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NASAL ENDOSCOPY 

 

Nasal endoscopy is a procedure done in the office to further examine the nose.  The procedures uses 

a flexible or rigid scope attached to a light source to view areas of the nasal cavity or sinuses to be 

able to perform a more complete examination and determine the cause of your nasal symptoms.  

Usually a small amount of medication is sprayed into the nose to shrink and numb the tissues.  A 

small amount of discomfort may occur, however, it is unusual and the procedure is usually fairly 

brief. 

Complications are uncommon but main include, but not be limited to pain, bleeding, infection, 

reactions to the topical medication sprays, inability to completely visualize the nose, and need for 

repeat endoscopy or further testing. 

 

This procedure is not included in the standard office visit and is considered or classified as a 

procedure done in the office.  Nasal endoscopy with sinus debridement will be billed separately and 

in addition to office visit charges.  Insurances vary so; it will either be a separate copay or may be 

subject to your deductible and/or your coinsurance amount. Be assured, we are following accepted 

billing and coding guidelines and this procedure is performed in the best interest of patient care.  

 I understand the risks, benefits, alternative, and possible complications and I agree and wish to 

proceed. 

 
 

 

Patient/Guardian Signature:____________________________________  Date:___________________ 
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