
 

18400 Katy Fwy Suite 320 Houston, TX 77094 
 www.surgicalstx.com  info@surgicalstx.com 

 Phone : 713.955.9191 Fax : 832.626.4099 

 

APPOINTMENT TYPE   NEW PT  FOLLOWUP POSTOP 

PATIENT NAME: __________________________________APPOINTMENT DATE: _____________   

DATE OF BIRTH: ____________________ PATIENT PHONE: _______________________________ 

PATIENT ADDRESS: _______________________________________________________________ 

REFERRING PHYSICIAN: ________________________   WHO IS YOUR PCP? __________________ 

ALLERGIES: ___________ CURRENT MEDS: ____________________________________________ 

VITALS:  TEMP: ______ BP: ______ HR: _____ RR: ____ WEIGHT: _____ BMI: _____ 

NURSE COMMENTS: ______________________________________________________________ 

_______________________________________________________________________________ 

PHYSICIAN COMMENTS: ___________________________________________________________ 

_______________________________________________________________________________ 

( ) RISKS, BENEFITS AND ALTERNATIVES DISCUSSED AND PATIENT CHOOSES TO PROCEED 

PROCEDURE: ____________________________________________________________________ 

DIAGNOSIS: ____________________________________            ANTIBIOTIC: _________________ 

PREOP TESTS: _______________________________________________ 

FACILITY:   MH KATY  METHODIST WEST  KATY ASC 

LABS:     CBC        BMP        CMP        AMYLASE/LIPASE       PT/INR  

PMP REVIEWED FOR PATIENT:  

CARDIAC CLEARANCE: _____________________ 

RADIOLOGY: _____________________________ 

NEXT APPOINTMENT: 

SURGERY 

_____ DAYS         ____ WEEKS          _____ MONTHS 

SOFT TISSUE EXCISION 

LOCATION 

SIZE 

DEPTH:  

SUPERFICIAL 

SUBCUTANEOUS 

SUBFASCIAL 

http://www.surgicalstx.com/

