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LABORATORY, EKG, and X-Ray Evaluations      See reverse side of this form for minimum requirements. Supply other pertinent results and information as
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STATEMENT OF CLEARANCE: ''There are no medical contraindications for the proposed procedure.''

I have reviewed the above H&P.  I certify that I have re-evaulated and re-examined this patient immediately prior to the procedure and there has been no significant
change in his/her clinical condition since the above examination.

I certify that I have re-evaulated and re-examined this patient immediately prior to the procedure and there is a change in his/her clinical condition.  See Progress Note.
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