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Medical Clearance 
 

● Preparing for surgery may require you to do one of several things regarding medical 
clearance. These may include seeing your primary care doctor, following up with 
any specialists you see, and/or obtaining lab work. 
 

● IF YOU REQUIRE CLEARANCE BY A MEDICAL DOCTOR 
○ Schedule an appointment with your primary care physician WITHIN 30 

DAYS OF YOUR PROCEDURE for a pre-operative clearance visit 
○ Please let our office know if you need to be connected with a primary care 

doctor 
● IF YOU SEE A CARDIOLOGIST - You will require a note of clearance from them that 

is dated within 30 days of your scheduled surgery 
 

● You can provide the included form to your primary care doctor that includes the 
minimum evaluation we are requesting 
 

● HAVE ALL CLEARANCE FORMS AND LABS FAXED TO (708) 409-5179 AT LEAST 1 
WEEK PRIOR TO SURGERY 
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Medical Clearance Form 
 

● Name: __________________________________________________________________________ 
 

● Diagnosis: ______________________________________________________________________ 
 

● Procedure: _____________________________________________________________________ 
 

● Surgery Date: __________________________________________________________________ 
 

● Pre-operative testing should NOT be done EARLIER than 30 days PRIOR to the 
surgical date 

 
 

_______ History & Physical _______ C-Spine Films 
 
_______ CBC _______ PT/PTT 
 
_______ CMP _______ UA 
 
_______ Chest X-ray _______ EKG 
 
_______ Medical Clearance _______ Cardiac Clearance 
 
_______ Pregnancy test _______ ESR/CRP 
 
Other: ___________________________________________________________________ 
 

Please fax your test results to our office as soon as possible, but absolutely NO LATER 
THAN ONE WEEK BEFORE YOUR SURGICAL DATE. Thank you. FAX: (708) 409-5179 
 
 
 
 
 
 
Physician Signature: ________________________________________________  Date: ____________ 
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