
Otorhinolaryngology 
Scheduling Request 

SG Form No. 208 

Patient Name (Last, First) (Affix Label) 

MR # Sex 

DOB SS# 

 
            Surgery Scheduling Fax: 513-636-4111 
Priority Needed:   
    Less than 48 Hours       Elective 

Surgery Date Requested 
 
 

Surgery Start Time Requested Date of Admit 
 
 

  ICU bed post-op 

  Anesthesia Transport Needed 

Patient Type: 
 IP           OP Base 

 SURGERY ADMIT        

 OP 23    LIBERTY OP 

 OP 4      LIBERTY OP23 

Requesting Surgeon 

Patient Street Address 
 
 

City State Zip Code 

Parent / Guardian Name Relationship Home Phone 

Cell Phone Other Phone Allergies 

Requested Anesthesiologist 
 

Anesthesia Consult Screening 
  Impaired Ventricular Function, CHF      

  Single Ventricle     

  Complex CHD    

  Pulmonary Hypertension     

  Pacemaker, AICD  

  Severe CF    

  Oxygen Dependent     

  Severe Asthma     

  Symptomatic BPD     

  Ventilator/CPAP Dependent    

  New Aerodigestive Patient      

  Severe Sleep Apnea    

  Difficult Intubation       

  Morbid Obesity        

  Kidney Recipient  

  Liver Recipient    

  Bowel Recipient 

  Heart Transplant Patient 

  Kidney Donor       

  Liver Donor 

  Muscular Dystrophy    

  Cervical Spine Instability 

  Progressive Severe Weakness 

  Former Preemie (<37 wks) 
Now  < 60 Weeks PCA    

Gestation Age ______________   

Note: Schedule as OP23 

  Jehovah’s Witness       

  DNR  

  Previous Major problems with Anesthesia: _______________________________________________________________________________________________________________                                          

        
  Other reason for anesthesia consult: ____________________________________________________________________________________________________________________ 

        
 

  No Anesthesia Consult  Needed:__________________________________________     

Special Needs 

___________________ Syndrome    

  Diabetes      

  Cystic Fibrosis       

  Malignant Hyperthermia      

  PT needed                

  OT needed 

  Cerebral Palsy 

  Autistic     

  Combative        

  Labs ordered pre-op 

  Results needed pre-op 

  Tracheostomy    

  Seizure History   

  Hem-Onc Patient                         

  Isolation: Type Needed _______________________      

  Blood Products: Type Needed ____________________ 

  Interpreter Requested:                                                                                 
Language_________________________      

Prophylactic Antibiotics Requested                            If Checked, Fax Antibiotic Order Form To:                   (513) 636-3955 – Base           (513)636-5709 – Mason 

Special Equipment 

  Laser; Type:_______________________________ 

 

  Table; Type:_______________________________ 

  Compression Boots 

 

  Harmonic Scalpel 

  Bi-Polar 

  Argon Beam 

 

  C-Arm 

  Cell Saver 

  Spinal Monitoring 

Additional Comments 

Other Equipment/Comments 

 

 

Primary Diagnosis CPT  CPT  CPT  CPT  

Secondary Diagnosis ICD-9 ICD-9 ICD-9 ICD-9 

Ins Co. 1 

 

Policy/ID # Subscriber Group # Ins Phone # 

Contact Date 

 

Contact Person Pre-Cert/Auth # LOS Pre-Cert Phone # 

Ins Co. 2 

 

Policy/ID # Subscriber Group # Ins Phone # 

Contact Date 

 

Contact Person Pre-Cert/Auth # LOS Pre-Cert Phone # 

Ins Co. 3 

 

Policy/ID # Subscriber Group # Ins Phone # 

Contact Date 

 

Contact Person Pre-Cert/Auth # LOS Pre-Cert Phone # 

 
 



Otorhinolaryngology 
Scheduling Request 

SG Form No. 208 

Patient Name (Last, First) (Affix Label) 

MR # Sex 

DOB SS# 

 

OR Time Requested: ______ Hours ______Minutes 
 

CheckBox2
      √ 

If 
Indicated 

Procedure 
Number 

□□□□□  Procedure Name √ 
If 

Indicated 
Procedure 
Number 

Procedure Name 

□ □ 2501 ADENOID EUA □ □ 2563 LTP III (3-4 HOURS) 

