
Translator needed: 0 Yes 

_____ 

__-'___ 

_____________ 

_ _ 

Do you have allergies? 0 Yes 0 N<l 0 FOOD 0 DRUG 0 LATEX 0 OTHER, 

• 
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Deloartm'~nt of Perloperative Services 

Name· _ ___~_______ ______ ______ 

Fluent in English: !J Yes 0 No Preferred Language Spoken: _____________ 


Sex: ________ Da~ol~~: _____ _'__-r__~'___
 

~~oonNwne: ___________ ___________
_ 
Expected Dele of Surgery _-,-...1 


Primary Care Physician: ______ _ ________ _ - ___ 


iPrimary Care Physician's\Phore No. ( ___ 
I 

'CaJdiologists Name _ _ ________ _ ________ Phone No.: ( 

Expected Procedure: 

HomePhone: ( _________ Work Phone: ( __________ Cell Phone: ( __ 

Telephone Number to be Reached Prior 10 Surgery: _________________________ 

Besl lime to call: 0 Afternoon o Evening May we leave a message? 0 Yes 0 No 

LIST PRIOR SURGERY DATE UST ANY COMPLICATIONS 

Whal previous A..S1hula hi'. you had? 

o General 0 Regional 0 SpWlal 0 Epidural 0 Local 0 None 0 Unsure 

Please list any complicatloneJproblems experienced with anesthesia. 

Please list prior Hospitalizations Including Emergency Oepar1ment visits 

~1G5 (9t Il) 



• • 

-1 NewYork-Presbyterian 
.., The Universi ty Hospl I of Columbi dl1d C"",d l 

~~ .. of Perloperatlve Services 
n, , • 

t::I~im ' Qg ~gU ba~a g[ l!tl[ bad 'bl (gllgrtlog ; 

I ) Atrial Hbrillation or Irregular heart!)eac? ...... .. ... .. ... ..... ........... " 


2) High blood pressure or M;lral Valve Prolapse? ..... .. ..... .. ..... .. .. .. ............ 

3) A heart aMck. anglna, or c~esl pain? .. .. ................ . ........ ... . ... ........ . ... 

4) A heart murmur, heart failure or hoart surgery? ......... ........ .................... 

5) High cholesterOl? ...... .. ............... ....... ...... .............................. ....... .... . ... 


6) Chesl pain or shoMass ql br~ath When climbing a flight of slairs? ........ 


7) A calheterl zalioo of your heart? 11 10, ..... 


Dale --...-1---1__ Whore 


8) A heart slress test'? If so. .... . 


Dale _ '---1__ WlM>~ 

Do you: 

9) Take antibiotics prior to a surgical procedure or dontal work? .... ... .. 

10 ) Do you have a pacemak~ r or implantable deflbdllalor (AIC D)? ... .. ........ 


If yes, manufaclurer: (check 0"") 
o Medlronic o Guidanl D SI. Jude o arotronik 

Dale _ 1_ _ '_ _ w pe,e 

Ask your cardiologist to sand the mo.t recent pacemaker interrogation 
to Ihe surgeon and please b~lng your Information card with you on lhe 
day 01 surgery. 

, 
11) Are you 60 vears old or old",? ............ ................................................ ..... 


Breatbi m~ ; Do ~ou ha~e or I~I[ big lb. rgll'n~IDg : 

12) Shortness or breatr with exertion or swellen ankles? ....................... 
13} A need for mOle Ihan one pillow or wake up at night short 01 breath? ... 
1<) Tuberculosis (TB)? ..... .......................... ............... .... ...................... 
15) Smoked more lhao '. ~1<1\J.y for 20 yrS or 2 pks/day lor 10 yrs? . 

16) Smoked in the [ilSI year? .. ........ ....... .. ................. . ... ... . ..... .. ... 
17) Oxygen al home 10 help you brellhe? .. .... ...... .. .. .... .. .... ..... .... ...... ....... . 
1B) Severe emphysema, aSlhma or bronchllis (COPD) IhallimilS your 

activities? ..... .. ... .. .... .. .. . . ..... .... ..........._.... ....... ... . .. ...... . .. .... ... ...... ". 

19) Did you ever haw: :: ., embolus or clot go 10 your lung? .. ..... ............. 


Obstructive Sleep Apnea ;OSA) ; 

20) Do you have Obstructive Sleep Apnea (OSA)? ............................. .. .. 

21) Do you frequenlly snore loudly. enough 10 be heard Ihrough closed 


doors? ............. ... .... ..... .. ....... .. 

22) Have you been told by o1h9f'S that you gasp , choke. snort. or slap 


breathing during your sleep? ......._ ....... .... ..................... . 

23} Do you have Of are you being lreated for high blood pressure? . 

2<) Do you use a BIPAP or C·PAP machone al home? 


