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Charleston Gastroenterology Specialists and Charleston Endoscopy Center are NOT in-network with the following insurance companies:   
Tricare Prime, Aetna HMO, GHI of New York, MUSC Options. This means that your insurance company may not reimburse for services 
provided.   It is your responsibility to pay any deductible amount, co-insurance, or any other balance not paid by your insurance.  Charleston 
Endoscopy Center is NOT in-network with BlueChoice HCA and Cigna HCA.  This means that procedures MAY NOT be scheduled and/or 
performed in our Endoscopy Center. 
 
In order to control the cost of billing, we request that co-payments for office visits be paid at each visit.   All self-pay patients are required to 
make payment in full at time of service.  Please present your insurance cards and a picture id upon completion.  If you do not have a valid 
insurance card at time of visit you will be responsible to make payment in full at time of service. 
 
 
Charleston GI uses Roper/St. Francis for laboratory services.  If your insurance requires a specific laboratory 
please specify:__________________________________________________________________________________ 
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of the practice Financial Policy. 
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