Cranial Bone Flap Audit Notice 	  [Facility Information]         



Date: _______________


[Surgeon Name],

A frozen cranial bone flap from one of your patients is nearing the maximum storage duration of [designated time frame (eg, 2 years)] set forth in the [facility policy] governing autologous bone flap management. Below is your patient’s information on record. 

	Patient Information
	Surgeon
	Date of Removal
	Patient Status

	Patient Name
Medical Record Number
Date of Birth
	Dr. __________
	_________________
	Alive/Deceased



Please determine whether the bone flap should be retained in the freezer or disposed of and sign below. This document will serve as a record of your request. Please return this form to the [facility, Perioperative Services Department] within 2 weeks.

	 Please dispose of the bone flap per protocol
	 Please retain the bone flap in the tissue freezer for another [designated time frame (eg, 2 years)]

	
Signed: ________________________
	
Signed: ________________________



If you elect to retain this bone flap in the surgical freezer, you will be contacted during the next audit cycle in [designated time frame (eg, 2 years)]. Thank you for your assistance with this matter.

Sincerely,





[Address,
Office,
Mail Code,
Phone Number]
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