PLACE PATIENT
LLABEL

AREFULLY HERE
SUNIVERSITY ¢

FHOSPITAL
MCDUFFIE
SERVICE ORDER FORM Standard Pre-Operative/Pre-Procedure Orders

Fax (706) 597-5144

Admission Priority: [ Emergency [ltUrgent [J Etective TYPE OF ADMISSION: LI INPATIENT — CJOUTPATIENT
Medical Justification {Include onset of ilness date) Reason for Admission prior to procedure:

Location: JscC [ Other: Surgery Case Confirmation Number:

Allergies: Height: Welght:

Last Name First M| Sexx M F
DOB___f [ Aftending Physician Medical Record #

Insurance;Primary Policy/GRP# Pre-Cert#

Insurance; Secondary. Policy/GRP# Pre-Ceri#t

[} No Tests Required (% Ordered Test Below [ History & Physical Ll Distated [J Sentwith Patient T Consent Sent with Patient (1 No Gonsent

#ATTACH OR FAX A COPY OF DEMOGRAPHIC/INSURANCE INFORMATION*
PLEASE CHECK THE APPROPRIATE BOX - [1ROUTINE {1 STAT [J TO BE SCHEBULED

DIAGNOSTIC TESTIPROCEDURE NAME CPT ICD-10 & BIAGNOSIS READING PHYSICIAN
1.
Clinical Pecision Support Vendor utlized; (qCDSM) LT na . .
Decision Support Session D # Scora
Name; or Code; G | Adherence; L1 MF{no) 0 MGIno critetia avail,) {:] ME(yes)
2.
Clinizat Decision Support Vendor ufiized; {qCDSM) O NA » .
Decision Support Session ID # Scare,
MName; or Code; G Acherence; {] MF (o) D MG(no criteria avail.} M ME{yes)
3.
Clinical Decision Support Vendor ulfized; {qCDSM) ] na -
Decision Suppott Session I # Score,
Mame; or Code; G _ | Adherence; LI MF{no) 0 MGlno criteria avail.} ] ME{yes)
TEST |CD-10 Code | TEST ICD-10 Code | BLOOD BANK ICD-10 Code | TEST ICD-10 Code
[ pLoon count Oesr _— DgggEEﬁ’gNLy ED:] EKG  Readby
WYY Uere i
M B O ) o (3 1vPE AND CROSSMATCH LI PRIOR CARDIAG CLEARANCE
DIFF I WA Microscopic __ - NUMBER OF UNITS B
Oewe | -Reflux Culture 7 AUTOLOGOUS - by Dr.
Llowp — L] pre - 0p Nasal Screen O oikecTeD: [erIOR EKG DONE
Ol PrRiOR LABS ARE ATTACHED | LI BETA HCG DESIGNATED Date:
I new Lag oroers aTvackep | EPT/iNR Oprr oy D

Pre-Op Visit Date:

For Surgery patients, use Anesthesiologist's Standard Pre-op Ordsrs

L1 patient has history of MRSA or if nasal screen is positive, activate the Staph aureus MRSA Pre-op Decolonization Order Set,

Pre-op Medication{s)

Dose

Route

Frequency

*note: Pre-op antibiotics must be entered in Epic by the provider fo ensure appropriate antibiotic sefection

Ovo OTO RBAV

[

Physician’s Signature;

{Date)

*required

(Time)}
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