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PRE-OPERATIVE INSTRUCTIONS 

               
Patient Name: _________________________________ Pre-Op date:________Time: ________am/pm  

Surgery Date: __________________ Hospital: _____________________________________________ 

Procedure:      ________________________________________________________________________ 

INSURANCE: 

We will file insurance for your pre-operative visit and the surgical procedure.  Please give us the correct information so we 

can verify your coverage and pre-certify the procedure prior to the surgery date.  We will need 1) the name of the 

responsible person, 2) the insured’s SS #, 3) your insurance company’s address and phone number, and 4) group or policy 

number.  Insurance requires us to inform you that it is possible that an out-of-network provider may render treatment 

during the procedure. If you have any questions, call James Carazola at 713-275-0916.  We file insurance as a courtesy to 

our patients; however, it is your responsibility to contact your insurance company regarding available benefits and any 

possible exclusion. 

 

METHODIST: ANESTHESIA GREATER HOUSTON: 713-620-4000 (this is the anesthesia group Methodist uses) 

 

HOSPITAL PREREGISTRATION: METHODIST: Preregister by contacting Registration and Patient Access at 713-394-

6805 or online at methodisthealth.com (Click Registration/Apps, then Hospital Registration, then The Methodist Hospital).  

Please call them one week prior to surgery if they have not contacted you. KIRBY SURGICAL CENTER: 832-201-5157 

 

PRE-OPERATIVE INFORMATION: 

If a sore throat, fever or any infection or illness develops prior to your surgery date, please notify Dr. Stasney/Dr. Thekdi’s 

office (713) 796-2181. 

 

DO NOT TAKE ASPIRIN, or other products containing aspirin, Ibuprofen (such as Advil®, Motrin®), Naproxen (such as 

Aleve® or Nuprin®), blood thinners (such as Coumadin® (warfarin), Plavix® (clopidogrel),  Effient® (prasugrel), Pradaxa® 

(dabigatran), Xareito® (rivaroxaban), Eliquis® (apixaban)), concentrated Vitamin E, or the Parkinson’s Disease medication 

Azilect® (rasagiline) for two weeks prior to surgery. See attached list of pharmaceutical products to avoid.  Tylenol or 

Tempra may be used when necessary for fever or pain. 

 

PLEASE HAVE YOUR FAMILY DOCTOR/INTERNIST SEND US THE FOLLOWING MEDICAL HISTORY, BLOOD 

ANALYSIS, & PHYSICAL EXAMINATION CLEARING YOU FOR SURGERY: 

 

 1. History and Physical – not to exceed 2 weeks from the date of surgery  

 2.   Laboratory Results – not to exceed 2 weeks from the date of surgery: 

  a.  CBC, platelet count, PT, PTT, UA 

  b.  Metabolic panel (Na, K, Cl, CO2, GLU, BUN, Cr, AST, ALT) 

3.   Cardiopulmonary Tests – for patients over 40: not to exceed 3 months prior to surgery 

  a.  EKG 

  b.  Chest X-Ray 

* If you have a history of cardiac problems, your clearance must come from your CARDIOLOGIST 

All history & physical and laboratory results must be in our facility 3-4 days prior to surgery;  you may send the 

information via Fax to (713) 796-2349 (attention: Margarita). Please call to check on the status of surgery clearance 

 

POST SURGERY APPOINTMENT: Make an appointment to see Dr. Stasney or Dr. Thekdi one week after surgery. 

 

Please contact Margarita (713) 796-2181 ext 125 or through the Patient Portal (NextMD.com) if you have any questions or 

concerns. If you need help enrolling in or accessing the portal please call our office and someone will help you.  

- Map  

- anesthesia questionnaire 

- call (on a working day) before surgery 

for: 

- time of surgery 

- make post-op appt 

- pain medication (get written 

prescription) 
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HISTORY AND PHYSICAL SHORT STAY FORM 

For admissions of 48 hours or less 

 

Name: _____________________________________________________________ Date: ____________ 

HISTORY 

CHIEF COMPLAINTS: _________________________________________________________________ 

_______________________________________________________________________________________ 

PRESENT  ILLNESS: ___________________________________________________________________ 

_______________________________________________________________________________________ 

PAST HISTORY: _______________________________________________________________________ 

_______________________________________________________________________________________ 

FAMILY HISTORY: ____________________________________________________________________ 

_______________________________________________________________________________________ 

ALLERGIES: __________________________________________________________________________ 

_______________________________________________________________________________________ 

CURRENT MEDICATIONS: _____________________________________________________________ 

_______________________________________________________________________________________ 

PHYSICAL EXAMINATION 

HEIGHT___ _____  WEIGHT ________ BLOOD PRESSURE _____/______ PULSE ______________ 

GENERAL: ____________________________________________________________________________ 

EENT: ________________________________________________________________________________ 

NECK: ________________________________________________________________________________ 

LUNGS: _______________________________________________________________________________ 

THORAX: _____________________________________________________________________________ 

HEART: _______________________________________________________________________________ 

ABDOMEN: ___________________________________________________________________________ 

BACK & EXTREMITIES ________________________________________________________________ 

IMPRESSION: _________________________________________________________________________ 

CLEARED FOR SURGERY?  YES __ NO__   _________________________________________, MD 

       Physician’s Signature 

         

 




