
Cardiac Surgery Callback Form 
17346 Rev. 04/2017 
Page 1 of 1 

McLaren Flint 
Cardiac Surgery 

Post-Op Assessment 
Patient Name: ______________________ DOB: ___________Phone: ________________Encounter: ______________ 
Surgeon: _______________________ Date of Surgery: ______________ Procedure: ___________________________ 
Date of Discharge: _________________ Discharge Disposition: ____________________________________________ 
Follow up Diagnostics to be completed by (Date): ___________________   
Callback 1- 72 Hours post discharge: _____/______/______  

_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________ 
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________ 
Follow Up:   None ______________________________________________________________________________     

       Signature:___________________________________ Date/Time:_______________ 
Callback 2- 1 week post discharge: _____/______/______   

_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________ 
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________ 
Follow Up:   None  ______________________________________________________________________________  

       Signature:___________________________________ Date/Time:_______________ 
Callback 3- 30 days post discharge: _____/______/______ 

_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________ 
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________ 
Follow Up:   None ______________________________________________________________________________  

       Signature:___________________________________ Date/Time:_______________ 
Any visits to an ER or admission to a hospital within 30 days post discharge:  No  Yes, Date: ________________ 
Location of admission: ________________________________ Reason for admission:__________________________ 
_______________________________________________________________________________________________ 
Procedures performed on readmission: _______________________________________________________________ 
Status 30 days post discharge (REQUIRED):  Alive    Deceased    Lost to follow Up 

Filed by: __________________________   Date: ____________ Time: _________ 

680

PT.

MR.#/P

DR.This is a confidential professional peer review and quality assurance document of the MSTCVS Quality Collaborative. Unauthorized disclosure or duplication is absolutely prohibited. It is protected from disclosure pursuant to the 
provisions of Michigan Statutes MCL 333.20175; MCL 333.21513; MCL 333.21515; MCL 331.531; MCL 331.532; MCL.331.533 or such other statutes as may be applicable


