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Capsule Endoscopy 
Check Off List 

To be completed by CHECK OUT 
 

PART 1 
Today’s date/Date of CONSULT: _____________________________________________________________ 

Patient:_________________________________________________________________________________ 

Date of Birth:_____________________________________________________________________________ 

Procedure Date: _____________________ Time: _______________ Scheduled By:_________________ 

PART 2 

ONCE STEP ONE IS COMPLETE: Part 2 is to be completed by CHECK OUT 

Date of Colonoscopy (WITHIN 1 YEAR): ___________________________________________________ 

Date of Endoscopy (WITHIN 1 YEAR):_____________________________________________________ 

Does the patient have a pacemaker:______________________________________________________ 

Employee Name:___________________________________  Date: ____________________ 

PART 3 

ONCE STEP TWO IS COMPLETE: Part 3 to be completed by Referral Coordinator 

Insurance & Pre-cert or referral number:____________________________________________________ 

Insurance last verified: ___________________________________________________________________ 

Primary Care Doctor:_____________________________________________________________________ 

Referral Coordinator: ______________________________________  Date: ________________ 

Date Given to Procedure Nurse (Completed): ___________ 

PART 4 

ONCE STEP THREE IS COMPLETE: Part 4 to be completed by Procedure Nurse  

Call Patient 3 days prior to Capsule:   Attempt # 1: ________________ Attempt #2: ________________  

Attempt #3: ______________        Revised: 1/28/2021  