If so, settings: 

• Anesthesia Cons.ult Recommended 
CBC - C8C pIUS pIa\BIIII$, BMf - BUN, CL C02 , CR E, Glue, K, NA, AnlonGAp, 
UV ~ ALB, ALp, ALI, AST. DBIL TBll. TP 

Data Form If NO PLA1E. PAINT ~CAl. 

f ATIENTONL c~ 
Tesl for "Vea' Answer. ~C1;:;' ::;; " No I Yes 

EKG •.. .... ,EKG 
CBC,EKG • 
CBC, EKG • 

.. ~EKG 

CBC, EKG * 
, 

CBC, EKG 

.I , 
, 

o Other 

[,
~ ,.If yes, contact EJspeciaiisl 

1IOKG 

eBC, KG • 
CS( (G 

, ".. "-
CBt A 

j' 
CBC. C1A 

......... 


EKG,CXR • 
I..~ 

I 

CSC, EKG, I • CXR 
CSC, EKG 

I CBC, EKG • 
EKG 

CBC,CXA •, 
{\ 
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~~~w,~~~~::~Da~la~~!!~~~~~~3 
25) Anemia or low blood count? . .. .. .. .. .. .. .. .... .. 

26) 
27) 

28) 

Bleeding ulcers or rectal bleeding? . 
Sickle cell disease or trait? . .. .. ...... .... .. .... .. 
Siood clots In your legs (phlebitis) or Deep Vein Thrombosis (DVT)? 

00 you: PT/fNR ,. 
29) Use wartartn (Coumadin) as a blood thinner? .. . ................................ · .. .... t=t=t:Jii~~WiEiUifiEr::jc:c:c:=c:j 

30) Bruise easily and/or have a bleeding problem? ............................ .. .. . 


Endocrlne/Benal PIMrdlt.; Do VDU haye or eyer bad the following : 

31) Dlabeles? ... ........ .................. .. .............. .. ........ ... ... ................................... .... . 


32) Adrenal or thyroid d isease or IVmor? .... .. ........ .............................. .... .. .. 

33) Kidney disease, kidney failure 01 are you on dialysis? ....... .. ................. . 


34) Severe hepatitis. Jaundice. cirrhosis or liver failure? ........................ .... .. 

35) Do you use diuretics (water pillS), d igoxin (Lano xin) or steroids 


(Prednisone)? .. ........ .. ... . .... ............ ..... .. ...... .. ....... .. 


BMP. EKG 
BMP 

BMP. EKG CBC 

.. LIV PT. INR APPT 
BMP, EKG 

I 

• GastrOintestinal: DO ypu have or eyer had the IQIIQwjngj .1 
';;a.; 

..; r,,'I, 1 

-;-

• 
36) Severe abdominal pain? .. .. .. ... .. ..... .. ..... ....... . 


37) Loss 01 appetlle or unrnlentional weighlloss in Ihe pasl year? 

38) Acid r.nux? ................... .. ..... . .. ... .. ....... ...... .. . 


1 
Neurolog!qal/Muscylo/Skeleta! ' Po you have or ever had the following: 

39) Srroke or seizures? " ",." ... " .... . , .. ."... .... ...... .. .................... .. . 


40) Weakness in your arms or legs? ...... . "....... . ...... .. ...... . 


4 1) Head. neck or bad< Injurl ..? .. .................... .. ......... .. .. .. 

42) Chronic pain? ......... ......................... .. ........ ............... .. ..................... .... .. 


43) "Pins and need/es" or loss of sensation in your arms or legs? " ....... .... .. 


44) "Collagen digease~, Lupus, Rheumatoid anh(itis, o( Raynaud's disease? 
 I 
rObstetrlcI 

45) Are you or do you believe you mighl be pregnant? . 

Last menslrual cycle ______ ______ 

46) Have you been pregnant in Ihe lasl 3 months? ... .... ............. . 


Cancer: po you have or ever had the followlno : • 

II R,eommeoded 

CBC = CBC plJs plalelelS, BMP -BUN, CL, C02. CRE. Glue, K. NA. An1onGAp, 


BMP. FKG CBC 

.; 

.. 
" • 

BHca I 
~ \'IS 10 (145 & 146) . bIoadl\lldmln rrul III 
oenI < 72 hours 01 SlrrgMY II)(T &SniT &C 

or (eceived chemotherapy? .... .......... .. ....................... .. ...47) Cancer andl .. .. CBC 
48) Have you racewed radiation therapy'? ........... ............. ................ .. .. . .. ... CXR E KG CBC 
49) An axillary Iymph node dissection (under arm) : D Yes D Na 

Which side: '," 

I '0* Anesthesia Consu 

ltV = ALB. ALp, ALT, AST. 081L. 18Il. TP 
Page 3015 
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Department of Perloperatlve ServIces 
Preoperative Medical Questtonnalro· Assessment Date Form 'rNOI'VJ<,...,., ....... III'.JC,...,~__ NQ 

Aneathesl-a Relatod 1.IYYi Hay. YAY bId: 

50) :~~;~: (:~~!~:~.~:~~r~~I~I.~ . I~~~ ' fI . ~ ....................... .. 

