
SCREENING OR DIAGNOSTIC COLONOSCOPY? 
What You Need To Know!!! 

The Affordable Care Act passed in March 2010 allowed for preventative services for colonoscopies, to be covered 

at no cost to the patient. However, there are many limitations that prevent patients from taking advantage of this 

provision. One example is a “grandfather” clause; where insurance companies have two years before offering 

preventative services at no cost. There are now strict and changing guidelines on which colonoscopies are defined 

as a preventative service (screening or routine colonoscopy). These guidelines may exclude many patients with 

gastrointestinal histories from taking advantage of the service at no cost. Patient may be required to pay co-pays, 

co-insurance and deductibles. 

The information below is to address the confusion and help patients better understand the billing process. 

Colonoscopy Categories: 

Preventive/Routine Colonoscopy Screening 

Patient is asymptomatic (no gastrointestinal symptoms either past or present), over the age of 50, has no personal 

or family history of gastrointestinal disease, colon polyps, and/or colon cancer. The patient has not undergone a 

colonoscopy within the last 10 years. 

Surveillance/High Risk Screening Colonoscopy 

Patient is asymptomatic (no gastrointestinal symptoms either past or present), has a personal history and/or a 

family history of gastrointestinal disease, colon polyps, and/or colon cancer. Patients in this category are required 

to undergo colonoscopy surveillance at shortened intervals (every 2-5 years). 

Diagnostic/Therapeutic Colonoscopy 

Patient has past and/or present gastrointestinal symptoms such as rectal bleeding, rectal pain, abdominal pain, 

cramping, weight loss/gain, anemia, change in bowel habits, polyps, inflammatory bowel disease. 

Your primary care physician may refer you for a “screening” colonoscopy or you may receive notification from us 

that it is time to repeat your colonoscopy; however, you may NOT qualify for the “screening” category. If the 

physician removes a polyp or does a biopsy it may change a screening benefit to a medical necessity benefit 

meaning more out of pocket expense.  Insurance carriers vary on this policy. 

The physician CANNOT change or delete the diagnosis so that it can be considered a colon screening. The patient 

history is documented as a medical record from information you the patient have provided, or information 

received from your primary care physician, or from an evaluation from the physician. It is a binding legal 

document that cannot be changed to facilitate better insurance coverage. 

Strand GI Endoscopy, Inc. 
7900 N. Kings Hwy., Suite B, Myrtle Beach, SC 29572 

843-839-0823  Fax 843-839-2585



Strand GI Endoscopy, Inc. 
7900 N. Kings Hwy., Suite B, Myrtle Beach, SC 29572 

843-839-0823  Fax 843-839-2585

Patients need to understand that strict government and insurance company documentation and coding guidelines 

prevent a physician from altering a chart or bill for the sole purpose of coverage determination. This is considered 

insurance fraud and punishable by law. 

Often insurance client service representatives will tell a patient that if the physician codes it with a “screening” or 

to rebill with a “screening” diagnosis it would be covered at 100%. However, further questioning of the 

representative will reveal that the “screening’” diagnosis can only be amended if it applies to the patient. The 

insurance representatives are not qualified billing coders. They are only quoting insurance benefits.  Most 

insurance carriers only consider a patient over the age of 50 with no personal or family history as well as no past 

or present gastrointestinal symptoms as a “screening” or it is the first colonoscopy for a person. 

The patient may contact his/her insurance carrier to verify benefits and coverage for the procedure. You will need 

to give the insurance representative your preoperative CPT and Diagnosis codes. You may contact our Benefits 

Coordinator to get this information. Usually one week prior to your procedure our Benefits Coordinator will check 

insurance benefits and contact the patient with the estimated liability. Please keep in mind that verification of 

insurance benefits is NOT a guarantee of payment. Ultimately it is the patient’s responsibility to know their 

insurance plan benefits.  

 You will receive bills from separate entities associated with your procedure, such as the physician, facility, 

anesthesia and/or pathology. 

Below are questions you may call and ask your insurance carrier and verify the benefits and coverage prior to your 

procedure: 

1. Is the procedure and diagnosis covered under my policy? Yes No 

2. Will the diagnosis code be processed as preventative (screening), surveillance, or diagnostic (medically

necessary) and what are my benefits for the service?

Screening  Surveillance  Diagnostic 

3. If diagnostic or surveillance, what is my deductible and coinsurance responsibility?

Deductible: ________________ Coinsurance/Co-pay: ________________ 

Amount of Deductible Met: ____________ 

Family Deductible Met if Applicable____________ 

4. Is this Facility in Network? (Benefits change if out of network)? Yes No 

5. For preventative/routine colonoscopy are there age/and or frequency limits for my colonoscopy? (One

every ten years over the age of 50, one every two years for a personal history of polyps, etc)?

Yes No 

Please call our facility 843-839-2581 or 843-839-2582, with any questions or concerns. We are happy to help if 

you are struggling to understand your financial obligations. 


