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Procedure Name & CPT Code(s):											
Diagnosis & ICD-10 Code(s): 												
Special Equipment Needs: ____________________________________________________________________
Documents Attached (check all that apply):
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Insurance Verification:
Primary:						 Secondary:							
Phone#:						 Phone#:							
ID#:							  ID#:								
Date Verified:						 Date Verified:			_________			
AUTH#:						 AUTH#:							
Inpatient # Days Approved: __________________  Inpatient # Days Approved: ________________________
Ins. Representative Name:		____________ Ins. Representative Name:				______
Call Reference #:____________________________ Call Reference #: _________________________________
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All patients: SageWest specific

Pre-surgery Cover Sheet
Physician’s Pre-Operative Orders
Consent to Operation, Treatment,
Other Procedure

Health History Questionnaire (2 pages)

Al patients: Clinic Specific

Current History and Physical (H&P)
Current Demographic Sheet
Copy of Insurance cards (Front and Back)
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g Medicaid Speci

Abortion Certification Form
Sterilization Consent Form (3 pages)

o completed 30 days prior to procedure
Hysterectomy Acknowledgement of Consent

o Pre-Operative Order MUST indicate IP admission
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Patient Sticker

Patient Name: HSC: Account #:

DOB: Date Admitted:





