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INSTRUCTIONS: Please complete this entire side, checking yes or
no for each item. Use a question mark if you are unsure of an answer.

Date: Height: Weight:
Family Date of
Physician: last physical:

PATIENT IDENTIFICATION

Have you had or do you still have.... [YES NO

Anesthesia Comments

Please answer the following...

YES NO Anesthesia Comments

A cold at present

Do you drink alcoholic beverages

Bronchitis, a chronic cough

o daily O « socially O

Asthma (Hay Fever)

Do you use (or have you used) any

Pneumonia narcotic (illegal) type substance?
Tuberculosis Have you had SURGERY on...
Emphysema brain, neck, jaw

Shortness of breath

thyroid, breast

Any other lung trouble

heart, lung, kidney

Do you smoke? pk/day

stomach or abdomen

Rheumatic Fever

other surgery

Heart murmur

Have you had blood transfusions?

High blood pressure

Low blood pressure

Do you have dentures, capped or
loose teeth?

Chest pain (Angina)

Are you allergic to any medications?

Heart attack(s)

Are you allergic to any anesthetic?

Irregular or fast heart beat

« other allergies

Anemia, Sickle Cell illness

Jaundice, hepatitis, liver trouble

Have you or your family had any
unusual reactions to anesthesia?

Bleeding tendency

Clotting problems (phlebitis)

Are you taking or have you taken
medications...

Gall bladder trouble

« for blood pressure

Back pain or injury

« diuretics (water pills)

Slipped disc, sciatica

« antidepressants

Convulsions, epilepsy

« tranquilizers or sedatives

Stroke  blood thinner

Polio, paralysis, meningitis « eye drops

Glaucoma « for pain

Thyroid trouble « steroids, cortisol, A.C.T.H.
Diabetes  Insulin

Low blood sugar « other diabetic medication
Kidney trouble « heart pills

Dialysis « kidney pills

FOR FEMALE PATIENTS

« sleeping pills

Have you ever had a complicated
pregnancy?

« birth control

Other medical conditions:

Are you pregnant now?

Last

/
menstrual period 4L._L

FOR MALE PATIENTS

Have you had prostate problems?

X-rays (Related to this surgery)

Describe your understanding of your surgical problem:

Anesthesia preference (if
possible):

Describe your understanding of the operation you will have:

Q Local
(1 Spinal

Other questions for the anesthesiologists:

) General
) Regional Block

Signature of Patient or Responsible Adult

I'have read, or have had read to me, the above form and have answered the questions to the best of my ability.

Date

{Physician Use
Signature
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