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THOMAS L. ERICKSON, M.D.            

PATIENT NAME:_____________________________________

SURGERY DATE:_____________________________________

HOSPITAL PRE-OP TESTING/ REGISTRATION:

 A NURSE FROM THE HOSPITAL WILL CONTACT YOU REGARDING YOUR PREOP/REGISTRATION ONCE AUTHERIZATION FROM YOUR INSURANCE HAS BEEN OBTAINED.
IF YOU HAVE QUESTIONS ABOUT YOUR PRE-OP TESTING, CALL THE HOSPITAL AT 381-6549.

HISTORY & PHYSICAL EXAM BEFORE SURGERY 
DATE: _____________________

TIME: _____________________

FIRST APPOINTMENT AT THE SURGEONS OFFICE AFTER SURGERY:

DATE: _____________________

TIME: _____________________

MEDICAL CLEARANCE NEEDED?  Y  N 

CALL ME AFTER YOU GET THE CLEARANCE TO CONFIRM THAT WE HAVE RECEIVED THE RESULTS.

* IF YOU SHOULD HAVE ANY QUESTIONS, PLEASE CALL ANNIE BEFORE YOUR SCHEDULED SURGERY DATE.  836-1660.

* IF YOU SHOULD HAVE ANY QUESTIONS REGARDING THE TIME OF YOUR SURGERY PLEASE CONTACT THE DAYSURGERY UNIT AFTER 4:30PM THE NIGHT BEFORE YOUR SURGERY AT (520) 381-6695 
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