
BAY-165 (10.23)

1900 COLUMBUS AVE • BAY CITY, MI 48708
(989) 894-3278 • FAX (989) 891-8155

PATIENT NAME: ____________________________________________ DOB: ______________  DR: __________________________

PHONE: ____________________________  DIAGNOSIS: _________________________________________  DATE: _____________

ADDRESSOGRAPH

PROCEDURE/ORDER
PACKET

2431 S. M-30 • WEST BRANCH, MI 48661
(989) 343-3264 • FAX (989) 343-3202

PROCEDURE PACKET/ORDER Insurance: __________________________
2nd Opinion  Y  N  Date: _______________
                           Cine Pick Up: __________

PROCEDURE:   CATH POSSIBLE

CATH         PTCA DCA STENT         TEE         PPM         DOB ECHO         CV         TILT         P A C GEXT

TYPE: ________________________  LESIONS: _______________  ASA: __________________

Hosp: _________________________  Date: ___________________  Time: _____________  Scheduled with: ____________________

Labs: _______________________________________________________________________________________________________

Ordered by: __________________  Family Doctor: __________________  Phone: ________________  Notified: __________________

Instructions: __________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

Cath Consent Form: _____________________________  Received: ______________________  Booklets: ______________________

Known Dye Reaction: ______________  CT Dye?: ______________  IV Dye?: _______________  Iodine/Seafood?: _______________

Anticoagulate?: ___________________  Type: ______________________________  Dose: ___________  Last Taken: _____________

Diabetes: ________________________  Diet Controlled: ________________  Oral: ________________  Insulin: __________________

Renal Impaired: ________  Creatine: _________  GFR: _________  Prehydration needed: Y / N _________ Mucomyst Y / N _________

Previous Cath?: ____________________________  Date: _________________________  Hospital: ____________________________

Previous PTCA?: ___________________________  Date: _________________________  Hospital: ____________________________

Previous CABG?: ___________________________  Date: _________________________  Hospital: ____________________________

               Graft: _______________________________________________

Cardiac Clearance: ______________________________  Surgeon: __________________________  Phone: ____________________

(initials)               Scheduled by: ______________________  LPN/RN: ______________________  Packet: ______________________

PATIENT RECORDS ATTACHED:

 Report Date Report Date PLAN:

nn Patient Flow Sheet _____________ nn Recent Discharge Summary _____________

nn Current Medication List _____________ nn Echo _____________

nn Patient Hx Form _____________ nn PAC GEXT _____________

nn Recent EKG _____________ nn Holter _____________

nn Chest X-ray (PA/Lateral) _____________ nn Cardiac Cath Report _____________

nn Most Recent Office Visit _____________ nn CABG _____________

nn Recent H & P _____________ nn Recent Lipid w/HDL _____________

nn Recent Consult _____________ nn Initial & Most Recent PMR _____________ H & P Dictated __________

    Implant Surg Report  Cath Dictated ___________

____________________________________________________      ______________      ______________
ORDERING PHYSICIAN SIGNATURE DATE TIME

ORIGINAL: MEDICAL RECORD      YELLOW COPY: HOSPITAL


