
Scoliosis Surgical Checklist

Physician: 

o Anthony Scaduto

o Richard Bowen

Planned operative procedure:

Date of surgery:

o #1  ____________________________________________________________________

o #2  ____________________________________________________________________

o Pre-op appointment ____________________________________________________

Grow well. Play well.
SM

ortho-institute.org   •   Los Angeles: 213-741-8330   •   Santa Monica: 424-259-6593 

MD ORDER DONE DIAGNOSTIC TESTS

X-RAYS:

o Recent AP/lateral scoliosis films                         o Coned down APEX views

o Supine right and left bend films                          o Hand bone age

o Traction

MRI:    o With contrast               o Without contrast

o Cervical spine (include occipital fossa)               o Lumbar spine

o Thoracic spine

SPECIAL INSTRUCTIONS:  ______________________________________________________________

CT-SCAN:    o With 3D recon               o Without 3D recon

o Cervical spine (include occipital fossa)               o Lumbar spine

o Thoracic spine

SPECIAL INSTRUCTIONS:  ______________________________________________________________

LABS:  

o PT/PTT	 o CBC	 o Albumin	 o PRE-Albumin

o Other  ___________________________________________

o Other  ___________________________________________

PULMONARY FUNCTION TEST

 
SPECIAL INSTRUCTIONS:  ______________________________________________________________
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Scoliosis Surgical Checklist
Grow well. Play well.

SM

MD ORDER DONE CONSULTATION SERVICES

PEDIATRICIAN:  o OH PHYSICIAN           o FAMILY PEDIATRICIAN

Name:  ____________________________________________  Phone number:  _____________________

PULMONOLOGIST:   Name: _________________________  Phone number:  _____________________

CARDIOLOGIST:    Name: ___________________________  Phone number:  _____________________

NEUROSURGERY:   Name: __________________________  Phone number:  _____________________

OTHER:  Specialty:  _____________________________________

Name:  ____________________________________________  Phone number:  _____________________

MD ORDER DONE DISCHARGE PLANNING POST-OPERATIVE EQUIPMENT

POST-OP BRACE

OTHER:  _______________________________________________________________________________

MD ORDER DONE SURGICAL PAPERWORK

PROVIDE FAMILY WITH SURGICAL PRE-OP FOLDER

DISCUSS BLOOD DONATION

RX FOR IRON/VITAMIN C

Other:  _________________________________________________________________________________

Other:  _________________________________________________________________________________

Other:  _________________________________________________________________________________


