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	Surgical Services

Scheduling/Booking Form

	                                                                                                                                           DATE OF SUBMISSION:   /  /    

	PATIENT DATA:
	

	Name:      
	Gender: M  F  Date of Birth:  /  /    
	Age:      
	Social Security:      

	Patient Address:     
	City:     
	State:     
	
	Zip:     

	Home Phone:     -   -    
	Work Phone:    -   -    
	Other Phone:          

	Medical Record # (if known):      
	Ht.(in)
     
Wt.(lbs)
     
BMI

 FORMTEXT 

0.00

BMI will automatically calculate

	

	SURGICAL INFORMATION:                                               

	Surgery Date:   /  /    
	Estimated Time of Procedure:      
	Case Order:      

	Surgeon:       
	 ≥ 360 min (Supine or Prone)    
 ≥ 180 min (Lateral Decub or Lithotomy)
	

	Send Confirmation Email to:      
	ICD#:      
	      CPT Code      

	Diagnosis:                                                           
	                                                          Side: RIGHT  

	Procedure:       
	          LEFT                                                                                              

	Comments:       
                                                                                                                                                                
	
	  BILATERAL   

	
	
	  N/A

	EQUIPMENT/SUPPLIES:

	Radiology:  
	Table: 
	Other:      

	Implants: 
	Explants: 

	ANESTHESIA:

	Type: 
	Position: 
	Other:      

	Cell-Saver:  Yes    No   

	SPECIAL CONSIDERATIONS:                                                                            Sleep Apnea: Yes   No   Unknown   

	Latex Allergy: Yes   No       Malignant Hyperthermia:  Yes   No     Infection Control Pathogen (Organism) Code, if known: ______

	Isolation Precautions:  Airborne  , Droplet , Contact ,  Results of MRSA/MSSA Screening: Positive ,  Negative , Unknown 

	ADMISSION DATA:

	Type of Admission: 
	OR Location: 

	Pre-Surgical Evaluation Scheduled:

Yes   No  Date:   /  /                                                                                        Inpatient level of Care Needed:      

	POP Tour: Yes   No   Date:   /  /                                                                                                                        
	
	ICU   Intermediate   Floor 

	
	                                                               
	 

	INSURANCE INFORMATION: 

	Primary Insurance:   
	Other: 
	Secondary Insurance:      

	Primary Insurance Subscriber:      
	Policy #      
	Phone:     

	Secondary Insurance Subscriber:      
	Policy #      
	Phone:     

	Workers’ Compensation:      

	Employer:      
	Phone:      
	Date of Injury:   /  /    

	Address:      

	Insurance Company:      
	Phone:      

	Address:                                                                                                Primary Care Physician       

	


SCHEDULED BY:        
   



                                                                            Contact/Office #:                       Fax:      
BOOKING OFFICE USE ONLY:

MR #_______________________________________   Account #_______________________________________
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