
COLON & RECTAL SURGERY ASSOCIATES

SEAN G. MAYFIED, M.D. JENNIFER D. SILINSKY, M.D
BOARD CERITIFIED COLON AND RECTAL SURGERY BOARD CERITIFIED COLON AND RECTAL SURGERY

Thank you for contacting the office regarding a colonoscopy. Please read the information below, fill out
the forms aftached, and return to the office at your earliest convenience.

Are you a New Patient with our office: Yes or No lf No - which Dr. do you see?

lf Yes - which one of the physicians below would you like to perform the colonoscopy?

n Dr. Sean Mayfield n Dr. Jennifer Silinsky

Please include a copy of the front & back of your insurance cards and a copy of your picture lD.

Once the paperwork is received back in the office and the physician has reviewed it, we will schedule your
colonoscopy, contact your insurance company to verify the benefits, and notify you if there is any co-insurance,
and/or deductibles to be paid prior to performing your procedure.

lf the physician determines he/she needs to see you in the office before the procedure, we will contact you to set

up an appointment. Please list the best number to reach you during the day:

An instruction packet will be mailed to you on how to prepare for the colonoscopy procedure once all the
above information has been completed.

Please note a few of our office policies below

1. We are sorry for any inconvenience, but we do not accept Medicaid as primary payer.

2. There is a 4-day notice required on cancellation of scheduled colonoscopy/surgery. Failure to do so will result

in a $200 no showicancellation fee.
3. Our office abides by the HIPAA guidelines and may have the need to disclose your health information for
treatment and/or payment purposes. We will be happy to provide you with a copy of the complete Notice of
Privacy Practices upon request.

Thank you for choosing Golon & Rectal Surgery Associates.

Enclosures:
Colon & Rectal Surgery Associates Patient lnformation form
Colon & Rectal Surgery Associates History & Physical form
(please fill out both entirely, or to the best of your ability)

3100 Galleria Dr, Suite 303

Metairie, La 70001
P: 504-456-5108
F: 504-456-5109



COLON & RECTAL SURGERY ASSOCIATES

PATIENT INFORMATION

'PLEASE PRINT' and fill in ALL spaces

PATIENT NAME: DATE:

ADDRESS: CITY:

HOME#: ( ) CELL#: ( )

E-MAIL ADDRESS:

DOB / / AGE:_ SEX:M/F SS#:

PLACE OF EMPLOYMENT

SPOUSE NAME:

REFERRING DR.:

PHARMACY:

OCCUPATION

STATE: 7lP:

BEST DAYTIME PH# r HOME / r CELL

(for patient portal)

MARITALSTATUS: M S W D

WORK#

DOB: / /CELL#: ( )

PRIMARY DR.

PH# or ADDRESS

INSURANCE INFORMATION

ts tNsuRANcE tN PATTENTS NAME? yES / NO tF NO, PLEASE L|ST FOLLOW TNFORMATTON:

PRI MARY CARDHOLDER'S NAME EMPLOYER:

SS#: DOB: / EMPIOYER PH#:

HIPAA INFORMATION

List spouse, relatives (&/or) friends we mav release vour medical information to/whom may call on vour behalf

Name:

Name

Relation:

Relation:

Phone: ( )

Phone: ( )

( READ & lNrTrAL ) tT tS OUR OFFTCE POLTCY THAT yOUR COPAY, DEDUCTTBLE &/0R CO-TNSURANCE BE PAtD AT

EACH OFFICE VrSrT. rF SURGERY/PROCEDURE tS SCHEDULED WE REQUEST ANy DEDUCTTBLE &/OR COTNSURANCE BE PAtD

BEFORE THE SURGERY/PROCEDURE. YOU ARE ALSO RESPONSIBLE FOR ANY BALANCES NOT PAID/COVERED BY YOUR

INSURANCE COMPANY,
***THIS OFFICE DOES NOT ACCEPT MEDICAID PRIMARY***

I hereby assign all medical and/or surgical benefits, to include major medical benefits to which I am entitled, including

Medicare, private insurance and any other health plans to:

SEAN MAYF|ELD, M.D., JENNTFER S|LINSKY, M.D.,

This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered valid as

an original. I hereby authorize said assignee to release all information necessary to secure this payment.

