>

Eye Center

Surgery Clearance Form
Phone #: (904) 829-2286 Fax #: (904) 824-5324

To: Fax:
Name: DOB:
Pre-Op Date: Surgery Date:

Anesthesia: Conscious Sedation

Request Patient Surgery Clearance and Risk Stratification from
Medical:_ Cardiology: _ Pulmonology: _ Oncology:  Retina:
Patient Current Medication:
\/ Cleared: Yes_
No

Recommendations:

Please fax back to our office ASAP. Thank you for your prompt response.

Doctor’s Signature Date



