
INSURANCE

Insurance _____________________________________  HMO   PPO   POS   EPO   Other    Phone # (______) ______________________

Insured Name _____________________________________________  DOB ______________  Relationship to Patient _______________________

Claim Mailing Address: ______________________________________________________________________________________________________

Insured ID # _____________________________ Group # ____________________________ 

Insurance ___________________________________  HMO     PPO     POS     EPO     Other    Phone # (______) ____________________

Insured Name ___________________________________________ DOB _______________ Relationship to Patient _________________________

Claim Mailing Address: ______________________________________________________________________________________________________

Insured ID # _____________________________ Group # ____________________________ 

CCS-001  (04/09)

SURGERY SCHEDULING  

Surgery Date ________________ Start Time ____________ Duration ______________ Surgeon ___________________________________ 

Reschedule Date ________________ Start Time ____________ Duration ______________ Person Scheduling Case ____________________________

Last Name  _____________________________  First Name  __________________________ MI _____ DOB ___________ Age  _______    M    F

Address __________________________________________________ City ________________________ State _________________ Zip ____________

SS# ______-______-__________   Home Tel# ( _____ ) ____________________   Alternate # ( _____ ) ____________________  cell / work / other

Anesthesia:     Gen     Gen w/     MAC     Bier Block     IV Sedation     Choice     Local  

    ICD-9/CPT DX/Proc Site

1) __________________________________   ____________________________________________________________ ________________________ 

2) __________________________________   ____________________________________________________________ ________________________ 

3) __________________________________   ____________________________________________________________ ________________________ 

4) __________________________________   ____________________________________________________________ ________________________ 

PLEASE LIST SPECIAL EQUIPMENT/INSTRUMENTS/IMPLANTS NEEDED:

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

 Right   Left   Bil.

 Right   Left   Bil.

 Right   Left   Bil.

 Right   Left   Bil.

4300 Cagle Dr., Suite 100 • North Richland Hills, TX 76180

FAX TO:  817-548-4011

Scheduling phone:  817-548-4010
MAIN phone: 817-548-4000 	

	q   Patient/legal gaurdian given written "Patient Rights and Responsibilities" on ________________ by _________________.

		  Follow-up Appointment is scheduled for  ____________________________________________________________________
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