
 

Surgery and Endoscopy Boarding and Pre-Admission Order Form    
 New          Reschedule                   Phone: (810) 342-2051                 Fax: (810) 342-3622 

 

Patient 
Name:___________________/___________________/____ 
                            Last                                                   First                             MI 
 

Male/ Female 
Circle One 

Date of Birth: 
_____ /_____/_______ 
  Month        Day        Year 

Primary Phone: 
 

Secondary Phone: SS#: Email Address: 

Street                                                                                                                                             Apt # 
 
City State 

 
Zip Patient Conditions: 

 MRSA          LATEX ALLERGY 
Insurance #1 
 

Contract Group Subscriber/ Relationship 

Insurance #2 
 

Contract Group Subscriber/ Relationship 

Case Information 
 

Surgeon: ________________________________________ 
 

Assistant: _______________________________________ 
 

Procedure/ CPT Code: 

Diagnosis/ ICD-9 code:    
     
Requested Surgery Date:  
Date:   ____ /____ /____ 
 

Time: ______________ 

Estimated 
Length of Case:   

__________ 

Referring Physician: 
 

Cell Saver 
 Yes   No 

 Interpreter 
Needed 
Type: _________ 

Scheduled By: 

Admission Type:  
 Same Day Admit (SD)      Ambulatory (AM)            Inpatient      
 Outpatient/ Local (OP)    Day Before Admit (IN)    23 Hour Admit (23) 

Anesthesia Type:     
 General       Spinal             Local 
 Mac             Epidural          Regional  

Implant or Special Equipment Requested: 
 
Vendor:                                                                            Type:                                                                                                Notified 

Pre- Admission Testing Physician Orders 
 ALB  HEMDF  HGBAICD  PTINR VITB12  CT SCAN CHEST Previous EKG: 

Date: 
Where: 
Copy Sent:   Yes    NO 

 ALP  CMP  HGBELC  PTT WBC  ECHO 
 ALT  CREA  LIPIDD  SICKLE T&S  ABI 
 AST  CRP  LYTES  TBIL T&C____UNITS  PFT 
 BLDTIME  FOL  MG  TROP 12 LEAD EKG  Follow Anesthesia 

Guidelines 
Previous CXR: 
When: 
Where: 
Copy Sent:   Yes    NO 

 BMP  GLU  MRSASC  UA 2V CHEST 
 BUN  HFP  P2Y112  CURINE VEIN MAPPING   
 CBC  Hgb  PLT  UPREG CAROTID DOPPLER 
Consult Type: 
Date: 
Physician: 

H&P: 
 Included w/Boarding     Send to   
 Dictate on arrival               PAT  

Cancer Staging Form: 
 If patient has diagnosis of cancer, 

please fax clinical staging form to PAT 
Additional Tests, Pre Medications or Special Instructions: 
 
 
                                                                                                                              __________________________________________

  Physician Signature                Date/ Time

McLaren Flint 
FLINT, MICHIGAN 

PT.

MR.#/RM.

DR.
 

  640B

SURGERY AND ENDOSCOPY BOARDING AND 
PRE-ADMISSION ORDER FORM
17844 (5/2013)




