MEDICAL CLEARANCE FORM

Dear Doctor,

We greatly appreciate your attention to this form.  Dr. Gatewood can be reached if necessary at 941-756-9110.  The Microsurgical Center is deeply committed to the highest quality of patient care and safety during surgical procedures.

Patient Name: _________________________________
D.O.B.  ___________________

Physician Name: _______________________________
Specialty: ______________________________

Address _____________________________________

____________________________________________

Phone: ______________________________________
Fax: __________________________________

Patients Diagnosis & Severity: _____________________________________________________________

_______________________________________________________________________________________

Current Medications: _____________________________________________________________________

_______________________________________________________________________________________

Does the patient have any medical conditions that would preclude surgery in the office setting with IV conscious sedation supplemented with local anesthesia? ___Yes___ No

Comments: _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any special precautions necessary before during and after the procedure. (BP, Pulse, O2 Saturation will be monitored by a certified nurse anesthetist during the procedure).  ______________________________________________________________________________________________________________________________________________________________________________

If condition precludes the procedure being done in the office setting, is the patient able to have surgery in an ambulatory surgery center under general anesthesia with an anesthesiologist present?  ___Yes ___No

Comments: _________________________________________________________________

___________________________________________________________________________

Physicians Signature: ___________________________


Date: __________________________________

