
 
   

   

 
Pre-Operative Assessment  

 
Patient Name: ____________________________________    DOB: ___________ 
 
Surgery Date: ____________________    
 
Type of Surgery: ____________________________________________________ 
 
PCP Name: ____________________________________     Fax: _______________ 
 
Surgeon Name: _________________________________    Fax: ________________ 
 
Hospital/ 
Surgical Center Name: _________________________        Fax: _______________ 
 
Attached Documents:    

                       EKG: ____     Physician Note:  _____   
 
                              Echo Report: _____   Nuclear Stress Test Report: ______ 
 

Faxed by: ____________________________ No. of Pages: _________Date: ____________ 

 
 
 
 

 
Confidential Health Information Enclosed. Health care information is personal and sensitive. It is being faxed to you after appropriate authorization 
from the Individual or under circumstances that do not require Individual authorization. You, the recipient, are obligated to maintain this 
information in a safe, secure and confidential manner. Re-disclosure without additional consent or authorization of the Individual or as permitted by 
law is prohibited. Unauthorized re-disclosure or failure to maintain the confidentiality of this information could subject you to penalties under 
Federal and/or State law. Please contact us at 201-833-2300, to arrange for the return of the transmitted document or to guarantee its destruction. 


