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DIGESTIVE HEALTH




Phone Number  (612) 871-1145          Fax Number   (612) 870-5491


REFERRING CLINIC INFORMATION:  please print completely & clearly 
Today’s Date: 


    
Referring MD: 



     
Clinic: 




Phone: 



    
Fax: 




   
Contact: 


PATIENT INFORMATION:  please print completely & clearly (no labels please)
Patient Name:


                                                                 
DOB: 





Home Phone:


                                       
Alternate Phone:  




 
Patient Address:










              
 
Interpreter Needed:   ___Yes    ___No        language




 
	for consult/office appointment - please check priority

( EMERGENT (24 hrs)      ( URGENT (48 hrs)       ( ELECTIVE (72 hrs minimum) 

GI DIAGNOSIS ____________________________________________________________




OR

	for procedure - please check priority

*For pediatric procedures (patients less than 18 years of age) please call 612-871-1145 press 1.
( EMERGENT (24 hrs)   ( URGENT (48 hrs)   ( ELECTIVE (72 hrs) 

 ( dIAGNOSTIC colonoscopy                 ( sCREENING COLONOSCOPY            ( EGD (Upper Endoscopy)                                                                                                                                         
  gi diagnosis _____________________                                                                                                gi diagnosis 


                                                                                                                  
( ERCP                                                               ( Esophageal Motility                 ( FLEx sig 
 gi diagnosis ______________________          gi diagnosis   __________________              gi diagnosis 



( 24-hour aMBULATORY catheter pH Study      ( bravo aMBULATORY pH Study      ( oTHER                          
gi diagnosis   ____________________                                    gi diagnosis   ____________________           gi diagnosis   _________                                                                                                                 




IS THE PATIENT TAKING ANTICOAGULATION MEDICATIONS? (circle) COUMADIN, WARFARIN, JANTOVEN other
CAN THE MEDICATIONS BE HELD Prior to the exam per MNGI’s protocol?  YES______ (Document if patient will be bridged with a second anticoagulant,  If yes, medication _________​and how many days_____________?) _____________________________________ NO______ If no, MNGI will 
contact your office for recommendations OR please list recommendations. _______________________________________
	Location / Physician  

 (Check Location.  If specific physician requested please write in.)
                             _______   1st AVAILABLE LOCATION                              ______ 1ST AVAILABLE PHYSICIAN
______    South  (Bloomington)         ______  North (coon rapids)                ______SPECIFIC PHYSICIAN REQUESTED                                          

______    West (Plymouth)                    ______ Southeast (eagan)                     NAME:_________________________________
______PEDIATRICS (Minneapolis)   ______     East (Maplewood or Woodbury)        
 *For pediatric procedures (patients less than 18 years of age) please call 612-871-1145 press 1.                                                                             



Please note: If your patient is currently pregnant, our policy is to schedule the patient for an office visit prior to procedure to discuss the risk and benefits.
8.2019

