
Last Name ________________________________________

First Name ________________________________________

Preferred Name __________________________________

DOB _______/_______/___________

SSN# ___________-_______________-________________

Cell Phone __________-____________-______________

Alternate Phone __________-__________-__________

Email _________________________________________

Address _______________________________________

City ___________________________________________

State _________________ Zip Code ______________

Sex at Birth: Male _________  Female _________

Gender: Male _________  Female _________

Trans-man________ Trans-woman ________

Race:  W _________   B __________  A____________

             Other: _________________________________

Hispanic/Latino: YES_________    NO___________

Emergency Contact ______________________________

Relationship______________________________________

Cell Phone ___________-______________-_____________

Post-Operative Appt. ___________/__________/_____________at______________

For SAC Use Only: 

______ CONFIRMED for Pref’d Date/Time

______  DENIED; Reason ____________________________



Requested Procedure Date ______/_____/________

Requested Procedure Time _______________AM/PM

Attending Physician ______________________________

Assistant: YES_______  NO______ 

Case Length: ___________________(hrs/mins)

Diagnosis _______________________ ICD ____________

Diagnosis _______________________ ICD ____________

Laterality:  N/A__________ BILATERAL ___________

        LEFT____________  RIGHT____________

Procedure(s): _____________________________________

________________________________________________________________________________________
__________________

CPT Codes ________________________________________

Anesthesia Type __________________________________

Equipment ________________________________________

Patient has an Internal Electronic Device (IED): 

YES ____________ NO __________

If yes, Company/Mfg___________ Device__________  

Pre-Admission Testing/Clearance(s) Ordered: 
________________________________________________________________________________________
__________________

Comments/Requests _____________________________

_____________________________________________________

Physician Signature: ___________________________________________________

Date________________ Time________________AM/PM

Surgical/Procedural ReservationCosmetic Outpatient

FAX TO: 484-222-6831SCAN/EMAIL: frontdesk@surgartscenter.com