SIGNATURE OF PATIENT OR LEAGAL GAURDIAN DATE



ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
SEAN MAYFIELD, M.D. JENNIFER SILINSKY, M.D.

Notice to our Patients:

We are required to provide you with a copy of our Notice of Privacy Practices upon request, which states

how we may use and/or disclose your health information. Please sign this form to acknowledge receipt

of the Notice. You may refuse to sign the acknowledgement, if you wish.

I acknowledge that I have received a copy of this office's Notice of Privacy Practices.

Please print your nome here

Signoture

Date

HIPAA Acknowledgement of Receipt of the Notice of Privacy Practices
This form does not constitute legol odvice ond covers only federol, not stote, law.

FOR OFFICE USE ONLY

We have made every effort to obtain written acknowledgement of receipt of our Notice of Privacy
from this patient but it could not be obtained because:

r The patient refused to sign.

n Due to an emergency situation it was not possible to obtain an acknowledgement.

n We weren't able to communicate with the patient.

I Other (Please provide specific details)

Employee signature Dote



COLON AND RECTAL SURGERY ASSOCIATES

HISTORY AND PHYSICAL

Name:

Reason for visit:

Sex: M F

HT:

Referred by:

I also see Dr

Occupation:

Primary is Dr

Dr.

Place of emplovment:

Medications: (separate list if necessary)

4.
5.

6.

1.

2.

3.

g times/day
g times/day

mg times/day
mg times/day
mg times/day

Medication Allerqies & Reaction

times/day

colonexam:Lastcolonoscopy:(year)performedby-Bariumenema:(year)-
lfhavingcolonoscopyspecifytype:Screening(preventive)-Diagnostic(previouspolyps,etc.)

Family Historv (blood relation): Colon Gancer Colon Polyps

Breast Gancer: Uterine or Ovarian Cancer: Other serious ailments

Past Surgeries: (with approx. date)

Socia I historv At home I live.... alone / with

Tobacco: No_ Yes _J _packs per day. Alcohol: No_ Yes _/ drinks/beers per week

REVIEW OF SYSTEMS: GHEGK ALL THAT APPLY
Gastrointestinal
r Bleeding with BMs
I Constipation
n Change in bowel habits
I Diarrhea
n Rectal pain
r Soiling/ lncontinence
n Heartburn
r Abdominal pain
-

Skin
n Bruise easily
r Rashes

Endocrine
I Diabetes
n Hypo/hyperthyroid
n Steroid use

Other Medical Problems:

General
l Fevers
r Chills
r Sweats
n Weight loss
n Bleeding history
n lmmune Deficiency

Urinarv
r Painful Urination
n Blood in Urine
n Air in Urine
n Recurrent lnfections
I lncontinence
r Dialysis

Muscle/Joint
n Arthritis
r Weakness in

Respiratorv
r Asthma
n Bronchitis
r Shortness of breath
n Productive cough

Cardiovascular
n High Blood Pressure
n Heart Attack
r lrregular Heart Beat
r Rapid Heart Beat
n MitralValve Prolapse
r Valve Disease
r Leg Swelling

Neuroloqical
r Permanent stroke
r Transient stroke
n Seizures

Gancer Treatment
r Chemo n Radiation
(area treated & year)

Blood Disorders

r HIV/AIDS

Reproductive
(men only)

r Erectile dysfunction

(women only)
r Hysterectomy
n Childbirth

# children
r Difficult delivery

(tearing)
r C-section: #_
r Still Menstruating

DATE:

PATIFNT'S SIGNATIIRF

Physician Signature

NATF
Reviewed with patient and agree with above

r S. MAYFIELD, MD r J. SILINSKY, MD



COLCN & RECTAL SURGERY ASSOCIATES
PAYMENT PCLICY

OFFICE VISITS

\l/e will be happy to file your- clai.n ',,ritn ycur- insurance company but we do requrre payment of all CO-
PAYS, DEDUCTIBLES AND CO-INSURANCE PERCENTAGES BE MADE ON THE DATE OF

SERVICE.

