Ablation

PATIENT SELECTION & HEALTH INFORMATION SHEET

OBGYN NAME

PRACTICE NAME & LOCATION:

DATE, TIME AND TYPE OF SCHEDULED SURGERY:
AMBULATORY HEALTH RESOURCES 21

NAME

Date & Time of surgery,
Age____ Birthdate

Preferred name

CELL#

EMERG CONTACT.

Primary care physiclan
Date of last exam

Results of Iast exam

Date & Resuits of last lab work

Height Waeight

Insurance Company:

Could you be Pregnant?

# alcoholic drinks per week_____
Recreational drug use

Problems w/ Anesthesig

Diet pill use,

Recent Draining Sinuses

Caffeine per day,

LLERGIES [xovEsS ReEacTiON

Do You Have a History Of:

YES

FAX 214-687-0897
VERSION.7.6.10

herbs, dlet meds, inhalers,

H

Personal Preferences:
ugic

«~—END OF PATIENT PORTION—

_
NOTE:
PLEASE FAX THIS COl-
PLEYED FORMTO PARAGON

IABNORMAL LAB RESULTS:

H/H if pt has a hx of recent symptem-
fic anemia.

PM:

—— — = ==

BODY MASS INDEX

BMi=KGM2
HEIGHT/OBESITY MORBID?
30 35
'10° 85 76
'11° 68 79
‘0" 70 81
140 72'———84
2" 7587
3" 7780
‘4" 80~ -03
lsll 32 96
!6. 8 99
7" 87——102
'8" 80 105
D 92_- 108
"10" 85 111
'11° 98 114
0" 101——118
"1 104—-120
‘2" 108—-124
3" 109—127
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FASTING GUIDELINES F FICE SURGERY 6.7.09

UNTIL TWO HOURS
BEFORE YOUR SCHEDULED SURGERY START TIME YOU MAY HAVE THE FOLLOWING LIQUIDS:
COFFEE
(SUGAR, SWEETENER, NON-DAIRY CREAMER OK)
TEA
(SUGAR, SWEETENER, NON-DAIRY CREAMER OK)
SOFT DRINKS:
(COKE, SPRITE, GINGER ALE, ETC).
WATER
FRUIT JUICES WITHOUT PULP
(SUCHAS APPLE, CRANBERRY OR GRAPE)
PLAIN JELLO
(NO FRUIT, NO DAIRY)
CLEAR CHICKEN BROTH
(SWANSON'S CANNED IS OK)
***DO NOT DRINK MILK OR DAIRY PRODUCTS™
***DO NOT DRINK JUICE WITH PULP™
(MOST ORANGE JUICE HAS PULP)

UNTIL SIX HOURS
BEFORE YOUR AFTERNOON SURGERY START TIME YOU MAY FOLLOW THE ABOVE DIRECTIONS
FOR LIQUIDS
PLUS.... ALIGHT BREAKFAST OF:ONE OR TWO PIECES OF DRY TOAST WITH JAM OR JELLY ONLY
AND ONE POACHED OR BOILED EGG (NO OIL)
OR: 2 PANCAKES WITH SYRUP ONLY (NO BUTTER).

UNTIL EIGHT HOURS
BEFORE YOUR SURGERY
YOU MAY HAVE: A NORMAL BREAKFAST
FOLLOWED BY: ALL OF THE ABOVE LIQUIDS
(UNTIL TWO HOURS BEFORE SURGERY)
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TO THE PATIENT: You have the as a patient, to be informed about your condition and the recommended surgical procedire
muwwmmmmmwmmmmmmamwmmmmmm
tisks, hazards and requiremants involved. You have the right to be chargad a reasonable and falr amotnt for the procedure used.
You have the right to be biilad fairly uaing a system that allows you to understand the billing process and the bifls thamselves.
You have the right as a patient to ke treated with compassion, iindness, respect and wann understending. This disclosure is not
meant to scare or alamm you, it is simply an effort to make you belter informed so that you may give or withhold your consent for
%memm ,ihﬂad a3 my OB/GYN and such associales, technice) assistants and othes health care
providers a3 may bo deemed necesaasy, to treat my conditon which has been explsined to me

HIENUMETRORRHAGIA OR HEAY] AR LISHIRE, LRI HING

S UETR AN SR

- | understand that the following surgical and disgnostic procedures are planned for me and | voluntarily consent and authorize
e ___Endowetrigl Ablation

- | understand that my physician may discovar ather or different conditions which require additional or different procedures than
those planned. | authorize my physician, associates, technicel assistants and other heaith care providers to perform such cther
procedures which are advisable in thair profassional judgement.