51) Surgery on YOlll'1hroal, vdeal co«1I or lungs? ...................................... . 
52) Any bad reactions to anes.heSia fn you or your rela,lves? . ........ __ ......... 

53) A history 01 Matignanl Hyperlhermla i n you or any 01 your relalives? ..... 

54) Do you have l1oub!e openTng your mouth or bending 

55) ~~~~~e~a~:a:.:~~~t~~~~;;;;i:'v~~~~i~; '~;--' -- '--
ThoraCICSurgery (CIleot}? -- ............................ --... ... .. ...... 

You will see 'tQJ./H .ne~lhe~liloglll on the day o/surgery. In addition, 

56) Do you wanI 10 sea a serJening MMthMiologist belore II-e day of 
Surgory? .............. ...........!...............--................................................. 

PATIENT ONLY CUNICIAN USE ONLyl 

No Yes leo. lor "Yes' Ah.wo.. ~!.':':!" 

I--t---t----- -i-'­., -+•. ----l-- ­' _*__-1 
I--t-­ -t------:~l"--;.c.+I __--l_-.-'-.__-1
1-_+­ _+-____.;.,.1 ,.;:;;LlI-_ _ +_..;.I ~.__-I 
I--t---t---­ -.,1'-:­;"'..,,' 11---+--­*- - ­

~~ .. 

I--t--t----....;..:..!_=..;:' 1---+-,. ­ ---\ 
I--t---t------'--+----l-....J.I- . ---I 

L_-'-_-'-_____..;I....__....L.._.... ___-' 

1 

Communicable OIs88.'; Po yoy haYD or eyer hod the following: 

57) 0 H~RP~S O AIDS 0 HIV ........ __ .... ... __ .. ________ .. __ ... ____ .... 

58) Contact wilhin Ihe last monlh wlih anyone suspoc'ed 01 having SARS' 
59) Have you traveled outside 01 (he U.S. n the last month? 

I 

"yes. where? _______________ 


Eyes: Do you bave oc had tn. fgllowlng ' 

60) Dry eyes? __ ... ______ ... __ __ ... .. ................. __ 

..................... ... 
f-!-+-.~---:---:----t-~--I61) Glaucoma or cat.lracts? 

Behavioral Health 

62) Have you suHerad lrom aJlxlety, depression, or • psycn,atric disordor" L_-'-_.II~I ________....L.._.....__....I 

Blood TransfuSion; Do You hay. pc bId the following; 

63) Blood transluslon in the laot 3 months? ... .. .. ______ . __ ... 
64) A reaction or allorgy'o a blood tr~J1sfusion? .... ________________ . 
65) Didyoudoneleblood lorthissurgery? ________ ... .... ____________ .__ . 
66) Dida familymomberdona.e blood? ____ . __________ ______________ .. ________ . 

II yes 10 (#63) a blood specimen muSi lIB senr 
< 72 hours prlor tb surgery tor T&S and T&C 

I 
I I 

I 
• Anesthesia Consult Recommonded 

CBC = CBC plus plaletets. BMJj = BUN. Cl. C02. CRE, Glue. K. NA. Anion GAP, 
lIV = ALB. ALP. ALe A,ST. DBll. TBll. TP 

PatienVGuardian SignnlWf) _ __________._ ______ Date: ~--1___ nm.: _ _ _ AM/PM 

If completed by rhe AN: ______ -:-:-_-::-_______ RN Da.e : ~--.-1___ T1me: _ ___ AMJPM 
Nw_sq....... 
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PRE·OP TESTING DOCTOR'S ORDERS 1ADULTS "No ."'r•. • • ',.,. ...... sa...,·...Dl.,.., ..C_HO. 

C InOP _u uor a.oRDI!IIllMI! AUTO.. l IIE'()AOIR n. 
Intravenous fluids (for nuld repiKement) 7 dayS All medications (Including InlCIVenous and oral anlibfodcs) t.. . t_. 30 days 

Other large volume parentersls /Irrigalions Wartar'in ~4 ho\.n for the b 7dwLlllaf thai 
All controlled substances (Including epidural orders wi be VIIIO lor '7 dIyJ.e. 

lo",.io"" and pallenl conlroliOd analge&l8) poIillti II .... 1ilIr1!IIdI<... 

