	_________________________________

Print Name

Pt. Age:                              M.D.:

DOB ___/___/____


[image: image1.png]


                             


PRE-PROCEDURE HISTORY                   For Office Use – Reviewed by Anesthesia ___________________________

                                                                                                                     Date rec’d____________ Surgery date _______________





TODAY’S DATE ____________                                                             


PATIENT GENERAL INFORMATION:






1.
 Family/General doctor or PCP: ____________________________________________Phone # ______________________


2.
 Patient height: ________________________________
Patient weight: ____________________________________


3.
 Phone # ____________________Good time to call ________2nd #____________________ Good time to call __________

PLEASE PRINT. This form is required by your anesthesiologist and other healthcare team members to provide the best type of anesthesia and special care for YOU. It is the responsibility of the patient, family member, or legal representative to complete this form.

1. DO YOU HAVE ANY DIFFICULTY READING OR UNDERSTANDING ENGLISH?  Yes___________    No___________


If yes, what is your primary language?__________________________________________________________________________

2. LIST ALL MEDICATIONS YOU ARE PRESENTLY TAKING: (include prescribed, over the counter, and as needed ones)

Morning____________________________________________________________________________________________________Afternoon___________________________________________________________________________________________________Evening ____________________________________________________________________________________________________

3. ARE YOU ALLERGIC TO ANY OF THE BELOW? LIST ALL ALLERGIES AND SENSITIVITIES: 


YES     NO

 FORMCHECKBOX 

 FORMCHECKBOX 

Drugs:____________________________Reaction:_______________________________


____________________________Reaction:​​​​​​​​_______________________________


 ____________________________Reaction:_______________________________


 FORMCHECKBOX 

 FORMCHECKBOX 

Foods/Dyes:_______________________ Reaction:_______________________________


 FORMCHECKBOX 

 FORMCHECKBOX 

Tape/Band-Aid/Adhesive: (Circle)
Reaction:_______________________________


 FORMCHECKBOX 

 FORMCHECKBOX 

Latex:



       Reaction:_______________________________

4. MEDICAL HISTORY: (Please check the appropriate box below and fill in blanks where necessary)


YES     NO


 FORMCHECKBOX 

 FORMCHECKBOX 


Have you had any previous anesthetics or operations?  (Please list type and year of operation)





_____________________________________________________________________________





_____________________________________________________________________________





_____________________________________________________________________________



 FORMCHECKBOX 

 FORMCHECKBOX 
 

Have you or any members of your immediate family ever had any difficulty with surgery or 



anesthesia including malignant hyperthermia, fever or jaundice during or after anesthesia? If so, 



list below:________________________________________________________________________

Do you have or have you ever had any of the below? Please check the appropriate box:

 FORMCHECKBOX 
 High or low blood pressure? (Circle which one)          If yes, is it controlled?  Yes ___ No ___ 

 FORMCHECKBOX 
 Heart Disease? If yes, year __________ 


Type of disease _____________

 FORMCHECKBOX 
 Stroke? If yes, year ________________  

 FORMCHECKBOX 
 Chest pain? If yes, year _____________

 FORMCHECKBOX 
 Abnormal EKG?  If yes, what type of abnormality? ________________________

 FORMCHECKBOX 
 Pacemaker and/or defibrillator? (Circle which one)

 FORMCHECKBOX 
 Rheumatic fever?

 FORMCHECKBOX 
 Lung disease?  Please circle: wheezing, Asthma, TB, frequent bronchitis, COPD, Emphysema

 FORMCHECKBOX 
 Abnormal chest x-ray? Results?___________

 FORMCHECKBOX 
 Shortness of breath?

 FORMCHECKBOX 
 On oxygen?  How many liters? ______________

 FORMCHECKBOX 
 Chronic cough

 FORMCHECKBOX 
 Recent cold or respiratory infection?

 FORMCHECKBOX 
 Sleep apnea? 

 FORMCHECKBOX 
 Use a CPAP, BiPap, or VPap machine?  

 FORMCHECKBOX 
 Snore or anyone ever told you, you snore?  

 FORMCHECKBOX 
 Have you had a sleep study?  When?____________ Where?___________________________________ 

 FORMCHECKBOX 
Have you been told you have periods of not breathing during sleep? 

