

Confirm #:________________                    XXXXX Hospital SAMPLE                      Scheduled by: ______________
GYN SURGERY SCHEDULING FORM

FAX XXX-XXX-XXXX   PHONE 000-000-0000

	SCHEDULING INFORMATION:
	
	Date of Surgery:
	

	Surgeon:
	
	Phone #:
	
	First Assistant/Surgeon:
	

	Surgery Time:
	
	Time Needed:
	
	Reschedule Date:
	
	Time:
	
	PCP:
	

	
	
	

	PROCEDURE & CODE (CPT CODES):

	
	58260–Total Vaginal Hysterectomy
	
	57260-Anterior & Posterior Repairs, Perineorraphy
	
	49000-Exploratory Laparotomy

	
	58262-Total Vaginal Hysterectomy &   
	
	57288-Suburethral Sling w/Capio CL
	
	59820-Suction D & C

	
	            Bilateral  Salpingoophorectomy 
	
	52000-Cystoscopy
	
	49320-Diagnostic Lap, Pelviscopy

	
	58550-Lap. Assisted Vag. Hysterectomy
	
	58661-Lap. Bilateral Sacrospinous
	
	58555-Diagnostic Hysteroscopy

	
	58552-Lap. Assisted Vag. Hysterectomy 
	
	57282-Bilateral Sacrospinous Lig. Fixation
	
	58120-Fractional D & C

	
	            & Bilateral Salpingoophorectomy
	
	57284-Bilateral Paravaginal Repairs
	
	58558-Diagnostic Hysteroscopy,

	
	58150-Total Abdominal Hysterectomy
	
	46750-Anal Sphincteroplasty
	
	Fractional D & C

	
	58152-Total Abdominal Hysterectomy
	
	58670-Laparoscopic Tubal Ligation
	
	51010-Insert Suprapubic Catheter

	
	           & Bilateral Salpingoophorectomy
	
	58660-Laparoscopy w/Lysis of Adhesions
	
	

	Other Procedure:
	

	Special Equipment/Implants: 
	
	Latex Allergy
	·  

	

	ANESTHESIA REQUEST:

	Choice
	· 
	General
	· 
	MAC
	· 
	Epidural
	· 
	Spinal
	· 
	Local
	· 
	Epidural (PCA)
	· 

	Permission to leave message on answering Machine:
	· Yes
	· No
	· NA

	

	PREADMISSION SCREEN: 

	Phone:
	
	Appointment:
	
	Date:
	

	PCP/Admission Physician:
	

	PATIENT INFORMATION:

	Last Name:
	
	First Name:
	
	Middle Initial:
	

	Patient’s S.S.#
	
	DOB:
	

	PCP/Admission Physician:
	

	Comments:
	

	Adult
	· 
	Male
	· 
	Female
	· 
	Outpatient
	· 
	Inpatient
	· 
	AM Admit
	· 
	Observ. Bed
	· 

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	INSURANCE INFORMATION:
	
	
	
	
	

	Insurance Name #1:
	
	Insurance Name #2:
	

	Insurance Phone #
	
	Insurance Phone #
	

	Policy #:
	
	Policy #
	

	Group #:
	
	Group #
	

	Employer Name:
	
	Employer Name:
	

	Employer Phone #
	
	Employer Phone #
	

	Subscriber:
	
	Subscriber:
	

	Auth# / Ref#:
	
	Auth. # / Ref. #
	

	
	
	
	

	Patient Employer:
	
	Patient Work #:
	

	Patient Home #:
	
	Cell Phone #
	

	Patient Address:
	
	City:
	
	State:
	
	Zip:
	

	Diagnosis & Code:
	
	Date of Accident/Injury:
	

	
	

	PATIENT INFORMATION:
	

	
	· 
	Morbid Obesity
	· 
	Language

	
	· 
	Blind
	· 
	Wound Care Specialty Bed

	

	TESTING / ANESTHESIA PROTOCOL:
	

	Testing at:
	
	LABS = L
	EKG = G
	XRAY = X

	
	· 
	XXXXXXX  Hospital
	· 
	Quest
	· 
	Diagnostic Imaging

	
	· 
	Tower Diagnostics
	· 
	Primary Care Physician
	· 
	Lab Core

	
	· 
	Other
	· 
	
	· 
	

	
	
	

	INDICATIONS:

	
	· 
	Type and Screen
	· 
	CBC
	· 
	BMP

	
	· 
	CMP
	· 
	PT
	· 
	PTT

	
	· 
	UA
	· 
	EKG
	· 
	AP & Lateral Chest X-ray
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