
Name: ____________________________________ Date of Birth:______________________________ 

Original Diagnosis date: _____________________     Primary ICD Code(s): _______________________ 

Surgery Information: 

Surgery Center Name: _________________________ Phone: _________________________________ 

Address: ____________________________________ City: ______________________ Zip: _________ 

Date of Surgery: _________________   Name of Surgery: _______________________________R   L   B 

Surgeon Information 

Name: _____________________________________    Phone: ________________________________ 

Primary Address: ______________________________  City: ____________________ Zip: __________ 

Contact Person (First and Last Name): ____________________________________________________ 

___________________________________________________________________________________

Surgical Device Information #1 

Name of Device: ______________________________   Tracking ID: ___________________________ 

Manufacturer: _______________________________     Phone: _______________________________ 

Address: __________________________ City: ________________________   Zip: ________________ 

Location: ________________________________________                  Right                 Left 

Surgical Device Information #2 

Name of Device: ______________________________   Tracking ID: ___________________________ 

Manufacturer: _______________________________     Phone: _______________________________ 

Address: __________________________ City: ________________________   Zip: ________________ 

Location: ________________________________________                  Right                 Left             Both 

Patient Better © All Rights Reserved 

www.PatientBetter.com 

Form completed by: ___________________________

On day: _____________



Post-Surgical Treatment Plan: __________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

Surgery Support Team: 

Home Health Agency: _______________________________ Phone: __________________________ 

Contact Name: ____________________________________ Cell: _____________________________ 

Skilled Facility Name: ______________________________   Phone: ___________________________ 

Contact Name: ____________________________________ Cell: _____________________________ 

Therapy Center Name: _____________________________   Phone: ___________________________ 

Contact Name: ____________________________________ Cell: _____________________________ 

Other Name: ____________________________________   Phone: ___________________________ 

Contact Name: ____________________________________ Cell: _____________________________ 

Outcome Overview, Primary Provider name, shared outcome, & date: 

Additional Notes: _______________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________  
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