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Today’s Date: ___/___/___

Confirmation# __________

Scheduler: _____________

Stamford Hospital / Tully Surgical Center 

Surgical Booking / Preadmission Testing Form
Section A:

      Patient Name: ______________________________________________DOB____________SSN___________

      Home Phone: _______________                 Work Phone: _______________        Other Phone:______________

      Language if Non-English Speaking: ________________ Contact Person _______________ Phone: ___________

      Facility:  _____ Stamford Hospital                                         _____ Tully Center

                    Phone: 203-276-2100                                             Phone: 203-276-2100

                    FAX: 203-276-7845                                               FAX: 203-276-7845
   Surgeon: ________________________________________________Assistant:_____________________________

   Date of Surgery: _____________________Scheduled Time: __________ Amount of Time Requested: __________ 

   Procedure: _________________________________________________________________________________

                      ________________________________________________Procedure Code(s): __________________

   Diagnosis: _________________________________________________ Diagnosis Code(s): __________________

                      _________________________________________________

   Medical Evaluation: No_____ Yes _____    PCP: ________________________________

   Consultation MD: ________________________ Reason: ___________________________________________

   Past or current history of CDIFF__________ MRSA__________ VRE__________

Section B: Anesthesia Type:                                     Admission Type:

   _____ Local             _____ Block / Interscalene                     _____ Outpatient (Same Day Surgery) _____PDS(Pedi Day Surgery)                                                                                                                                           

    ____ Local MAC    _____  Regional/Spinal/Epidural           _____  Inpatient                                        _____PSDS(Pedi Inpatient)

    _____ General                                                                              _____ DA (Direct Admit)                       _____ CCU

    _____ Regional/Spinal/Epidural                                                                                                                    _____ SCU

Section C:  TESTING ORDERS:

       _____ MRI: Non Contrast / Open / Contrast       _____ Bone Scan                                              _____ EKG

     ______ Chest x-ray                                               _____ CT Scan: Non Contrast / Contrast          _____ Other

     ______ CBC            ____ HCG          _____ ABG’s                 _____ TSH      _____ Urine Culture & Sensitivity   

     ______ CMP            ____ PT              _____ PFT                     _____ T3         _____ U/A

     ______ BMP            ____ PTT           _____ Type & Screen     _____ T4         _____ Blood Glucose on Admission  

Patient healthy no testing required _____

Testing site: Stamford Hospital_____Tully Center_____ Other/Name________________________

 I __________________________ give permission for release of this information to Stamford Hospital/ Tully Surgical Center.  (Patient signature required for release of information) 

Section D: Pre-Certification Information

     Primary Insurance Co. ______________________________ Phone No. __________ Policy#: ______________

     Secondary Insurance Co. _____________________________ Phone No.__________ Policy#: _______________

     Surgery Pre Cert#: _______________________________________ Approved by: ________________________

Section E:

     ____C-Arm 9600     ___ High Flow Insufflator       ___ Laser             ___ Mini C-arm                   ___ Stealth

     ____C-Arm 9800     ___ Fracture Table                ___ CPM              ____ IOM                           ___ Viewpoint

     ____Cell Saver         ___ Microscope                     ___ PA                 __________________________ Other                                                                                                                                                    

Physician Comments: ____________________________________________________________________________

Physician Signature:   ____________________________________________________________________________

Revised: 8/5/05 RTC/CH

MUST BE FAXED AT TIME OF BOOKING