LEOIBIUTY IJId CO~PLETENESS of medlClltlon ordera counta • Pl .... follow than Q'ul~lInea: 
• Write out 'unfts' • Write out ' microgram' 
• use leading zero, ego 0.1 mg • Omit trailing zero, ego 1 mg 
• Write out "days" or "doses" • Print medication order 

,---,---,­

DATE 
 TIM'! DOCTOR'S ORDERS AND DOCTOR'S SIGNATURE 

ALLERGIC/SENSITIVE TO: 

Pre-op Testing Order(s) 

o Lab 1Test per Pre-op Medical Questionnaire (50705) 

o Other Lab 1Test 

o Type & Cross per Maximum Surgical I Blood Order Schedule 

The link is: htto:/llnlonet.nyp.org/LablTransfusiolindex.asg 

_0 Type & Screen per Maximum Surgical 1Blood Order Schedule 

The link Is: b1lJll/jnfonet.nYD.ora/Labffia~/lndex.asD 

• 
Provider Signature: ________ _ _ ____MD. PA, NP 

Print Name/W. CDde: _________________ 

Date: 1___ ./_____ Time : _____ AM/PM 

• Prl~t name andl lD code 
• Sion all orders 
• Add beeper number 

DRQEft mr.m BY OADUI CM!CItfD!Y RH OWFA.XfD 
"I'OM 

OATE, T~( DAT(, TIME om, TlW 

Page 5 of 5 
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HOME MEOICATION LIST: AMBULATORY 

~~____J_____ 

Imorm,1bl So~: 0 PaUen'! a $pou .. 0 Family n.TIblrJOUltI __-'-­__________ o M~k:.llona b'Ought from hOtnI 

" 

New Medications 

1I'tdI001lo" Natnt.,lS1tengltl c- How Whon (1""w.:Jllo'i COftUMnlll8p;.e1al
(Roul_) (FreQU.1\CYI 1.ltn.IcUon. 

, 

I 
, 

I 

-

I _'_o~th C... How When ~~'6oni Comm.m.JSp.c1eJ 
~0!,J1.) (F"r,QU'r\C'11 In.tTut.tlorq 

,................_---"""''''=-=-'=====,---­. NiL ciIIi:;;;;{I40/ AN/Pl/HP/N'HJ ....- (;lo:,"~~ (yO/AN}P,,} HP/RJI\i) 



.-J NewYork-PresbyterianCORNELL .., The University Hospitals of Columbia and Cornell UNIVElt&ITY 

JOILn .nd Santoni I. Weill MediCiI CollCIC Dcpvtmc!ll of Urelo,)' Tel: 2U.746-l-491 
Bndy Uroloa:1c Hnllh Canlu Fax: 'Z 12· 746-34 2.S

PETER No SCHI.EGEl, M.D., F.A.C.S. 523 EI1( 68th SlfCleI pa.sehle.Omed..c;OfMII.educn.nmw.. _fII 01 Urology New York, NY 100'21 
UroJogi$,·/n-Chlei 

EPIDIDYMAL SPERM RETRIEVAL 

To clarify the source of sperm to be used for lYF-ICSl in your upcoming cycle. I ask you 
to complele the following preference list that outlines which sperm source to use for your 
upcoming cycle : 

YES NO I have epididymal or testicular sperm frozen . 
o 0 Where is it being stored? ________ ___ 

Order of preferences (please number) CrOSS out any that does not apply. 

o I . 	 Use Frozen - thawed epididymal sperm that are alive. 

o 2. 	 Use freshly retrieved live epididymal sperm. 

o 	 3. Use freshl y retrieved tes ticular sperm (usually only if no epididymal 
sperm available) 

o 	 4. Please freeze any remaining epididymal or testicular sperm for 
possible later use . YES NO 

We would like lO follow the plan outline above .but give our permission for the 

Embryology Laboratory to use its best judgemenl to amend the plan as needed. 


Comments'______________________________________ 

Pat ient's Name (Print), ____________________Spouse Name (Print) _____ 


SignaLUre:____________________ 


Date:_________ 




-1 NewYork-Presbyterian HospitalWeill Cornell Medical College 
.., Weill Cornell Medical Center 

~ 
The Ronald O. Perelman 6< Claudi. Cohen /indr%gy Lnboralory 

Cent'er for Reproducllvc Medicine 1305 York Avenue, Y725, New York. NY 10021 
Phone, (646) 962-8448 F." (646) 962·0:}47 

CONSENT TO STORE AND USE HUSBAND'S SPECIMEN (IN-HOUSE) 

I, (mal. name) (lOX '), am patient of the Center for 
Reproductive Medicine (CRM) at Weitt Cornell Medicat College, agree to provide a semen sample 10 Ihe 
Andnology Laboratory lor analysis , cryopreservatlon. and storage. The CRM Andrology Laboratory agrees 10 
mainlain and slore my semen sample for one year Irom Ihe date hereof. This agreemenl Is not a guarantee 01 
qua lily or viability. I also understand and agree to pay a $150 quarterly storage fee. 