 
□ □ 2502 ADENOIDECTOMY □ □ 2564 LTP IV (4-5 HOURS) 

 
□ □ 2503 ADENOIDECTOMY W/ MYRINGOTOMY 

& INSERT PET 
 

□ □ 2565 LTP V (5 HOURS OR LONGER) 

 
□ □ 2508 CHOANAL ADENOIDECTOMY 

 
□ □ 6645 LYMPH NODE BX 

 
□ □ 2515 COCHLEAR IMPLANT REMOVAL 

□ RIGHT      □ LEFT 
□ □ 2568 MASS EXCISION I, NECK (30 MINS) 

 
□ □ 2516 COCHLEAR IMPLANT REVISION 

□ RIGHT      □ LEFT 
 

□ □ 2569 MASS EXCISION II, NECK (60 MINS) 

 
□ □ 2518 CRICOPHARYNGEAL MYOTOMY 

 
□ □ 2570 MASS EXCISION III, NECK (90 MINS) 

 
□ □ 2519 CYST EXCISION, SUBMAXILLARY 

 
□ □ 2571 MASS EXCISION IV, NECK (120 MINS) 

 
□ □ 2521 EAR AURAL ATRESIA REPAIR 

□ RIGHT      □ LEFT 
□ □ 2574 MASTOIDECTOMY 

 
□ □ 2522 EAR AURICULAR I & D 

□ RIGHT      □ LEFT 
□ □ 2575 MASTOIDECTOMY W/ COCHLEAR IMPLANT 

 
□ □ 2523 EAR BAHA ADJUSTMENT 

□ RIGHT      □ LEFT 
□ □ 2578 MLB I 

 
□ □ 2524 EAR BAHA PROCEDURE 

□ RIGHT      □ LEFT 
□ □ 2580 MLB II 

 
□ □ 6614 ESOPHAGOSCOPY RIGID □ □ 2596 MYRINGOTOMY W/ PET I, BILAT 

 
□ □ 2533 ESOPHAGOSCOPY RIGID W BIOPSY □ □ 25100 MYRINGOTOMY, BILAT 

 
□ □ 25 2534 EUA, EAR 

□ RIGHT      □ LEFT 
□ □ 25101 NASAL CAUTERY 

 
□ □ 2535 EUA, EAR  BILAT 

 
□ □ 6655 NASAL ENDOSCOPY 

□ RIGHT      □ LEFT 
□ □ 2539 FESS 

□ RIGHT      □ LEFT 
□ □ 2289 NASAL ENDOSCOPY, BILAT 

 
□ □ 2540 FESS W/ LANDMARX 

□ RIGHT      □ LEFT 
□ □ 25105 NASAL EUA 

 
□ □ 2541 FESS W/ LANDMARX, BILAT 

 
□ □ 25134 PHARYNGEAL CYST EXCISION 

 
□ □ 2542 FESS, BILAT 

 
□ □ 25136 PHARYNGEAL EUA 

 
□ □ 2802 FLEX BRONCHOSCOPY 

 
□ □ 25142 PHARYNGOPLASTY 

 
□ □ 2543 FOREIGN BODY REMOVAL, AIRWAY 

 
□ □ 25149 SINUS ANTRAL LAVAGE 

 
□ □ 2544 FOREIGN BODY REMOVAL, EAR 

□ RIGHT      □ LEFT 
□ □ 25162 SUPRAGLOTTOPLASTY W/ MLB 

 
□ □ 2545 FOREIGN BODY REMOVAL, 

ESOPHAGUS 
 

□ □ 25163 T & A I  (PT 3-12 YRS) 

 
□ □ 2548 FRENULOPLASTY 

 
□ □ 25164 T & A II  (PT <3 OR >12 YRS) 

 
□ □ 2549 GENIOGLOSSUS ADVANCEMENT & 

STABILIZATION, REPOSE TECHNIQUE 
 

□ □ 25166 T & A W/ MYRINGOTOMY & INSERT PET 

 
□ □ 6631  

________________________INJECTION 
 

□ □ 6668 THYROGLOSSAL DUCT CYST EXCISION 

 
□ □ 2559 LESION EXCISION, PALATAL 

 
□ □ 25173 TONSILLECTOMY 

 
□ □ 2561 LTP I (1-2 HOURS) 

 
□ □ PROCEDURE: 

□ □ 2562 LTP II (2-3 HOURS) 
 

□ □ PROCEDURE: 

 


