
                          
 

 
“EXPRESS SCHEDULING” SCREENING COLONOSCOPY FAX FORM 

 
Fax to (717) 544-3599  Phone #: (717) 544-3500 

 
Referred by  

 
Provider Name  _______________________________________   
Provider Office  _______________________________________ 
Provider Phone  _______________________________________         
         
 Date            
  
 Patient Name      DOB      
  
 Patient’s Daytime Telephone #         
  
 Patient Primary Insurance Company        
  
 Patient Secondary Insurance Company       
  
 Reason for colonoscopy/endoscopy        
  
 Form completed by      Phone     
   
  
  

 • Appointment Confirmation via Fax 
 
 Office / Procedure Date      Time      
 Location      Provider       
 Completed by     Phone #       
 
 
 
 
Important Message: This fax transmission is intended only for the use of the individual or entity named on this form and may 
contain information that is confidential and /or legally privileged.  If you are not the intended recipient, you are hereby notified that 
disclosure, copying, distribution or the taking of any action in reliance on the contents of this information is strictly prohibited.  Even 
intended recipients may not disclose, copy, or distribute these documents to any third party without the authorization of Lancaster 
Gastroenterology, Inc.  If you have received this fax in error, please notify us immediately at (717) 544-3500 and destroy this fax 
message. 


