W Memorial
A ; Hospital
SPINE SURGERY SCHEDULING FORM

Phone: (858) 939-3424 Fax: (858) 636-2555

Olnitial Booking [1Modified Booking/Description:

DATE: FROM: PHONE #:

INFORMATION REQUIRED FOR ALL CASES TYPE —-NO ABBREVIATIONS
PATIENT LAST NAME: FIRST NAME:
ADDRESS:
CITY: STATE: ZIP CODE:
PHONE NUMBER: (HOME) (CELL PHONE)
DATE OF BIRTH: / / SEX: SSN# - -

OJINPT LJSHORT STAY LJOUTPT [JIN HOUSE RM #:

SURGEON:
ASSISTANT / SECOND SURGEON: PROCTOR IYES [INO
SURGERY DATE: / / TIME: LENGTH OF PROC:

PRE-OP DIAGNOSIS:

LATERALITY: [J LEFT CJRIGHT [ BILATERAL [ N/A

SURGICAL PROCEDURE:

IMAGING PROCEDURE:

PERFORMED AT SHC: LJYES LINO PERFORMED AT SDI: LJYES [INO

LOCATION PERFORMED: PHONE #: DATE PERFORMED:

IMAGES TO BE PRINTED: LIYES [INO OUTSIDE IMAGES: LISURGEON TO BRING [IPATIENT TO BRING [JCD FROM OFFICE

ADDITIONAL PATIENT INFORMATION

PATIENT E-MAIL: HEIGHT: WEIGHT:
INSURANCE CARRIER: INSURANCE ID#

NAME OF SUBSCRIBER IF OTHER THAN PATIENT: DOB:

AUTHORIZATION #: LIPENDING LINOT NEEDED CPT CODE(S)

WORKMANS COMP CARRIER: [IYES CINO

ADMISSION TIME: LIBRACE TYPE: LIVENDOR: LIPRE-OP [J POST-OP

LATEX ALLERGY: LJYES LINO ISOLATION PRECAUTIONS: PRIMARY LANGUAGE: INTERPRETER: LJYES [INO

IS PATIENT COMING FROM A SKILLED NURSING FACILITY? [OYES [ONO FACILITY:




BOOKING INFORMATION

PATIENT NAME: DATE OF BIRTH:

PREFERRED START TIME:

FOLEY: LJYES LI NO [JICU BED LJANESTHESIA TYPE:

INTRAOP MONITORING: [ISSEP [IMMEP [JEEG LONUVASIVE [ NOT NEEDED [JOTHER

RADIOLOGY: [X-RAY [CINEW OEC C-ARM [ILONG CASSETTE [JOTHER: CERTIFIED: LJYES CINO

POSITION: [JSUPINE [JPRONE [J LEFT LATERAL [JRIGHT LATERAL [JOTHER

POSITIONER DEVICE: [JGREEN LIGHT JACKSON ([0 WILSON [JHALL) LJANDREWS [IMIDMARK (COMAYFIELD [IC-FLEX)
COBERCHTOLD [JLAM ROLLS

EQUIPMENT: [ICELL SAVER LICOOL SUIT LIMICROSCOPE: (LULEICA [IMITAKA) [IDRILL [IBRAIN LAB

BONE: LJAUTOGENOUS LILIAC CREST LJOTHER

ALLOGRAFT: LJCANCELLOUS [IOSTOECEL [ TRINITY JPUREGEN [JOTHER ALLOGRAFT

IMPLANT / INSTRUMENTATION / REP NEEDED:

OTHER:

CANCELLATION REASONS IF APPLICABLE

[JAbnormal Labs [JCase Booked Elsewhere iInsurance Doesn’t Pay [Patient Ate Patient/Family Request/Refused

[Physician Cancelled (Please Explain):

OOther Cause (Please Explain):

Revised 6-3-2014
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