
 
 

Capsule Endoscopy Event Form 
 

 
Patient Name: _______________________________________________ 

 
Date of Birth: _____________________________ 
 
Date of Exam: ____________________________ 
 
    Time   Event                       

8:00 AM M2A® Capsule Ingestion

4:00 PM Return to Granite Peaks Gastroenterology Clinic

 
 

In case of need or if you have any questions please contact the office at (801) 619-9000. 
 
 
 
 
 
 
 
 
 
 
 



 

 
Capsule Endoscopy Belt and Receiver 
 
I, ____________________________________, agree to follow 

instructions given on the use of the Capsuel Endoscopy Belt and 

Receiver.  Instructions include the date and time the belt and 

receiver must be returned to the Granite Peaks 

Gastroenterology’s Clinic.  Failure to return the Capsule Enoscopy 

Belt and Receiver will delay the reading of my test results and 

may result in my being charged additional fees. 
 

 
 
Signed: _______________________________________ 
 
Date: ___________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 