-ido donol___, consent to the use of biocd and blocd products in the rare cocasion that they would be necessary, | also
reatizo that the usua risks and hazards may oceur in connection with fids particular procedure, including fever, transfusion reao-
ﬁmmqmmmnm.mmm

procedure to reduce bleading, regrowth of the uterine ning and regrowth of uterine fibroids or palyps. There is a risk of Hysterec-
m%amwmmuWMb%mmmumummew
Ablation and | understand remain on birth control which

' . menopause, occurs at approxdmately age fifty two or

-1 have besn given the opportunity to ask questions about condition, risks of nen-treatment, the procedures
mmwmmumm:mdmmmmmmm b0 sed, and

- | cartity this formn has been tome, that!
P bt fﬁ!m me, that| have read & or have had it read to ma, that the biank spaces have been

CATE. TOSE; ANMPN Pafient Signature___

Witness Name & Signature;

Address;___

mmmmmwmmmmwmmmwmw
F Spurgeon signature: Date;




DISCLOSURE AND CONSENT FORANESTHESIA

C

0 TO THE PATIENT: You have the right, as a patient, to be informed about your condition and the recommended anesthetic and
:gsurglealpmeadumtobemedtoﬂaatyourmdmonsomatyoumaymalmﬂwdeclstonwheﬂwomottomdemomepmdm
after knowing the risks, hazards and requirements involved. You have the right to be charged a reasonable and fair amount. You
‘ have the right to be bilied fairly using a system that afllows you to understand the billing process and the bills themselves. You
=== have the right as a patient to ba treated with compassion, kindness, respect and wam understanding. This disclosure is not
3 meant to scare or alam you, it is simply an effort to make you better informed so that you may give or withhold your consent for
the procedure and anesthesfa.
( - | voluntarily request my anesthesiologist to provide anesthetic care for my procedure which has been explained to me as:

IV GENERAL ANESTHESIA

- | understand that anesthesla services and equipment will be provided to me by Paragon.

-ldo do not consent to the use of blood and blocd products in the rare occasion that they would be necessary. |
also realize that risks and hazards may cccur in connection with this particular precedure, including fever, transfusion reactions,
kidney failure, heart fallure, infections and anemia.

-l understand that anesthesia Involves risks and hazards, but | (WE) REQUEST THE USE OF ANESTHETICS FOR THE RE-
LIEF AND PROTECTION FROM PAIN DURING THE PLANNED AND ANY ADDITIONAL PROCEDURES. | {we) reaiize that
the anesthesia may have to be changed passibly without explanation to me, and that anesthesla providers may also change with-

out waming.

-lmmmwmmmmmmemdwmmwmwmmm.
pammdamgatovoeaiwds.mmoreya.mfecﬁon. bicod clots in veins and lungs, hemomhage, allergic reactions and
even .

<1 have been given the opportunity to ask questions about my condition, altemative forms of anesthesia and treatment of that
mm.amwmmmnmm,mmmmmmmlbeﬂmtmmmesufnaem
information to give this informed consent.

-lmuwsmmmmwwmme.mnmmmmmnmmmmmmmmm
filled in and that | understand its contents.

DATE,__ TIME: AMMPM  Patient Signature
Witness Name & Signature;
Address:

mmmmmmummmmmmmmmm
Anesthesiologist signature: Date:
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Endometrial Ablation

Patient Discharge Instructions

Recovery from any surgery differs with each individual. Please plan to rest at home the
day of surgery. Although some individuals may leave the hospital or office feeling quite
well and immediately resume their normal activities, others experience some minor
discomforts.

1. Such discomforts may include the following: Soreness around the vagina and/or
cramping is expected. You may be given a prescription for pain medication prior
to discharge or pain medications may be called in. Do not feel obfigated to use
the prescription if acetaminophen (Tyleno) or ibuprofen (Advil, Motrin) is
sufficlent. If you are cramping on the way home, fill your pain medication
prescription as soon as possible and follow the directions on the bottle.
Remember that narcotic pain pilis can cause nausea. Call Dr. Snead’s office 817-
741-86863 if you are unable to control your pain.

2. Nausea is possible. If you experisnce nausea at home, take only clear liquids.
When you begin to feel better, slowly start adding solid foods. If your nausea
persists, please call Dr. Snead's office 817-741-8683 (or your Anesthesiclogist's
office at 214-369-3030 if needed).

3. Varying amounts of vaginal bleeding after an endometrial ablation procedure are
expected. You may experisnce some degree of vaginal bleeding or watery
You may also notice some vaginal passage of pieces of tissue. This
represents remnants of the areas that were ablated from the lining of the uterus.
Bleeding that is heavier than a normal period should be reported. Worsening
pain should always be reported.

4. Sexual activity may be resumed in 2 weeks If you feel [ike it. No baths,
swimming, or tampons for 2 weeks.

Please call Dr. Snead's office if:

1. You develop a temperature greater than 100.4 F; or

2. Your vaginal bleeding exceeds thet of a normal period or the amount you and
your OB/GYN expect: or

3. You develop a greenish or foul smelling vaginal discharge; or
4. You have uncontrolied or worsening pain; or

8. Youdweloppalnaﬂerthelnlﬂdsurglcalpaln subsides; or
6. You are concerned or have questions.
7. Please call 911 in an emergency.

Patient Name; DOB:
Patient Signature;

SCAN AND RETURN TO PATIENT



