
   6/25/2004 

BAYLOR MEDICAL CENTER AT FRISCO 
SURGERY SCHEDULING FORM 

FAX: 214-407-5125 
 

Patient Name:                                                                     Date of Surgery:                 Time of Surgery:                    
 
Surgeon Name:                                                                    Anesthesiologist:                                                                  
 
Procedure:                                                                                                                                                                               
 
                 
 
Procedure Codes:                                                                                                                                                                    
   
Pre-Op Diagnosis:                                                                         Codes:                                                                         
 

Frozen Section Request      Yes      No             Grafts/Tissue Requested   Yes     No 
 

Grafts/Tissue Specifications (Size/Width/Length):                                                                                                               
 
       
    
Special Needs/Requests:                                                                                                                                                        
 
       
    
Instrumentation to be Delivered/Vendor Name and Phone No:                                                                                             
 
      
   
Patient Status:  SDC  23 Obs   IP    Procedure Length:                                                                                           
 
 
Patient’s Name:                                                                                                                                                                      
 
Address:                                                                            City:                                          State:            Zip:             
 
Gender:   M   F    Date of Birth:                                         Age:                                                                              
 
Home Phone #:                                  Work Phone #:                                 Cell # or Other Contact #:                             
 
Social Security#:                                       Insurance Name:                                                                                                
 
Insurance Address:                                                                                                                   Date of Injury:                 
 
Insurance Phone#:                                                           Precert/Authorization #:                                                               
 
Policy#:                               Insured:                                                                  Group #:                                              
 
Insured Employer Name & Address:                                                                                                                                     
 
Person Calling:                                                               Date/Time of call:                              Scheduler Initials:        
 
The document(s) accompanying the facsimile transmission contain(s) confidential information belonging to the sender that is legally privileged. The information is 
intended only for the use of the individual or entity named above, If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution 
or taking of any action in release of the contents of this telecopied information is strictly prohibited. If you have received this facsimile in error, please notify us by 
telephone immediately to arrange for the return of the original documents to Baylor Medical Center at Frisco. 

 


