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Patient Name: Date of Surgery:
Surgeon:
Age: | Sex: [] Male [] Female | Height: Weight:
List All Allergies List All Medication, Dosages And

Frequency You Now Take

List All Operations and IlIness

YES | NO

If Yes, Explain

Have you ever been diagnosed with sleep apnea?

Have you ever had Anesthetic?
General / Other

Have you ever had a problem with
Anesthesia?

Has anyone related to you ever had a
problem with Anesthesia?

Do you smoke? If yes, how many packs/
day, how long?

Do you have a cough?

For how long?

Do you bring anything up when you cough?

Have you had asthma?

When was last attack?

Do you currently have a cold?

Have you ever had an abnormality on Chest
X-Ray?

When?

Have you ever had any difficulties in
breathing?

Do you get short of breath walking up
stairs?

Are you ever short of breath at night?

Do you have a heart murmur?
If yes, do you get any medications before
surgery?

Name of Medication:

Have you ever had a heart attack? When?
Have you ever had angina or chest pain

related to your heart?

Have you ever had an abnormal EKG? When

Have you ever had high blood pressure?
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Do you take blood thinners?

Which one?

Have you ever had kidney disease?

Have you ever had jaundice?

Have you ever had hepatitis?

Do you have a hiatal hernia, or get
heartburn?

Do you drink alcohol? If so, how much and
how often?

Did you ever use drugs?

How long? When?

Have you ever had a stroke?

When?

Does an arm or leg ever become numb or
weak?

Do you have frequent headaches?

Have you ever had seizures, episodes of
unconsciousness or fainting?

When?

Have you ever had eye or vision problems?

Do you have diabetes?

Have you ever had thyroid problems?

Do you have back problems?

What kind?

Do you have arthritis?

Where?

Do you have any bleeding tendencies?

Have you ever been anemic?

When?

Have you used aspirin in the past two
weeks?

How much?

Do you have any chipped of loose teeth,
dentures, caps, bridgework, braces or
contact lenses?

Please Specify:

Have you ever been cared for by a
psychiatrist?

When? Why?

Females-Date of last menstrual period?

Females-Could you be pregnant?

Is there anything else you feel you should
tell us?
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