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OBGYNNAME____PRACTICE NAME & LOCATION:
DATE, TIME AND TYPE OF SCHEDULED SURGERY:
AMBULATORY HEALTH RESOURCES 21
NAME
Do You Have a History Of:
Date & Time of surgery Anemia
Uterine Surgery
Age____ Birthdate Uterine Infections
Celvic Inflammatory Dz
SID's
Preferred name, —Diso
Clotting Disorder
CELLS Coughing
EMERG CONTACT. mlgh Blood Pressure
Partial Plates
Dentures
Asthma_
Primary care physiclan Shoriness of Breath
Date of last exam

Results of last exam

Date & Resulis of last lab work

Height _____ Weight
Insurance Company:

Could you be Pregnant?
# alcohalic drinks perweek______

Recreational drug use

Problems w/ Anesthesia

Diet pill use

Recent Draining Sinuses
Caffeine per day,

LLERGIES [NnovES ReacTiON

Any *coids™lagt 1month, |

Personal Preferences:
Music

~—END OF PATIENT PORTION-—

rf\BNORMAL LAB RESULTS:
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BMI;

Headaches/Miaraines

Glaucoma
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Contaglous lliness Exposure
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Rapid Heartbeat
Abdominal Pain

Nausea/Vo
D@ﬁﬁoﬂ

Qiabetes

Skin problems/Bruising

Muscle spasmafiMeaimess

Catigue/Low Energy
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LEEP

ASTING GUIDE FOR OFFICE SUR R
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 ORBOILEDEGG(NOOIL) =~
OR: 2 PANCAKES WITH SYRUP ONLY (NO BUTTER).

UNTIL EIGHT HOURS
BEFORE YOUR SURGERY
YOU MAY HAVE: ANORMAL BREAKFAST
FOLLOWED BY: ALL OF THE ABOVE LIQUIDS
(UNTIL TWO HOURS BEFORE SURGERY)
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OFFICE SURGERY
DISCLOSURE AND CONSENT

TO THE PATIENT: You have the right, as a patient, to be informed about your condition and the recommended surgical procedure
to be used to treat your condition so that you may make the decision whether or not to undergo the procedure after knowing the
risks, hazards and requirements invoived. You have the right to be charged a reascnable and fair amount for the procedure used.
You have the right to be billed fairly using a system that allows you to understand the billing process and the bills themeelves.
You have the right as a patient to be treated with compassion, kindness, respect and warm understanding. This disclosure is not
meant to scare or alarm you, it is simply an effort to make you better informed so that you may give or withhold your congent for
the procedure.

- 1 voluntarily request Dr, SVIC&J{ as my OB/GYN and such associates, technical assistants and cther
health care providers as may be dsemed necessary, to treat my condition which has been explained to me as:

Abnormal pAp

- | understand that the following surgical and diagnostic procedures are plenned for me and | voluntarily consent and authorize
these procedures:
LEEP - Loop Electrical EXciz'on Procedun e

-  understand that my physician may discover other or different conditions which require additional or different procedures than
those planned. | authorize my physician, associates, technical assistants and cther health care providers to perform such other
procedures which are advisable in their professional judgement.

-ldo do not cansent to the use of blood and biood products in the rare occasion that they would be necessary. | also
realize that the usual risks and hazards may cccur in connection with this particular pracedure, including fever, transfusion reao-
tions, kidney faflure, heart failure, infections and anemta.

-There are ricks and hazards associated with the parformance of office surgery procedures. As with many surgical procedures
there is a riek for infection, blocd clots in veins and lungs, hemorthage, allergic reactions and even death.

-lwﬂlytﬁsfmmhasbemftﬂlyemlalmdtome.matlhavamuorhmmumdhm.ﬂlatmeblankapaeesluveheen
filled In and that [ understand its contents.

DATE:___ TIME: AMPM  Patient Signature

Witness Name & Signature;

Address;

The risks, bensfits, andaltemaﬂvesmhoprccadurehavebaenexphhedandthepaﬁentundmtandsandagm.
Surgeon signature: Date:




LEEP

DISCLOSURE AND CONSENT FOR ANESTHESIA

TO THE PATIENT: You have the right, as a patient, to be informed about your condition and the recommended anesthetic and
surgical procedure to be used fo treat your condition so that you may maka the decision whether or not to undergo the procedure
after knowing the risks, hazards and requirements invoived. You have the right to be charged a reascnable and fair amount. You
have the right to be billed fairly using a system that allows you to understand the billing process and the bills themseives, You
have the right as a patient to be treated with compassion, kindness, respect and wamm understanding. This disclosure is not
meant to scare or alarm you, R is simply an effort to make you better informed so that you may give or withhold your consent for
the procedure and anesthesia.

- | voluniarily request my anesthesiologist to provide anesthetic care for my procedure which has been explained to me as:

IV GENERAL ANESTHESIA

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

-1do____ donot___ consentto the use of blood and biood products in the rare cccasion that they would be necessasy. |
also realize that risks and hazards may oceur in connection with this particular procedure, including fever, transfusion reactions,
kidney failure, heart fallure, infections and anemia.

-} understand that anssthesia 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) realize that
the anesthesia may have to be changed possibly without explanation to me, and that anesthesla providers may also change with-
out waming.

- | understand thst certain compiications may result from the use of anesthes!a, including respiratory problems, drug reactions,
paraxysisdu.mdamage to vocal cords, teeth or eyes, infection, blood clots in veins and lungs, hemonhage, ailsrgic reactions and
even X

-l have been given the opportunity to ask questions about my condition, altemative forms of anesthesia and treatment of that
condition, risks of non-treatment, the procedures to be used, and the risks and hazards involved. | belleve that | have sufficlent
information to give this informed consent.

- | certify this form has been fully explained to me, that | have read it or have had it read to ms, that the blank spaces have been
filled in and that | understand its contents.

DATE; TIME:___ ANPM  Patient Signature
Witness Name & Signature:
Address:

Thedslm.m,wmmmmmmmmmepﬁMUnMn&aMmu
Anesthesiologist signature; Date:




LEEP - Loop Electrical Excision Procedure

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 obligated to use
the prescription if acetaminophen (Tylenol) or ibuprofen (Advil, Motrin) is
sufficient. 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 pills can cause nausea. Call Dr. Snead's office 817-
741-8663 if you are unable to control your pain.

2. Nausea Is possible. If you experience 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 817-741-9663 (or your Anesthesiologist's
office at 214-369-3030 if needed).

3. Varying amounts of vaginal bleeding after an LEEP procedure are expected. You
may experience some degree of vaginal bleeding or watery discharge. You may
also notice some vaginal passage of pieces of tissue. Bleeding that is heavier
than a normal period should be reported. Worsening pain should always be
reported.

4. No sex, no baths, no swimming, no tampons, and no heavy lifting greater than 10
pounds for two weeks AND until cleared after your post-op visit. Light exercise is
ok as tolerated.

Please call Dr. Snead's office if:

1. You develop a temperature greater than 1004 F; or

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

You develop a greenish or foul smelling vaginal discharge; or

You have uncontrolled or worsening pain; or

You develop pain after the initial surgical pain subsides; or

You are concerned or have questions.

Please call 911 in an emergency.

NOO AW

Patient Name; DOB:
Patient Signature:

SCAN AND RETURN TO PATIENT



