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PLEASE NOTE: 
The medical clearance (H&P), blood work, patient questionnaire & consent forms must be received: 

 
NO LATER THAN       . 

Should a delay occur, we might have to reschedule your child’s procedure. 
 

Please fax all documents to Maureen: 
212-981-9832 

	
  

Jacqueline E. Jones, MD 
                                

1175 Park Avenue, Suite 1-A  
New York, New York, 10128   

           (212) 996-2559 
 

Dear Parent, 
 
Your child has been scheduled for surgery at New York Presbyterian Hospital / Weill Cornell 
Medical Center on      .   
 
This packet contains information regarding your child’s upcoming procedure with Dr. Jones. 
 

  Information for Patients to Keep & Reference: Pages 1-2 
• Information Regarding the Packet 
• Surgery Instructions 

 
	
  	
  Patient to Complete & Return to Office: Pages 3-9 

• Estimated Fee Agreement & Cancellation Policy 
• Preoperative Procedure Questionnaire 
• Surgical Consent Form 

 
	
  	
  Pediatrician to Complete & Return to Office: Pages 10-12 

• History & Physical (Medical Clearance) 
 CBC (Complete Blood Count) 

Please contact the Anesthesia Department at 646-962-4645 if 
you have questions about your insurance coverage for 
anesthesia. 
 
We are committed to making the coordination of your surgery as easy and worry free as possible.  
If you have any questions at anytime, please do not hesitate to call or e-mail. 
Sincerely, 
 
Maureen Barrera 
Surgical Coordinator 
212-996-2559 x 5 
MBarrera@ParkAvenueENT.com 
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Instructions Prior to Surgery 
Jacqueline Jones, MD 

	
  
I know that it can be very stressful preparing for surgery.  The following instructions may help.  After reading them carefully, 

please let me know if there is anything that you do not understand about the operation. 
 

	
  
MEDICATION	
  &	
  VITAMINS	
  OR	
  SUPPLEMENTS	
  

Two	
  weeks	
   before	
   the	
   surgery,	
   stop	
   using	
   aspirin,	
   Advil,	
   Motrin,	
   ibuprofen,	
   vitamin	
   E,	
   vitamins,	
  
supplements,	
  herbs	
  or	
  any	
  similar	
  drug	
  that	
  can	
  cause	
  bleeding	
  problems.	
  	
  Do	
  not	
  start	
  using	
  such	
  
drugs	
  again	
  until	
   two	
  weeks	
  after	
   the	
  operation.	
   	
  Use	
  only	
  Tylenol	
  or	
  Tylenol	
  with	
  codeine	
   for	
  

pain.	
  If	
  you	
  or	
  your	
  child	
  takes	
  any	
  medicine	
  on	
  a	
  regular	
  basis	
  for	
  health	
  reasons,	
  let	
  me	
  know	
  so	
  we	
  
can	
  decide	
  whether	
  or	
  not	
  it	
  should	
  be	
  continued.	
  

	
  
PREOPERATIVE	
  TESTS	
  
Before most operations I do require a blood test called a CBC, complete blood count. This test should be 
completed at least 5 days before surgery and certain operations might require a CT scan or other tests, but I 
will discuss this with you if necessary. 
	
  

MEDICAL	
  CLEARANCE	
  
Your	
   child’s	
  pediatrician	
  must	
  provide	
  a	
   complete	
  written	
  history	
  and	
  physical	
   examination	
   for	
  
the	
  anesthesiologist.	
  	
  A	
  special	
  form	
  is	
  included	
  in	
  the	
  packet	
  and	
  must	
  be	
  completed	
  and	
  received	
  
by	
  my	
  office	
  at	
  least	
  5	
  days	
  (but	
  not	
  more	
  than	
  one	
  month)	
  before	
  the	
  surgery.	
  	
  However,	
  it	
  is	
  best	
  

	
   	
   	
  	
  	
  	
  	
  	
  	
  	
  to	
  bring	
  a	
  copy	
  with	
  you	
  on	
  the	
  day	
  of	
  surgery	
  to	
  ensure	
  that	
  the	
  operation	
  will	
  not	
  be	
  delayed.	
  
	
  

SICKNESS	
  
It	
  is	
  very	
  common	
  for	
  children’s	
  surgery	
  to	
  be	
  cancelled	
  due	
  to	
  a	
  cold	
  or	
  other	
  infection,	
  especially	
  
in	
  the	
  winter.	
  	
  This	
  is	
  mainly	
  because	
  the	
  risk	
  of	
  anesthesia	
  goes	
  up	
  if	
  a	
  patient	
  has	
  a	
  respiratory	
  
infection.	
   	
   The	
   anesthesiologist	
   makes	
   the	
   final	
   decision	
   on	
   the	
   morning	
   of	
   surgery.	
   	
   While	
  

operations	
  are	
  not	
  cancelled	
  for	
  minor	
  symptoms,	
  if	
  your	
  child	
  is	
  clearly	
  sick	
  with	
  fever	
  and/or	
  a	
  cough	
  during	
  the	
  
week	
  before	
  surgery,	
  please	
  check	
  with	
  me	
  about	
  rescheduling.	
  

	
  
TIME	
  OF	
  SURGERY	
  
The	
  hospital	
  is	
  continually	
  adding	
  and	
  removing	
  cases	
  to	
  a	
  busy	
  schedule,	
  and	
  therefore	
  does	
  not	
  assign	
  
starting	
  times	
  until	
  each	
  afternoon	
  for	
  the	
  following	
  day.	
  The	
  time	
  will	
  be	
  given	
  to	
  you	
  by	
  the	
  hospital.	
  	
