
Flexible Sigmoidoscopy Preparation Instructions

Please read this information as soon as you receive it!!
If you have any questions about these instructions or to make a change to your appointment, Please call: 

(314) 432-5900 (Office) Press Option 2
 (314) 388-6519 (Exchange)

Your procedure is scheduled for ____________________________________________________at___________________________________________________________________

Please arrive 1 hour prior to your procedure. We work very hard to stay on schedule. We need this time to 
complete paperwork, place an IV, etc. 

The GI lab is located at St. John’s Mercy Medical Center. Come in the Main Entrance of the hospital. The GI 
Lab is located just inside the Main Lobby. Direction assistance is available if necessary. (Visit our website at 
www.gatewaygi.com for further directions to the GI lab.)

If you cannot keep your scheduled appointment, please notify us at least 2 business days before your 
scheduled time. 

Please review the “special circumstances” section of this document carefully to see if you require special 
instructions or modifications. 

Bowel Preparation:

Necessary items:
• One bottle of Magnesium Citrate
• Two 5 mg. Dulcolax pills.  Dulcolax is available over the counter.  Please purchase the laxative formula 

not the stool softener.
• One Fleets enema (Do NOT use mineral oil based enema).

The day before your test:
• Your diet should consist of only liquids after lunch on the day prior to your test.  You should have NO 

SOLID FOODS!!  Examples of clear liquids include: water, any kind of soda, Gatorade, coffee, 
Popsicles, unsweetened tea, Jell-O, broth, bouillon, and fruit juices that you can see through (apple 
and grape are OK, orange and tomato are not).  You may have all the clear liquids you desire 
throughout this day and evening.  No alcohol allowed.  Please note that if you consume red Jell-O, 
Gatorade or popsicles with your bowel prep that your stool may be red in color.  This is nothing to be 
alarmed about.
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• Prior to your evening liquid meal, take one bottle of Magnesium Citrate.

• With that evening meal, take 2 Dulcolax pills.

• You may take your usual medications as prescribed by your physician. 

The day of your test: 
• Once again, you may have a clear liquid diet up until the time of your examination.

• Approximately one-half hour before you leave to come in for your flexible sigmoidoscopy, please give 
yourself one Fleets enema.  Attempt to hold this enema in as long as possible.

• Arrive at the GI Lab at St. John’s Mercy Medical Center 1 hour prior to your scheduled appointment 
time.  Visit St. John’s Mercy Medical Center website at www.stjohnsmercy.org for maps and 
directions.

• Please bring a driver with you because if you elect to have your procedure with anesthesia, you will 
not be able to drive home.

• We have enclosed a patient information form, a medical history form, and a medication list. Please fill 
these out at home and bring them with you to your appointment along with your insurance cards, 
drivers license and your pharmacy’s name, address and phone number.  If you have any questions, 
the nurse will go over it with you at the time of your appointment.

If you have any questions, please call our office at 314-432-5900 and press Option #1 for the appointment 
line.
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Gateway Gastroenterology, Inc. Medication Sheet

For Medical Records purposes, we will need you to provide us with a list of your current medications.  This 
information is very important to us.  Please complete this list below and bring it with you at the time of your 
appointment.  Thank You!

Date _____________________________________________________________

Medication Allergies and Reactions
_______________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________

Medication (Include               Dosage         Frequency (how often)
non-prescription and herbal
supplements)

1. _________________________________________________________     ________________________________     _________________________________________________________________

2. _________________________________________________________     ________________________________     _________________________________________________________________

3. _________________________________________________________     ________________________________     _________________________________________________________________

4. _________________________________________________________     ________________________________     _________________________________________________________________

5. _________________________________________________________     ________________________________     _________________________________________________________________

6. _________________________________________________________     ________________________________     _________________________________________________________________

7. _________________________________________________________     ________________________________     _________________________________________________________________

8. _________________________________________________________     ________________________________     _________________________________________________________________

9.  _________________________________________________________     ________________________________     _________________________________________________________________

10. _________________________________________________________     ________________________________     _________________________________________________________________

*If more space is needed, please continue on the back of this form.

Signature/Title/Date of RN Reviewing Medication List

_________________________________________________________________________________________________________________________________________



Patient Rights

Every patient has the right to be treated fairly, with respect and as an individual.

Patients are treated with respect, consideration, and dignity.

Patients are provided appropriate privacy.

Patient disclosures and records are treated confidentially, and except when required by law, patients are 
given the opportunity to approve or refuse of their release.

Patients are informed of their right to formulate an advanced directive, at the time the procedure is 
scheduled, and to appoint a designated representative to make healthcare decisions on their behalf to the 
extent permitted by law.  This facility does not honor advance directives and the patient has the right to 
schedule their procedure at another facility.

Patients are provided, to the degree known, complete information concerning their diagnosis, treatment, and 
prognosis.  When it is medically inadvisable to give such information to a patient, the information is provided 
to a person designated by the patient or to a legally authorized person.

Patients are given the opportunity to participate in decisions involving their healthcare, except when such 
participation is contraindicated for medical reasons.

Patients are provided information about treatment alternatives and will be advised of the advantages and 
disadvantages of each.

Patients have the right to refuse to participate in experimental research.

Patients have the right to know in advance the type and expected cost of treatment.

Patients have the right to know that the physician that refers you to the Endoscopy Center may have 
ownership interest in this facility.  You are free to choose another facility in which to reserve services.  You 
were informed both in writing and verbally prior to the date of service.

Patients have the right to be informed of the professional rules, laws and ethics that govern the organization 
and its employees.

Patients and families have the right to express grievances and suggestions to the organization.  Every effort 
will be made to follow up on all grievances and suggestions.  Patient care and satisfaction are very important 
to our entire staff.

Patient Responsibility And Conduct

To provide healthcare providers with information about any past illness, hospitalizations, medications and 
other health matters.

To ask questions if they do not understand instructions or explanations given by the healthcare providers 
and/or staff.



To keep appointments as scheduled and to telephone the office in case of a cancellation.

To follow healthcare providers instructions and plan of treatment.

To make payments for services rendered if a balance remains after insurance pays.  

To discuss consequences of refusing treatment or not adhering to plan of treatment or leaving Against 
Medical Advice (AMA) with their physician.

To refuse to participate in experimental research, if that is their desire.

To refuse to allow care from a student or trainee, if that is their desire.

Notice

Anyone having concerns about the quality of care provided in this organization may report these concerns to 
the organization’s management, the Missouri Department of Health and Senior Services, the Joint 

Commission or Medicare.  A quality Incident Report Form is available upon request.  You may choose to 
report anonymously or provide your name and contact information.

Facility Management
(800) 590-2713

The Joint Commission
JCAHO

One Renaissance Blvd.
Oakbrook Terrace, IL 60181

(800) 994-6610

Missouri Department of Health and Senior Services
Contact the Health Facilities Regulation Unit

P.O. Box 570
Jefferson City, MO 65102

(573) 751-6302
dhcc.mo.gov

You may also fill out a concern form online at 
http://www.dhss.mo.gov/AskUs.html

Medicare
www.medicare.gov

(800) 633-4227
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