I undersland Ihat by signing this section I am giving permission to CRM Andrology Laboratory to release my 
semen sample 10 my spouse, designated below, lor use in arNicial inseminalion, In vitro lertilization or 
intraoytoplasmic sperm injection. 

Female Partner's Name ("lin I) SocIal Securi\y -Number (Fltmala) 

Palient's Signature (Mille Pannefl Date 

I understand Ihal there are inherent risks in Ihe process 01 sloring semen, including. but not limited to. damage 10 
the sperm, reduced capacity 01 lertilizalion, and reduced lile span aHer thawing. At this time, Ihere is no proven 
evidenoe that Ihe cryopreservatlon 01 human spermalozoa increase chances 01 abnormaliUes in intrauterine 
development and birth delects versus the use 01 Iresh semen. While il Is also possible that Ihe resulting child or 
ohildren may be born with birth delects Or possess otherwise undesirable trails Or hereditary tendencies, or other 
problems or disabilities, such OCcurrence will generally be no more Irequent or severe than in children conceived 
by Iresh sperm. 

Upon my demise my samples should be: 
I I given to my spouse/partner [ 1donated lor research purposes . [ J destroyed. 

I also understand that there are potential risks involved with storing my semen at the Andrology Laboratory. 
Although semen samples are kept In liquid nitrogen in containers equipped wllh a lemperature alarm system, 
accidental thaw damage Or loss 01 sample, may occur al any time due to technical malfunction, the complete or 
partial destruction 01 Ihe laboratory, or a variety 01 olher reasons. I unde rstand that I will only be entitled to 
damages equal to the slorage lee in the event 01 such occurrence. 

I also undersland that il a culture reveals the presence 01 bacteria in my sample, I will be nolified by my physician 
lor evenlual treatment and planning lor another sample production . 

Agroed and acceptod: 

Palienl's Signature (Male panner with copy of pholo /0) Social Security Number (Male) 

Dale Home Number Work Number 

Address 

Consent expiration Witness (Nolsry PubJidAndrology) Notary Seal Date 



-.J NewYork-Presbyterian HospitalWeill Cornell Medical College 
, Weill Cornell Medical Center 

Telephone: 212-746-5491Peter N. Schlegel, M.D., F.A.C.S. 
Fax: 212-746-8425 Professor and Chairman 
E-mail: pnschleg@med.(orne ll .edu Department of Urology 

Urologist·j n-Chief 

Brady Urologic Heallh Center 
525 Ea.t 68th Street 
New York, NY 10065 

I (Patient's Name), ___ ______________,understand that on day of my 

scheduled surgical sperm retrieval, the decision of whether or not surgery will take place will be 

determined by DLPeter Schlegel. The following factors are involved in the decision making: 

semen analysis, evaluation of frozen samples if available, processing of the semen specimen, 

medical consultation with laboratory and other healthcare personnel. 

For this medical decision making and evaluation of the medical value of the sperm specimen l! 

standby fee of $1500.00 must be paid if surgery is deemed not to be needed. If 

frozen samples are evaluated there will be an additional fee of $1000.00 for the 

laboratory processing of these samples. 

Agreed and accepted: 

Palien!'. Signatu re Dale 

http:pnschleg@med.(ornell.edu


MEDICATIONS TO AVOID BEFORE SURGERY 


The following drugs contain aspirin or other products, which can cause Increased bleeding during 
surgery and should not be taken for 10 days prior to surgery. 
for relief of minor pain, you may take Tylenol. 

Advll 
Aleve 
Alka Seltzer 
Alcohol 
Anadn 
Anaprox 
Ansaid 
Arthrotec 
Aspirin 
APC 
BC Tablets or Powder 
BC Cold Powder 
Brufen 
Bufferin 
Cama Arthritis Pain 
Reliever 
Cataflam 
Celebrex 
Cephalgeslcs 
Cllnoril 
Cogesprin 
Coricidin 
Coumadin 
Darvon 
Darvon with Aspirin 
Daypro 
Diclofenac 
Dlflunisal 
Disalcid Tablets or 
Capsules 

Doan's Regular and 
Extra Strength 
Dolobld 
Drlstan 
Duradyne Tablets 
Easprin 
Ecotrln 
Empirin 
Enbrel 
Equageslc Tablets 
Etodolac 
Excedrin 
Feldene 
Florinal 
Flurbiprofen Sodium 
4 Way Cold Tablets 
Goody's Headache 
Powder or Tablets 
Ibuprofen 
Indomethacin 
Indocin 
Ketoprofen 
Lodine 
Meclomen 
Medipren 
Meloxlcam 
Midol200 
Midol PMS caplets 
Mobic 
Motrin 
Nabumeton 

