Millennium

SURGICAL CENTER
Booking Sheet

Fax: 856-751-8921 / 751-4556
Phone: 856-751-4555

Physician

Date of Service Time Length

Patient Information

Name Date of Birth / /
Address SS. #

Gender: M / F BMI
Phone # Cell # Work # Ext.
Employer CPT Code

Diagnosis Code

Procedure

Anesthesia Type: General MAC Local Local w/Standby Block

Special Equipment Requests

Remarks

Allergies

Pre Admission Test Ordered: H&H Blood Sugar SMA 7 EKG CXR Other
P.A.T.’S performed at

Medical Clearance Yes / No If yes, reason:

Physician Name: Phone Number:
Pre-Op Antibiotics
Insurance Information

Primary Insurance: W/C MV Other Claim Adjusters Name:
Name Phone #

Claims Address

ID/Policy/Claim # Group Name Group #
Subscriber: SS# Date of Birth
PreCert #

Secondary Insurance: Commercial W/C M/V Medicare Other

Name Phone #

Claims Address

ID/Policy/Claim # Group Name Group #
Subscriber: SS# Date of Birth
PreCert #

Please fill out entire form and fax with a clear copy of the front and back of insurance card.

2090 Springdale Road, Suite A, Cherry Hill, NJ 08003



