
Medical Clearance Process

Medical clearance will need to be requested for the following surgeries: All on four
surgeries, Snap on surgeries and any sedation that requires Elite Anesthesia or by doctor's
request.

Each patient's case starts by getting their own folder for medical information to be stored
in (This folder will be given to the doctor prior to scheduling for surgery)

Pre- surgical assessment for each patient MUST be filled out by the scheduling manager.
This ensures that none of the patient's health history will be missed.

Fill out as much of the pre surgical assessment as accurately as you can.
Most important information that needs to be on the form is: Cardiac information (Heart

attacks, strokes, stents, pacemaker, valve replacements, mummers, etc). If the patient is
Diabetic (type 1 or 2, A1C, when the last a1c was done). If the patient sees a kidney specialist
(Name of kidney specialist). If the patient sees a rheumatologist.

Confirm with the patient when their last physical or the last time they saw their primary
health care provider. Write down the providers name and the clinic (There are lots of providers
with the same names so this helps with the confusion)

If the patient has not had a physical recently you will need to provide the patient with the
“What to give to your doctor” form. Please let the patient know that surgery cannot be scheduled
without medical clearance in hand from the primary health care provider.

Please have the patient fill out and sign the medical records release form. This makes it a
lot easier to get the medical records from the primary care provider. (A lot offices will not give
this info out without this form signed and filled out)

A medical clearance request will need to be sent to each physician that that patient might
see. PLEASE INCLUDE A COVER SHEET WHEN FAXING THE INFORMATION TO THE
PHYSICIAN.

Fax order of documents for medical clearance: Cover Sheet, Medical Records Release
Form, Medical Clearance form.



Specialist physicians that will need to provide written documentation that pt is okay with
surgery would include but not limited: Cardiologist, Pulmonologist, Internal Medicine,
Rheumatologist.

Keep records of physicians on a separate spreadsheet in a folder. This spreadsheet
should include: Physician, Office, Office Phone Number, Office Fax Number. A lot of patients will
see the same providers. This makes it so you do not have to call the office each time you need
to send the clearance to get the fax number.

On a sticky note placed inside of the patient’s folder write down the physician's name,
clinic, phone number and fax number (This allows me to reference back to if clearances need to
be faxed to that office multiple times). TAPE THIS INSIDE OF THE FOLDER.

On the outside of the patient’s folder tape a sticky note and write on the sticky note the
day the medical clearance was faxed. This helps keep track of the day the fax was sent so it is
not getting sent every day (It also allows for reference if the office states that they never received
the fax).

Once the fax has been successfully sent please print this out so you know the fax has
gone through.

Once the medical clearance has been sent, write down on a printed spreadsheet the
following information: patient's name, provider, procedure, if medical clearance has been
received, date of look and see, patients preferred pharmacy and date of surgery. This helps
keep track of which clearances have been received.

Follow up/resend out medical clearances every 3 days. The goal is to have medical
clearance back before the patient’s look and see appointment.

Once a medical clearance has been received a new updated pre surgical assessment will
need to be filled out. Please review the documents provided by the physician and update all
health information including but not limited to: Health conditions, Medications, labs, blood
thinners, past surgeries, etc.

In order to update the pre surgical assessment  the following documents must have been
received. 1 years worth of office clinical notes (Most recent must be in 6 months). Complete
blood panel within 6 months. Written letter of clearance.

If the patient sees a cardiologist the following documents must be received in order to
clear the patient for surgery. 1 years worth of office clinical notes (Most recent must be in 6



months). Complete blood panel within 6 months. EKG within 6 months. Written letter of
clearance stating if the patient is eligible to come off blood thinner. Written letter of clearance
stating the patient can undergo general anesthesia in office. PT WILL NOT GET CARDIAC
CLEARANCE WITHOUT THIS INFORMATION.

If a patient is diabetic write on the pre surgical assessment the current A1C.

If patient takes a SSRI/SNRI/PPI/Methotrexate informed consent must be signed and
reviewed with the patient (The overseeing provider should review this form with the patient)

Updated pre surgical assessment, medical clearance/records, labs and any tests will
need to be sent to Elite anesthesia for authorization for surgery prior to scheduling.

Scan all documents into the patient’s chart and give the overseeing doctor the patient's
surgery the folder for approval.

Surgical/sedation procedures can be scheduled once the overseeing doctor and Elite
anesthesia has approved the patient for sedation.

Important information that must be written on the outside of the patients surgical folder
would include.

If the patient takes a blood thinner and when to have the pt stop the blood thinner.
If the patient sees a pain management clinic (The doctor cannot prescribe any narcotics)
Allergies to medications