If you should need to take something 

Naprelan 
Naprosyn 
Naprosyn Pepto Blsmal 
Tablets and Liquid 
Naproxen 
Norgeslc forte 
Orudls 
Oruvail 
Oxaprozin 
Percodan 
Persantlne 
Plroxicam 
Plavix (Warfarin) 
Quagesic 
Relafen 
Robaxisal 
Rufen 
Sine Aid 
Soma Compound 
Sullndac 
Trandate 
Trental 
Trillsate 
Vanquish 
Vitamin E 
Voltaren 
Wesprin 
Zavtrln 
Zoprin 
Herbal Supplements 

Before stopping any of these medications, be sure to consult the physician who ordered them. Some, 
such as Coumadin (Warfarin) and Plavlx, are ordered to prevent or treat serious conditions such as 
"deep venous thrombosis", "pulmonary embolisms", and other heart problems. This Is not an all 
inclusive list. If you are unsure if you are taking an aspirin product or an antI-Inflammatory, please 
ask your doctor, nurse or pharmacist. 
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Jo,n ond Sonford I. Weill Medical Colleae PETER N. SCH~EGE~, M.D., F.A.C.S. Department of Urology 
Chairman, fNpartmr.nl a/Urology Brody Urologic HelllUl Center 
Urologlst-in -Chie! S2S East 6811\ SlIeel 

New York, NY 10021 
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Microsurgical TESE 
Testicular Sperm Extraction 

Your biopsy will involve removal of a small amount of testicular tissue, from one or both testes, 

for examination under the microscope. The biopsy is performed in an attempt to retrieve sperm 

that can be injected into your wife's eggs, which are obtained during IVF treatment. 


Pre-operative Preparation: 

-You should be in the best of health. 

-Avoid aspirin and aspirin like derivatives I week prior to surgery. Please see attached list. 

-A pre-operative evaluation must be scheduled with our office. This visit should be within 

month of surgery. 

-We will typically give you Celebrex, an anti-inflammatory medication, to take before and after 

surgery. 


Hospitalization: 

-The TESE procedure will take 2-4 hours. 

-Since several TESE procedures are done each day, your operation could require a wait. This is 

done to be sure we have looked at your semen sample and the need for your retrieval. 

-You will be discharged from the hospital the same day. An adult must accompany you home. 

You may travel by train, automobile, or plane. 

-Wear loose, comfortable clothing. 


Post-operative Instructions: 

-A small amount of blood and/or drainage from the incision is expected. If you feel it is 

excessive, please call our office. 

-An ice pack will need to be applied to the scrotum for 48 hours following surgery. It may be 

placed inside the supporter. This will minimize swelling. Bruising may appear. 

-You may remove the gauze and scrotal support after the initial 48 hours. You may shower at 

this point. Reapply the scrotal support after showering. 

-You should not drive or work for I week following surgery; you may be driven. If your job 

involves light desk work, you may return in 3-4 days. 

-It is common to experience some discomfort 2-3 weeks following surgery. You may resume 

normal activities as tolerated; however, no sexual activity for 3-4 weeks and avoid sports and 

heavy lifting for 3 weeks. 

-The athletic supporter should be worn, at all times, for 2-3 weeks following surgery. After 3 

weeks, you may wear snug jockey shorts when participating in sports or strenuous activity. 




-A low grade fever, up to 101 degrees, is common for the first 2-3 days following surgery. 
Please remember to cough, deep breathe, and walk. 

Follow-up: 
-Please phone office and schedule your I month follow-up appointment. 

Please feel free to contact our office with any questions and/or concerns. 

Sincerely, 

-fA ~.~. ~i'. 
Peter N. Schlegel, M.D. 
Professor & Chainnan, 
Department of Urology 



Weill Cornell Medical College .J NewYork-Presby1erian Hospital 
'I Weill Cornell Medical Center 

Telephone: 212·746·549' 
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E.mail : pns(h If'g@med.,omell.edu 

TESE FROZEN SAM PLES 

PLEASE BE ADVISED 

II is. slal1dDrd praclice al Cornell 10 freeze live spelm, iCan y arC left over aCicr ICSI. 
However. any samples Ihal are froz.n will incur charges for processing and yearly 

·slorage charges. In order 10 help you make a decis ion as 10 whelher you wanl spenn 
frozen please undersland : 

I. 	 Samples ofTeslieulsr spenn Ihal were frozen may nol survive Ihe frcezing and 
Ihawing process. In only 30·40% of cases (for men wilh low spenn produCiion 
such as yourself) will sperm survive freeze-Ihaw and be useful for ICSI. 

2. 	 2 If you go Ihrough an ICSI cycle wilh allempled sperm relrieval in Ihe fulUre and 
110 spe"n can be found, frozen leslieular spclm may be your oilly oplion, beyond 
Ihal of donor spenn . 

