
Give this information to our staff when scheduling a pre-operative medical 
examination appointment: 
 
 
Patient name __________________________________  
 
Surgeon name _________________________________ 
 
Procedure requiring pre-testing ___________________________________  
 
Date of surgery/procedure ______________________________________  
 
Reason for the procedure _______________________________________  
 
Location of facility ____________________________________________ 
 
Type of anesthesia ____________________________________________  
 
Address or fax # to which medical evaluation is to be sent 
 

 
___________________________________________________________ 