PROCEDURES PERFORMED IN OFFICE

SOME PROCEDURES PERFORMED IN THE OFFICE ARE NOT COVER.ED BY YOUR CO.PAY
YOUR insurance company may consider them to be a medical procedure and pay under your
medical plan with deductible and percentage being applied. These possibilities and mostcommon
aTe EXAM WITI-I ANOSCOPY OR PRCCTOSCOPY, EXCISIONS, DRAINAGES, BANDING OF
HEMORRHOIDS, etc.

FOR COLONOSCOPIES:

PI-EASE CALL YOUR INSURANCE COMPANY AND FIND OUT HOW THEY COVER THE TYPE
OF SCOPE YOU WILL BE HAVING. lnsurance companres pay differently dependrng on the
diag nosis ASK HOW THEY PAY WHEN HAVING A ,.SCREENING'' (preventative) or
"DIAGNOSTIC" (previous polyps,etc) We need to know how they cover and you need to state the
type on your history and physical form.

SL.'RGERY, PROCEDURE OR CQLONSC9PY.

V/e will, wher"r scheduled, verify your coverage. The amount that lS NOT COVERED by your
insurance and therefore due FROM YOU, THE PATIENT, will be required to be paid IN-FULL
BEFORE the date of procedure. Someone from our office will call you a few days prion to surgery to
let you know the amount, if any, due from you.

have read and agree to the terms above
PRINT PATIENT NAME

PATIENT SIGNATURE

Date



ln ce Proce dure lnformed Consent

Patient Name D.O.B.

IMPoRTANTINFoRf{ATtoNABoUTTHISDoCUMENTREADCAREFULLYBEFoRESIGHING

To the patient; you have bcen told that you should considcr medical treatrnent / surgery, [.ouisiana larv requires us to tell you

(t) .,.\;1 ,^^--..r^or,,ra,rlth y.(3)thcrisksolthcproposed
ih. nu,ut. olyour con,lirion. (l) rhe general nature ol'the medical tl'eatmenl / suigcq

:]T;lXU"riS.Louisiana rvredicar Disclosure paner or as derermined by- your doct.r. anrj ({ ) rcasonable therapeutic altemative

and
material risks associated rvith such altematives.

you have the righr. as a paricnt. t0 be iRformed about your condition and thc recommendcd surgical' mcdical or diagnostic

procedure --..^.,i.,-4 ^rlor l.nnrvino rhF ricks and hazards
lo be used rc that;-ou ma.v- make the decision whether or not to wdergo the pr0cedu|e untl 1ne'rving the risks an

involved.

ln keeping rvith rhe Louisiana tarv of informed consent, you are be ing asked ro sign a confirmation that'rve have discussed all

*:lt r. We have already discussed with you the common problems and risks'. We wish to inform you as completely as possible'

Please read the lorm carelully. Ask about anything you ao not understantl' and we will be plcased to explain it'

possibte ln Ollice procedurrs, such as: Ligation of Hemorrhoid(sl lncision and Drainage of an Abscess' Ercision of a

Throm bose Hemorrboid, Excision of rn Anal T"g, i:;i;;;;it* "iaJo. "t "tni"al 
eauteriiation of wouud' granulation

tissue, condyloma. etc. or Anal Biopsy.