J. 	 If you proceed wilh an lVF cycle using Ihe frozen leslieular lissue. we 
recommend Ihal a backup sperm rellieval operalion be scheduled . (In case Ihe 
sample of frozen leSlicular spenn has no viabililY afler Ihawing.) 

4. 	 II usually lakes HI leasl 6 monlhs wilh anolher leslieular spenn allempllo allow 
healing before you can proceed. 



FINANCIAL POLICY FOR UROLOGY AND CRM 

The Ronald O. Perelman and Claudia Cohen Cenler for Reproductive Medidne (CRM) requires that you pay for your 
urological procedures in full (Induding, but not limited to EpididymalfTeslicular Sperm Extraction , Percutaneous Needle 
Biopsy and Ejaculatory AbnorTnalilies) . On the first day of your IVF Cycle, you will need to pay by check, cash, money ord er, 
tra.....1'8 Check or credit caret. Upon completion of your cycle, you will receive itemized insurance forms in the mail. These 
10,",* should be sent to your insurance company for reimbursement. 

T I, r S erm Extraction $ 14,000.00­

Oheck payable to: Urology 

Check payable 10: CRM 

$ 12,000.00 Testis Biopsy (muJtiple) 
$ 500.00 Cytopathology, evaluation of aspirate In operating room 

$ 1.500.00 Sperm identincation from testis tissue 

E Idld mal A. iration 

Check payable to: Urology 

Check payable to: CRM 

$ 

$ 

$ 

8.000.00 
500.00 

' .000.00 

Epididymal Sperm Aspiration 
Cytopathology, evaluation of aspirate In operating room 

Sperm identificatlon from aspiration 

Percutaneous Needle 610 S $ 5,500.00 

Check payable to: Urology $ 3,500.00 Needle biopsy of testis for sperm retrieval (multiple ) 
$ 500.00 Cytopathology, evaluation of aspirate in operating room 

Check payable to: CRM $ 1,500.00 Sperm identification from lestis tissue 

E acul.to Abnormilltl•• $ 5,800.00 

Check payable to: Urology $ 
$ 
$ 

$ 

3,000 .00 
500 .00 
500. 00 
600.00 

Rectal Probe electrostlmulatlon 
Cytopathology. evaluation of aspirate in operating room 
Anoscopy 
Bladder catherlzatlon for semen retrieval 

Check payable to: CRM $ 1.000.00 Sperm identification from asplraUon 

Fees for the following procedures: 

1. Egg retrieval alone performed after froten lesticular sperm processing determines that sperm retrieval is not needed. 

Check payable to: Urology $ 1.500.00 Physician standby service 


Check payable to: CRM $ 1.500.00 Sperm identification (fresh or cryopreserved) 


2. Egg retrieval alone performed after ejaculated sperm processing determines that sperm retri eval Is not needed . 

Check payable to : Urology $ 1.500.00 Physician standby service 

3. Surgical Pathology test 

This is billed separately by NYPH. $ 400.00 A formal biopsy. 

· 'Fees are subject 10 change" 

01/1 12.014 
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-l NeWVork·Presbvterian Hospital<i> WeillCom.n""""", Cd ... 
.,1Weill Cornell ~edlcal Center 

eRMI 
ATTN: Billing Department 

1305 York Avenue, Go. F100r 
N", Yorl<, NY 10021 

SubscribeJ:________ ID# _ _ ____ 

Patienr:______ ___ Grp#______ 

Below is a list of procedure codes and charges related to the proposed procedure for the above 
named patient. Please send a predetermination of benefits showing coverage for all codes listed. 

Epididymal Aspira/ian 
o Epididymal sperm aspiration 
o Cytopathology, evaluation of aspirate in operating room 

o Sperm identification from aspiration 

PercuJaneous Needle Biopsy 
o Needle biopsy of testis for sperm retrieval (multiple 
o Cytopathology, evaluation of aspirate in operating room 

o Sperm identification from testis tissue 

Tes/icular Sperm Extrac/ion 
o Testis biopsy (multiple) 
o Cytopathology, evaluation of aspirate in operating rOOm 

o Sperm identification from teslis tissue 

EjacuiLliory Abnormali/ies 
o Rectal probe electrostimulation 
o Anoscopy 
o Bladder catherization for semen retrieval 
o Cytopathology, evaluation of aspirate in operating room 

o Sperm identification from aspirat ion 

o Physician standby service 
o Sperm identification from testis tissue 
o Sperm identification from aspiration 

(fees Subject {o Change) 

CPT CODE 

54865-22 
88 172 

89257 

54500-22 
88172 

89264 

54505-22 
88172 

89264 

55870 
46600 
51700 
88172 

89257 

99360 
89264 
89257 

AMOUNT 

$ 8,000.00 
$ 500.00 

$ 1,000.00 

$ 3,500.00 
$ 500.00 

$ 1,500.00 

$12,000.00 
$ 50000 

$ 1,500.00 

$ 3,000.00 
$ 500.00 
$ 600.00 
$ 500.00 

$ 1,000.00 

$1 ,500.00 
$1,500.00 
$1 ,000.00 
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BILLING BULLETIN 


The Urology Unit does not participate with any HMO',. PPO or any Commercial insurance. Please 
contacl your insurance company to delenninc what type of pre-authorization is necessary for your 
rcimburserrent. Services rendercd by the Urology Unit will be performed out of network at all insUlnces . 

