
Procedure you are scheduled for: ______________________________________________________ 

 

 

Patient Prep : 

• Nothing to eat or drink after midnight on the day before your procedure or a clear liquid breakfast if your 

procedure is scheduled after 12pm. (scheduling- if applicable, please give pt clear liquid info sheet) 

• Your Physician will determine which medications, if any, will need to be held prior to your procedure.  

Otherwise, take your regular morning medications with small sips of water on the day of the procedure. 

• Do not have any alcohol for 24 hours prior to your procedure. 

• Do not take any diuretic (water pills) the morning of the procedure. 

• Diabetics please do the following: 

o If you are on oral diabetic medications or insulin, do not take on the morning of the procedure. 

• If you are having an Ablation, a Device Implant or a new lead revision, you will be admitted to the hospital 

after your procedure and will stay in the hospital overnight.   

• You will be unable to drive for 24 hours after you procedure; please arrange to have someone drive you home 

after your procedure when you are discharged.  You will also need to make sure that you have a responsible 

adult with your for 24 hours after your procedure.  Your procedure will be cancelled if you do not have 

transportation home. 

• If you have any questions about your upcoming procedure, please contact Minnesota Heart Clinic: 

o Nursing……….952-836-3972 

o Scheduling……952-836-3770 

 

 

 

 

Pre-Procedure Appointments/Check-in information (to be filled out by scheduler): 

 

• Your procedure will be done at Fairview Southdale Hospital.  Please park in the Skyway Ramp on the west 

side of France Ave. on 65
th

 street and take the skyway over to the Minnesota Heart Clinic office building 

(6405 France Ave.).  Go down one flight of stairs and check in on the first floor at the Welcome Desk, on 

__________________________ at __________________.      

 (Date)           (Time) 

 

Date/time of History and Physical: ____________________________________ 

 

Date/time of pre-procedure lab work: __________________________________ 

 

Date/time of CT of Chest: ___________________________________________ 

 

Date/time of TEE: _________________________________________________ 

 

 

 


