LOYOLA UNIVERSITY CHICAGO

Surgery Scheduling Form

 FORMCHECKBOX 
  In-Patient Surgery 708/216-3999 - FAX 708/216-3469

 FORMCHECKBOX 
  Outpatient Surgery Mulcahy Fax - 708/216-9254

THE FOLLOWING MUST BE COMPLETED OR CASE CANNOT BE SCHEDULED


Pt

XL

OR

Palm

Referral

PLEASE PRINT CLEARLY

	Case Number (OR Use Only):
	
	Date/Time of Surgery:
	     

	
	
	
	

	Pt Last Name, First Name
	     ,      
	MRN#
	     

	
	
	
	

	Home Phone:
	     
	Work Phone:
	     

	
	

	Primary Surgeon’s Name:
	David A. Hatch, M.D. [12727]

	

	THE PRIMARY SURGEON’S OFFICE IS RESPONSIBLE FOR NOTIFYING ADDITIONAL SURGEONS OF THE SCHEDULE


	Additional Surgeons/Sr. Resident:
	     , M.D.
	
	
	Pagers:
	     

	


	Procedure(s) (How It Will Appear on the Schedule.  DO NOT ABBREVIATE and Include Specific Site and Laterality):

	     
	

	     
	

	
	

	Estimated Physician Time:
	
	Hours:
	     
	Minutes:
	     
	Start Time Availability:
	


(“If No Time Filled Out, We Assume Anytime”)

	Ancillary Dept. (E.G. Cell Saver, X-Ray, Etc.):
	     

	

	Equipment Needed (E.G. Camera, Prosthesis, OR Table, Baribed, Skytron Bed, C-Arm, Etc.
	                                                          

	     
	

	

	Instruments (If NONE Please State):
	     

	

	Comments:
	     

	

	Anesthesia Type:
	General
	Patient Position:
	 FORMDROPDOWN 


	

	Nuclear Med/Localization Time:
	
	
	Pacemaker/AICD:
	Yes
	
	No
	
	     If Yes – Appt. Date:
	

	

	Pre-Op Diagnosis:
	     


	


ADMISSION RESERVATION

	All of the Following Patient Information MUST be Completed


	Date of Admission:
	     
	Date of Birth:
	     
	SS#
	


Patient Status:        FORMCHECKBOX 
  AM Admit        FORMCHECKBOX 
  Observation (< 24 h)        FORMCHECKBOX 
  Inpatient        FORMCHECKBOX 
  Add On        FORMCHECKBOX 
  Same Day Discharge

	Does Patient have a Loyola Primary Care Physician?
	Yes
	
	No
	
	
	Name:
	


	I will schedule the Patient for a Pre-op consultation with their Primary Care Physician.
	Yes
	
	No
	
	


	The Surgical Service will complete the Pre-op H & P.
	Yes
	X
	No
	
	


	IF NO:


	Would you like to request a Pre-op Consultation in SAC by a Loyola Primary Care Physician?
	Yes
	
	No
	


	Any Special Date Desired for PAT Note Here:
	     


(Fax Order Sheet to Ext. 66961 if Special PAT Needed)

	Sex:        FORMCHECKBOX 
 Male        FORMCHECKBOX 
 Female             H&P Completed?        FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No            Isolation Needed        FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No
Latex Allergy:        FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No                                                    MRSA, VRE, TB, Other:       _____
Type of Bed Needed:        FORMCHECKBOX 
  Floor        FORMCHECKBOX 
  Unit        FORMCHECKBOX 
  IMC        FORMCHECKBOX 
  Private        FORMCHECKBOX 
  Telemetry
Requested by:    Linda Bauman______                                                   Date Submitted:       _____


	Telephone Number:
	708 216 6266 #3
	Fax Number:
	708 216 6585