  
Please	
  call	
  the	
  hospital	
  between	
  2-­‐6	
  PM	
  the	
  day	
  before	
  the	
  surgery	
  at	
  212-­‐746-­‐5111.	
  
	
  
Please	
  realize	
  that	
  the	
  length	
  of	
  an	
  operation	
  can	
  vary	
  due	
  to	
  unforeseen	
  circumstances,	
  and	
  a	
  procedure	
  

may	
   take	
   longer	
   than	
  anticipated.	
   	
  You	
  should	
  understand	
   that	
  each	
  patient	
  has	
   to	
  be	
  given	
  our	
   full	
  attention	
   for	
  
safety’s	
  sake,	
  even	
  if	
   it	
  means	
  delaying	
  the	
  cases	
  that	
  follow.	
   	
  Therefore,	
  the	
  starting	
  time	
  that	
  you	
  are	
  given	
  is	
  an	
  
estimate,	
  and	
  the	
  later	
  in	
  the	
  day	
  you	
  are	
  scheduled,	
  the	
  more	
  likely	
  there	
  is	
  to	
  be	
  some	
  degree	
  of	
  delay.	
  

	
  
EATING	
  AND	
  DRINKING	
  
Children should be watched carefully before surgery, since they may try to eat or drink, which will delay or 
cancel their operation.  This is because it is dangerous to have anything in the stomach when anesthesia is 

given.  CLEAR liquids, such as water, clear jello or apple juice (not cider), or Gatorade, are OK up to three hours before 
the time of surgery.  Everything else (including food and milk) must not be taken for eight hours prior to the 

operation. 
	
  

REGISTRATION 
Please	
  arrive	
  at	
  the	
  hospital	
  admissions	
  desk	
  at	
  least	
  1	
  hour	
  prior	
  to	
  your	
  surgery	
  time.	
  	
  The	
  ambulatory	
  
surgery	
  center	
  at	
  New	
  York	
  Hospital	
  is	
  located	
  at	
  525	
  East	
  68th	
  Street,	
  between	
  York	
  Avenue	
  and	
  the	
  	
  

	
  	
  	
  	
  	
  	
  FDR	
  in	
  the	
  Starr	
  Building	
  on	
  the	
  9th	
  floor.	
  	
  Their	
  phone	
  number	
  is	
  212-­‐746-­‐5111.	
  	
  	
  
	
  

Jacqueline	
  Jones,	
  MD	
  
(212)	
  996-­‐2559	
  
www.ParkAvenueENT.com	
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Jacqueline E. Jones, MD                    
1175 Park Avenue, Suite 1-A 
New York, New York, 10128 

                   (212) 996-2559 
Estimated Surgical Fee Agreement Estimated Surgical Fee Agreement   

& Cancellation Policy& Cancellation Policy   
 

Patient Name:          D.O.B.:     
Surgical Date:        Surgeon: Jacqueline E. Jones, MD 

The following is a pre-operative estimate of surgical charges for Dr. Jacqueline E. Jones, based on the 
procedure planned and outlined below. Findings during surgery may necessitate different and/or 
additional procedures by Dr. Jones. Such changes may alter the fees which you are being quoted. If so, a 
Final Fee agreement will be prepared for you after the surgery by our billing department. 
 
As with any hospital based surgery, you can expect a bill and/or statement from the hospital and 
Anesthesiologist for their services.  

  Dr. Jones participates with your insurance: therefore we will pre-certify the procedure(s) below and bill your  
carrier. As with all insurances, most plans include co-payments, deductibles and other expenses which must 
be paid by the patient. The responsible party will be responsible for the balance of these charges once 
the insurance company has paid their share. However, if your insurance is cancelled or is not in effect on the 
day of surgery and you neglect to inform us, you will be responsible for the full surgical fee. 

 Either you have no insurance coverage for these services or Dr. Jones does not participate with your  
 insurance plan. Therefore payment in full is expected on the day of surgery. You may leave a credit card 

number or a check with the billing department that will be processed following surgery. Upon processing the 
payment we will forward a receipt. As a courtesy, we will bill your insurance carrier directly on your behalf. 
All insurance reimbursements will be sent directly to the subscriber from the insurance company. 

 
Cancellation Policy 

We reserve a specific length of time for your procedure and would greatly appreciate that any cancellations or 
rescheduling be done at least 5 days in advance of your procedure. If we do not receive notice that the procedure 
needs to be cancelled or rescheduled in advance of 5 days, we will apply a cancellation fee, in the amount of $500, to 
your account. We understand that unexpected and inevitable events can and will occur and ask you to inform our 
office as soon as possible in the event of such. 
 
We will waive the fee if your physician or pediatrician requests a cancellation due to medical reasons.  
 
We appreciate your cooperation and understanding regarding our policy.  Should you have any questions or 
concerns, please do not hesitate to contact our office at 212-996-2559 x 5. 
 
Planned Procedures(s): 
CPT Code  Procedure          Fee   
                 
                 
                 
                
                
         Total Estimated Fee     
Acknowledgement of Responsibility 
By signing this document I accept the estimated surgical fees and cancellation policy and acknowledge that the total 
fee may change as a result of the clinical findings during surgery, and I assume full responsibility for final payment of 
all surgical charges and/or cancellation fee. 

 
                 
Patient/Responsible Party Signature Date  Responsibility Party Name (Print) 
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