of lesions or conditions, which might possibly have
been missed despite the clinical performance, by my physician.
Date
Signature of Patient of Authorized Person
Authorized Person's Relationship to the patient: _______________
Signature of Witness.________________

The above procedure(s) have been explained to the patient or authorized person to give
Consent for the patient

M.D. Date ______

