[Add facility logo]


To: Preadmission Testing Clinic

Re: Preoperative Information

Please fax all pertinent documentation to the Preadmission Testing Clinic _______[insert days] days before your patient’s clinic appointment.

Fax #: _________
· Patient Name: _____________________  Gender: □ Male  □ Female    DOB:___/___/___
· Will this patient require special physical, nursing, or medical assistance during the preadmission-testing visit?
□ No   □ Yes
If yes, please explain: ________________________________

· Does the patient need an interpreter?  □ No   □ Yes   Language: _________________

· Is the patient able to provide health information to the preadmission testing clinic staff?  
 □ Yes   □ No
If no, we require the patient be accompanied by a caregiver or family member 


who can provide clinical information.     

· Is the patient legally competent to sign an informed consent?    □ Yes   □ No    
 If no, please provide the name and number of the patient’s legal guardian.           


Name: ___________________  Relationship: ___________  Phone: ________________
· Please ensure that the documentation accompanying the patient includes the following essential items.

· A medical evaluation consisting of a recently completed history and physical examination (within _______[insert days]of the planned surgery date performed by the patient’s Primary Care Physician)
· Height and weight

· Allergies to medications, foods, or other substances, with specific reactions, if known

· A complete list of patient’s current medications, dosage, and frequency

· History of obstructive sleep apnea;  use of CPAP/BiPAP 
· History of known serious anesthesia problems for the patient or his or her family

· Copies of all requested documents _______________[insert here] (ie, recent specialist consultations, laboratory data, tests)

[Date]
[Name
Street address
City, State Zip]
Dear __________:

We ask for your assistance in obtaining pertinent medical information for any patient of your facility scheduled to have surgery at the ___________(insert name of health care facility). For each patient scheduled for surgery we will be sending a short form (see example attached) that should be completed by a licensed member of your medical staff (eg, MD, nursing practitioner, physician assistant) who is familiar with the patient’s medical history, legal competence, and activity status. The completed form, along with all supporting documents, should be faxed to us at ___________(insert fax number) at least _______(insert days) days before the scheduled surgery date to allow sufficient time for a thorough evaluation of your patient’s status. After reviewing the information, we will determine whether or not your patient needs to visit the Preadmission Testing Clinic in person for further evaluation and/or testing before his or her surgery.

Thank you in advance for your cooperation.


Sincerely,
Medical Director

Enclosure

Courtesy of Beth Israel Deaconess Medical Center, Boston, MA. Adapted with permission.