 FORMCHECKBOX 
 Blood clotting problems?  (Such as deep vein thrombosis, pulmonary embolus, or phlebitis) If yes, please give diagnosis _________________________

 FORMCHECKBOX 
 Anemia? If yes, please give year ________________

 FORMCHECKBOX 
 Cancer? Type?______________________________


Treatment:__________________​__________

 FORMCHECKBOX 
 Thyroid or goiter disease? (Please circle)

 FORMCHECKBOX 
 Diabetes?   Controlled by:   

 Diet __________ Pill _________ Insulin __________ 

 FORMCHECKBOX 
 Kidney disease? If yes, what type _______________

 FORMCHECKBOX 
 Liver disease, cirrhosis, jaundice or hepatitis? (Please circle) 


If hepatitis what type? __________________________

 FORMCHECKBOX 
 Hiatal hernia or acid reflux?  (Please circle)

 FORMCHECKBOX 
 Stomach or intestinal disorders?  (Please circle) ulcers, colitis, Crohn’s disease, diverticulitis

 FORMCHECKBOX 
 Spina bifida?

 FORMCHECKBOX 
 Diagnosed arthritis? Type (rheumatoid, osteoarthritis):_______________________________ Where?____________________________________

 FORMCHECKBOX 
 Neck problems? (limited motion, arthritis, disk problems, nerve impingement)

 FORMCHECKBOX 
 Hormonal disorder? (does not include menopause)

 FORMCHECKBOX 
 Headache, Migraine or Sinus? (Please circle)

 FORMCHECKBOX 
 Epilepsy or Seizures? (Please circle) Controlled by:  medication_________ other____________________

 FORMCHECKBOX 
 Muscle weakness or disease? (muscular dystrophy, multiple sclerosis) Year diagnosed _______________

 FORMCHECKBOX 
 Skin disorders/diseases? (psoriasis, contagious disease, ringworm, shingles, or rash)

Location on body ______________________

 FORMCHECKBOX 
 Psychological illness?

 FORMCHECKBOX 
 False teeth/loose/caps/gum disease? (Please Circle)

 FORMCHECKBOX 
 TMJ or jaw problems?  If yes, has your jaw ever locked?  Yes ___ No ___

 FORMCHECKBOX 
 Hearing aid or prosthesis? (Circle)

 FORMCHECKBOX 
 Prescription eye drops? If so, name ________________

 FORMCHECKBOX 
 Wear contacts or glasses? (Please circle)

 FORMCHECKBOX 
 Body piercing jewelry? If so, where? (including ears)_____________________________________

 FORMCHECKBOX 
 Pregnant? Last menstrual period?______________

 FORMCHECKBOX 
 Breast-feeding?

 FORMCHECKBOX 
 Take antidepressant drugs? (including Parnate, NardiL Marplan, Prozac,etc)

 FORMCHECKBOX 
 Drink alcohol? If so, how much/often?______________

 FORMCHECKBOX 
 Currently smoke? Is so, how much/often?____________

 FORMCHECKBOX 
 Ever smoked? Year you quit?_____________________ How long did you smoke?_______________________

 FORMCHECKBOX 
 Currently use drugs? Please circle : cocaine, marijuana, heroin, other__________________________________

 FORMCHECKBOX 
 Ever been addicted to any drug? Which? ____________________________________________

 FORMCHECKBOX 
 Taken oral or IV steroids in the past six months? (does not include injections) Date _____________________

Are there any other adults or caretakers at home who can stay with you after your procedure? ____________________________

Do you have any religious or cultural issues that would affect your health care or decisions? (Scientology, etc)_______________

Do you have or have you ever had any medical problems (other than those checked above) that required hospitalization or a visit to a doctor’s office? If so, please list ______________________________________________________________________________

Do you have a DNR (do not resuscitate) order or Advanced Directives?_______________________________________________

FAMILY HISTORY:  Do you have any history of any serious medical problems in your immediate family? Please list: 
________________________________________________________________________________________________________


_________________________________________
__________________________                      _____________

Signature of Person Completing This Form
       Relationship to Patient                                       Date

_________________________________________
__________________________                      _____________         Print Name


       Nurse Signature                                                  Date




LAWRENCEVILLE SURGERY CENTER
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