MY HOSPITAL
Hilo @Medical Center

MY COMMUNITY SCHEDULING DESK FAX completed forms to:
SCHEDULING REQUISITION 932-3271 OR 932-3275 974-7060
PATIENT INFORMATION
LAST NAME: FIRST NAME: M.
MAIDEN /OTHER SURNAME:
DOB:  / / PHONE#: - - CIFEMALE CIMALE
INSURANCE INFORMATION
POLICY NUMBER:
[1QUEST INTREGRATION PLAN [JALOHACARE | CIHMSA | OIKAISER | OOHANA | OUHC
[IMEDICARE CJADVANTAGE PLAN
CIHMSA CIPPO | OOHPH | OAKAMAI
[CIOHANA CIADVANTAGE PLAN
CIKAISER CIADDED CHOICE | CISENIOR ADVANTAGE PLAN
[JUHC CJADVANTAGE PLAN
[IVETERAN’S ADMIN [CIWORKMAN’S COMP | CIOTHER:
COULD ANY PORTION OF THIS PROCEDURE BE CONSIDERED TO BE EITHER PROPHYLACTIC (P) OR COSMETIC (C)? [IYES [INO
AUTHORIZATION # EFFECTIVE DATES: CIPRE-AUTHORIZATION NOT REQUIRED
/7
Status of Authorization confirmed by: Insurance Representative Name: Date: / /
DIAGNOSIS ICD CODES
DIAGNOSIS: ICD 9 CODE: ICD 10 CODE:
SEC. DIAGNOSIS: ICD 9 CODE: ICD 10 CODE:
PROCEDURE TIME REQUIRED  CPT-4 CODE:

CJCOSMETIC
CJPROPHYLACTIC
CJCOSMETIC
CIPROPHYLACTIC
CJCOSMETIC
[CJPROPHYLACTIC

ALL PATIENT INFORMATION ABOVE THIS LINE IS REQUIRED IN ORDER TO SCHEDULE A PROCEDURE

ANESTHESIA

[LIGENERAL LIMAC |:|LOCAL

BOOKING INFORMATION
DATE:
SURGEON:

ASSISTANT:

CISPINAL CIEPIDURAL | CIOTHER:
CIELECTIVE CIURGENT CIEMERGENT
TYPE OF ADMISSION: | JAM ADMIT | OsDC | CIIN | CISNF

PEDIATRICIAN:
POSITIONING

' OSUPINE | CIPRONE CLATERAL | OJRT | O4LT | OUTHOTOMY | CIOTHER:

SPECIAL REQUESTS/COMMENTS
PREOP TESTS: | CIPT/PPT | COCBC | CICHEM 7 | CJUA | CJEKG | COCXR | OIT/S | CJUHCG PREG) | CIPATHOLOGY
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