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PRE-OPERATIVE QUESTIONNAIRE

Have you ever had or been treated for any of the following?

1. HEART

HIgh BlOOO PreSSUIE. .. ... et e e e e e e e e e e e e e et e e e eae e
[ LoT: T L Tox PP
Congestive Heart Failure. .. ... ... e e e e
CRESt PaiN/ANGING. .. .. et e et e e e et e e e e e e e e
Palpitations/Abnormal Rhythm...... ... e e e
Mitral Valve Prolapse/Rheumatic FEVEN..........iu it e e e e e e ee e

2.LUNGS
Breathing Problems/Shortness of Breath......... ..o e e
Do you have a nasal BiPap /CPAP maching at NOME?. . e cvnieeee e e eeee e,

If YES O YOU USE 112 ..ottt e e e e et e e e e e e
Have youever been told you had sleep apnea?.......ccccviiiiie i e e e
Do you sleep poorly or SNOre 1oUdly?...... ..o e e
=11 3= P
Pneumonia/BronChitis. .. ... ... e e e e e
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TUBDBICUIOSIS. .. . et e e e et e e e e et et e e e et e e ret e et neans
Hay Fever/Seasonal AllErgieS. ... ot et e et e e e e e e e e e e

3.HEAD
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HEAAACKNES. .. e e e
Paralysis/Weakness/NUMBDNESS. ... ... e e e e
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4. GASTROINTESTINAL

UICErS/SIOMACK Palin... ...ttt e et e e e e e e e e e e e e
HePAtitS/JAUNGICE. .. ... e e e e e e e e e e e e e e e e e aeaens
Heartburn/Hiatal Hernia. .. ... e e e e e e e e e e
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PRE-OPERATIVE QUESTIONNAIRE

5. KIDNEYS
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Kidney-Bladder INfECLIONS..........i i e e e e e
Prostate Problems. .. ... .o

6. ENDOCRINE
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7. CANCER
L= T

8. GENERAL
Are you pregnant or lactating? Date of your lashsteial period

Do you have a history of bleeding problems?....... ...,
Do you take Aspirin/MOotrin Daily?..........oe oot e e e e
Do you take Coumadin, Plavix or Blood Thinners?........ccooooii i e,
Blood TransfuSioN REACHONS? ... ...t ittt et e e e e e et e e e ree e
Height Weight

9. PERSONAL HABITS

DO YOU SIMOKE ..ot e et e e e e e e e e e e e e e
Packs per day Years Smoking Year Stopped

Alcohol: Any history of drinking ( beer, wine, liQU)......... ...t

Drugs: Recreational drugs ( Marijuan. CoCaing,etC).......ccviriiiiierie e e eeee e,

Pain Killers

DO YOU WEAE QBNEUNES 2 .. cet ittt eet ettt e e e et et e e e v et e e e e et et e e ea e e eaenea e eenaeeeeamnn

Do you have a hearing aid(S) 2. .. c. et e e e e e e e e e

Do you have an artifical Imb?........ ... e

YES NO

1

1

MEDICAL HISTORY
Food/Latex Allergy: [ 1No [ ] Yedf Yes, list:

Medication Allergy: |:| No |:| Yedf Yes, list:

Daily Medications:

Previous Surgery:

Have you or a family member ever had a reacticmisthesia? ( explain)

Other Medical Conditions?










