        

Intermountain Ear, Nose and Throat Specialists
Consent for In-Office Endoscopy Procedures

Please be aware that certain procedures performed in our office are not included in a standard office visit. In-office procedures are considered “surgery” by some insurance companies. Your insurance may require you to be responsible for additional costs such as the procedure being applied toward your deductible or owing a coinsurance amount. It is your responsibility to know your insurance plan benefits (copays, deductibles, coinsurance, exclusions, preexisting clauses, plan limitations, etc.). Our office is not responsible for verifying plan benefits or eligibility. 

If you would like to contact your insurance plan prior to your procedure please see the procedure codes (CPT code) below. Our staff will let you know which service is being performed. With this CPT code your insurance company can provide you with your specific plan benefits for the service.

Examples of in-office endoscopy procedures include:

Flexible Laryngoscope (CPT 31575): This procedure involves passing a long thin flexible fiber-optic scope thru the nasal cavity and into the throat. The scope enables the provider to visualize areas of the throat not readily seen using a laryngeal mirror.

Nasal Endoscopy (CPT 31231): This procedure uses a flexible or rigid scope attached to a light source to view areas in the nasal cavities that cannot be seen by the provider using standard nasal speculum.

Nasal Endoscopy with debridement, biospy, excision or cautery (CPT 31237/31237-50, 31238): This is the same procedure as above with removal of crusting or tissue, debridement or cautery of nasal vessels.

Please speak with our medical assistants if you have any questions.

By signing, you indicate you have read, understand and agree to these terms and that you are the patient, the guarantor, the patient’s legal representative or legally authorized to sign this agreement and accept these terms.


________________________________		______________________________
Patient Name (PLEASE PRINT)					Date

________________________________		______________________________
Signature of Patient or Legally Authorized Representative		Relationship to patient

________________________________		______________________________	             
Witness         						Account number
