Pre-Procedure Screening and Clearance Sheet

Directions: Please conplete all sections prior to the scheduled procedure. This document is to be placed in the patient's physical chart upon
completion.

1. Patient Information

Patient Full Name: | | Date of Birth | |
Medical Record Number (MRN): ’ ‘ Date of Procedure: ’ ‘
Scheduled Procedure: ’ ‘ Performing Physician: ’ ‘

2. Pre-Procedure Clinical Screening
Enter "Yes", "No", or "N/A" for each screening question, and provide details where necessary.

Screening Question Response (Yes/No/NA) Details / Notes
Has the patient maintained NPO status as instructed? ’ ‘ ’

Does the patient have known allergies (latex, contrast, contrast dye, medications)? ’ ‘ ’
Is the patient on blood thinners / anticoagulants? ’ ‘ ’

|
|
|
| |
|
|
|

|

Pregnancy screening required and completed? ’ ‘ ’
|
|

Does the patient have a pacemaker, ICD, or metallic implants?

Informed consent signed and in chart? ‘ ’

|

Responsible driver identified for post-procedure discharge?

3. Pre-Procedure Vital Signs

Blood Pressure (BP): ’ ‘ Heart Rate (HR): ’ ‘
Respiratory Rate (RR): ’ ‘ Temperature: ’ ‘
Oxygen Saturation (SpO2): ’ ‘ Weight: ’ ‘

4. Laboratory & Diagnostic Clearance

Test Result Date of Test Abnormal Findings / Intervention Required
CBC (Hgb/Het/Pk) | || |

|
Coagulation (PTANR/aPTT) | || | |
BMP (Potassium’Creatinine)’ ‘ ’ ‘ ’ ‘

|

EKG/ECG | || |

5. Provider Clearance & Sign-Off

Confirm the patient's readiness for the scheduled procedure.

Clearance Status: ’ ‘

Conditions / Special Instructions: ’ ‘

Screening Nurse Signature: | | Date/Time: | |

Clearing Provider Signature: ’ ‘ Date/Time: ’ ‘
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