You will be asked to make payment in full for the Urologic procedures at the same time you and your 
spouse are making payment for your rvF cycle. which is day one of the IVF cycle. 

I. On the day of your procedure, patients are required by New York Presbyterian Hospital, Admitting 
department to make an ilJitial deposit for the operating room, recovery foom ~nd other hospital ex.penses, 
The following amounts represent the minimum deposit required by NYPH . The final charge may exeeed 
these amounts. 

Deposit 
Procedure Amount 
Testicular Sperm Extraction S5,555.OO· 
Epididymal Aspiration S5,555.00· 
Ejaculatory Abnormalities S5,555 .00· 

OR 

a wrillen precerlificalion , preccrtification/aulhorizalion number, authorization, or a referral form 
from the insurance carrier if you have coverage for the above urologic procedure . Aflcr 
submission of claim to the insurance company, patient will be responsible for the NYPH facility 
fcc if the insurance company does nOI pay. 

·The final total amount will vary depending on the actual hours. 

2. You will be billed separately for the Anesthesia cost. 

,. Estima Ie.d 
Proeedure Minimum Charge 
Testicular Sperm Extraction S 2,200.00 
Epididymal Aspiration $ 1,500.00 
Ejoculatory Abnormalities $ 800.00 

• The "Estimated Minimum Charge" is not the actual charge amount. The final total amount 
will vary depending on the actual anesthesia hours. 

l. Please call your insurance company first to find out if you have benefits for the proposed 
procedure(s). If you have the benerlts and require precertification/predeterminalion please call (646) 
962-3885 . Have the following information available: 

a. Insurance ID# 
b. Subscriber's name 
c. Contact person/dept. with telephone# and faxn if available . 

4. Health insurance claim forms are mailed to you following yo ur cycle. 

(Fees Subject to Change) 

10/(111) 
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~ 

rNSURANCE rNFORMATION 

, Pl., Note: All billing and insurance mailers will be handled by Ihe Cenler for 
Repn>duclive Medicine. Please !ee endo<ed malerial on page a 

Reminder: On tne dllY of retrieval, pallents will bring to New York Presbyterian 
Hospllal, Admilling department either of tne following: 

Payment for deposit of $5104.99. 
OR 

A wrillen precerllOcallon, precerllncalion/authorllallon number, or a referral 
form from the insurance carrier If you have IVF coverage. 

for prt-cerlilTcalion or for billing and Insurance mailers, please call1VF al 
(646) 962·3245 



I 

i 

...J NewYork-Presbyterian Hospital(i) Weill Comell Medical ColOge ., Weill Cornell Medical Center 

Peter N. Schle.gel, M.D. Tel(!phone: 212 746-'5491 
J arqe~ J. CoIl Professor of Urology F ,, ~ 2 \274 6·8425 
Chilf'ln¥1. Departmem of Urclogy l'rN~ pnschtt'<]Omed cornell.edu 

UrOJogI5t .in·Ch~f 

Brapy. Urolcg:c Health Center 
525 E;)\I 68th SHeet, SloHr 900 

Nj YOI'k. NY 10065 

Insurance & Test'", 'nform;iltlon fo r TESE/MESA Procedures 

New York Stall Empire Government Plan (NVSHIP) United Health Care Empire Plan 

Patients opting to use their fe rtili ty benefits must enroll In the Cenle r for Excellence Program, upon 

enrolling an authorization number will be provide to you. 

Oxford Optum: 

Dr. Schlegel does not participate wit" o)::rord but patients with this plan can seek reimbursement. For 

additional Information resarding Oxford (Optum) please caU 877-512-9340. We encourage patients to 

contact their Insurance compan ies and inquire about the ir fert ility eligibility and coverage for fert il ity. 

Testlne that me, '" required before or after TESE/MESA 


Sernell Analysis : A collect ion o f semen to determine the counl , mObil ity and morphology of the semen. 


Scrotl' Ultrasound (Covered by most insurance) 


Testosterone: Hormone test (Covered by most insurance) 


Estradiol: Hormone test (Covered by most insurance) 


FSH: Hormone test (Covered by most Insutance) 


The estimate of charles for lESE IMesa does not Include any additional services nor procedures 

http:cornell.edu