r, MATERIAL RISKS OF TREATMENT I FROCEDURE:
(a) Alt medicat or surgical t 

""t*eni 
ir,"iru". ii"tr. Listed b-elow are those risks associated with this

procedure that we betieve 
" 
rg;;;li; p"[on in y*r lte patienf s) position would tikely

clnsider significanr *t.n ae"ii'ri"gil;tffiijil"6 otidiesi, the.propbsed ryryI Please ask

your physician if you wouto tire aioilional informauon regaioing the nature or consequences ol

these risks, their likelihood ot occuirence, or if there 
"tu 

"oth"t issociated risks that you rnighl

consider signilicant but may noG'ri.t"o'n"bw. The rl=is ut determined by the Loulsbna Medical

Disclosure panel are: areecing-at operative site and post-procedure pain'

(b) Risks generally associated with any surgical trealment i procedure' including local are: infection'

bleeding and Pain-

Reasonable therapeutic alternative, the risks associated with such alternatives and risk of treatment is are:

possible infection or continuation of symptoms'

By signing this informed con$ent, you consent to an in.o{Iice procedure rs described above'

Patient $ignatu re (Authorized representativeo if minor) Date



dco

Due to recent events in our region, we have composed this code of Conduct with the hope that it will encourage and provide a

safe and healthy environment for physicians, staff, visitors' patients' and their families Colon & Rectal Surgery

Associates expects visitors, patients, uno u..orfrnying famrty members to refrain from unacceptable behaviors that are

disruptive or pose a threat to the rights or safety of physicians, patients, and staff'

The following behaviors are prohibited:

. Possessing firearms or any weapon

.lntimidatingorharassingstafforotherpatient :r ^-^+L^-r^"-cnrrrrri*pn vprbal.orelectrr

. Making threats of viorence through phone ca[s, retters, voicemair, email, or other forms of written, verbal' or electronic

communication
. Physically assaulting or threatening to inflict bodily harm

. Vat<ing verbal threats to harm another individual or destroy property

. Damaging business equipment or property

. Making menacing or derogatory gestures

. Makin! racial or cultural slurs or other derogatory remarks

rf you are subjected to any of these behaviors or witness inappropriate behavior, prease report to any staff member' Violators

are subject to removal from the facility and/or discharge from our practice'

Date
Print Patient Nam

Office policies you should be aware of:

rAppointmentsaregivenal5.minutegraceperiodforarrival.lfyouarrivemorethanl5minutesafteryour

. #,-"jirllT?f :,:l jff:,::n:?J::'i:?;h or paymenr Ar credit cards are subject to a 3 50/o service ree except ror

HSA cards.
. All our physicians are BoARD CERTTFIED coLoREcrAL suRGEONS, and it is our policy that once you establish care with

one of our physicians, you cannot switch to another physician in our practice Established care means you've seen one

of our physicians in the hospital, in the office or had a surgical procedure by one of the physicians'

Asapatientvisitingourpractice,pleaseconsiderthefollowing:

. please communicate all issues that you wish to discuss with the doctor at the time of your appointment'

Duetothedelicatenatureofourspecialty,mostquestionsnotaskedwhileintheofficemayrequire
another visit so that the doctor can provide the answers you may need and the quality of care you deserve'

o our practice follows a zero-tolerance policyfor aggressive behavior directed by patients against our

. !Hl: iltflflff:Tirh the use of your ceil phone and orher etectronic devices. when interacting with anv

of our staff, please put your devices u*uy. set the ringer to vibrate before storing it away and entering our

. ilt;J;irTt* .oo",ntmenr time is very important, as such we will charge a $50 no show fee for missed

appointments and after 3 no show appointments, you will be discharged from our practice'

. outstanding balances owed to our office will be forwarded to a collection agency' if no arrangements are

made with our office, within 90 days of delinquency'

. lf you have any questions aboutthe care or are unhappywith the service received in our office' please

contact our practice manager before you leave o,,. oiti* so that any clarifications about your care or the

services you received can be addressed'

By signingthis document, you agreeto abide bythis patrent code of conduct and the policies of this office'

Patient Slgnature
RetationshiP to Patient


