
SOUTH BAY HOSPITAL  

RESERVATION REQUEST 

PHYSICIAN NAME 
ADDRESS 

CITY, STATE ZIP 
PHONE NUMBER 

 
 

TO:  SOUTH BAY HOSPITAL CENTRAL SCHEDULING 
FAX #: 813-634-4569 
 
Physician script needs to be faxed over with requested reservation document.  
 
PATIENT NAME: _____________________________________________________________ 
 
SSN: ______________________________________  DOB: ____________________________ 
 
PHONE NUMBER(S): _________________________________________________________ 
 
______________________________________________________________________________ 
 
 
 
CENTRAL SCHEDULING:  

• Contact patient to schedule appointment date and time.        
• Return fax confirmation to ____________________.   

 
 
 
Appointment request faxed after 5pm will be confirmed the next business day with the ordering 
physician and the patient. 
 
 
 
 

This facsimile transmission may contain confidential and/or provider patient privileged information belonging to the sender. This 
information is intended only for the use of the individual or entity name on this transmission sheet. If you are not the intended recipient, or 
the employee or agent responsible to deliver it to the intended recipient, you should notify the sender immediately. You are hereby advised 
that any disclosure, copying, distribution or the taking of any action in reliance on the contents of this telecopied information is strictly 
prohibited. 
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