
SCGH	  CD	  Physician	  Reimbursement	  form	  

I	  certify	  that	  the	  individual	  physicians	  above	  are	  eligible	  for	  CDU	  monies	  as	  identified	  above.	  
	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Signature,	  SCG	  ED	  Chief:_________________________________	  

#	   Patient	  Sticker	  	  
(overlap	  barcode	  please)	  

Date	   Initial	  Admission	  CDU	  	  	  
	  

Discharge	  from	  CDU	  	  	  
	  

Reassessment	  	  CDU	  
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