Fi] Huntington Hospital

PREOP TESTING FAX COVER SHEET
TO: Admitting Testing @ Huntington Hospital Fax No. : (626) 397-2932

DATE: TIME: NO. OF PAGES:
FROM:
TELEPHONE: FAX:
(of sender) (of sender)

DESCRIPTION OF DOCUMENTS SENT for:

(patient's name)
Physician orders (must include date of surgery and be signed, dated and timed by the physician)

History & Physical
Labs
EKG

Chest x-ray

Other tests:

(please specify)
Medical/Cardiac clearance

Surgical/Procedural Consent
Special Consent: Hysterectomy Sterilization
Blood Transfusion

Other

**All pages must have patient’s name and date of surgery clearly visible**

To verify receipt of all documents, please call (626) 397-2669

FHHFHFFFXCONFIDENTIALITY NOTICEH *HHFH**

The document accompanying this facsimile transmission may contain legally PRIVILEGED or CONFIDENTIAL information
belonging to Huntington Hospital. This information is intended only for the use of the individual or entity named above. The
recipient is prohibited from disclosing this information to any other party without express authorization from Huntington Hospital
and is required to destroy the information after its stated need has been fulfilled, unless otherwise required by law.
Unauthorized disclosure of patient information may subject you to fines and other legal penalties. If you are not the intended
recipient, you are hereby notified that any disclosure, copying, distribution or action taken in reliance on the contents of these
documents is strictly prohibited. If you have received this facsimile in error, please call the telephone number listed above to
notify the sender immediately to arrange for the return of these documents and Huntington Hospital's expense.
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