Updated July 05, 2017

WESTON OUTPATIENT SURGICAL CENTER

SURGERY SCHEDULING REQUEST FORM
Attn: Yaira Schmidt Tel: 954-703-3051 Fax: 954-703-3151
Email: Yaira.Roche@westonasc.com

Today’s Date

Patient Name DOB: Sex: SS#

Address

Home Ph # Cell Ph # Work Ph # Ext.

Primary Insurance / Payor
] HMO (in-network only)- [ HMO/POS - [JPPO - [ Self Pay [ Medicare (reqular) - [] Medicare HMO [ Medicaid

[] Worker’s Comp - [JAuto [ Legal

Date of Accident or IlIness: / / -- Front and Back Copy of Insurance Cards Submitted: [JYes [J No

Insurance Carrier Phone #

Insurance Address

Insured’s Name Patient Relationship to Insured: (] Self [1Spouse [] Child/Dependant
Insured’s Employer Insured Emp’s Ph #

Insured’s SS # ID # Group # W/C or Auto Claim #

Pre-Certification # Contact Name Phone #

Secondary Insurance Carrier Ph # ID # Grp #

Surgeon / Surgery Information

Surgeon Name Contact Ph # Fax #
Date of Surgery / / Time of Surgery Length Type of Anesthesia
Primary Diagnosis ICD 10 code
Secondary Diagnosis ICD 10 code
Primary Procedure CPT code
Secondary Procedure CPT code

CONSENT TO READ (PLEASE COMPLETE FILL OUT):

[JRight [1Left [IBilateral [1NA

Special Equipment / Other Needs

Pre-Existing Condition: [1 DIABETES [JCARDIAC [INEURO [JCARCINOMA 1 OTHER
Pre Op Labs to be done: 1 CBC SMA UA SERUMPREG [IPT IPTT IOTHER

Pre-Op Labs being done at Phone #

Medical Clearance by Dr. Phone #

***Please Fax Physician Orders and Front & Back Copy of Primary and Secondary Insurance Card(s)***



