
 
 

Surgery Scheduling Form 
Phone: 903-408-1200   Fax: 903-408-1219 

 
Patient Name: ______________________________________ Date of Surgery: ___________ Time of Surgery: ________ 

Surgeon Name: ________________________________ CPT Codes: __________________________________________ 

Procedure: _________________________________________________________________________________________ 

Pre-op Diagnosis: _____________________________________________ ICD-10 codes: _________________________ 

Frozen Section Request       Yes       No       Grafts/Tissue Request       Yes      No   Procedure Length: ________________      

Grafts/Tissue Specifications: __________________________________________________________________________ 

Special Needs/Request: ______________________________________________________________________________ 

Instrumentation to be Delivered/Vendor Name: ___________________________________________________________ 

 

                                                     Patient Status:        SDC            IP  

Labs:      CBC (Z01.818)         CXR (Z01.818)        UA Pregnancy                              

                BMP (Z01.818)  UA (Z01.818)               Other: ______________  Antibiotic  

                PT/INR    EKG (Z01.810)           ____________________  VTE 

Follow Surgical Antibiotic Prophylaxis for Adults Protocol  

    Pre-op       On Admission          Type & Screen            Pain Management per Anesthesia              Beta Blocker  

Allergies __________________________________________________ Cardiac/Medical Clearance Obtained ______   

Practitioner’s Pre-op Appointment __________________ Hospital Pre-op Request Date: ______________________ 

__________________________________________________     ________________________________ 

Practitioner’s Signature         DATE 

 

Patient Demographics 

Gender      M       F  Date of Birth: _____________  Age: __________ Social Security #___________________________ 

Home Phone #: ______________________ Work Phone #: _______________________ Other #: ___________________ 

Date of Injury:___ __________________________ Insurance Name: __________________________________________ 

Insurance Phone #: ______________________________ Precert/Authorization #: _______________________________ 

Policy/Claim #: _____________________ Policy Holder: ________________________ Group #: __________________ 

Policy Holder Employer: _____________________________________________________________________________ 

 
Office Contact: _____________________________________________________________ Date: __________________ 

 Office Phone#: ____________________________________ Office Fax #: __________________ 

Surgery Scheduler Confirmed _______________________ Pre-op Confirmed ________________________________ 
The document(s) accompanying the facsimile transmission contain(s) confidential information belonging to the sender that is legally privileged. The information is 
intended only for the use of the individual or entity named above. If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution 
or taking of any action in release of the contents of this telecopied information is strictly prohibited. If you have received this facsimile in error, please notify us by 
telephone immediately to arrange for the return of the original documents to Hunt Regional Medical Center.                
         REVISED 2/09/2008,8/09,4/10,10/10, 08/11,10/13,10/15,02/17 

 


