Name:__________________  Address:_________________________________________________________   MEDS ON REAR
Energency Contact Number, Name< Relationship:___________________________________________________________________

Previous Surgeries and dates:____________________________________________________________________________________

Allergiesto foods, meds, latex____________________________________________________________________________________

Primary Care Doctor and phone__________________________________________________________________________________

Have you had any problems with anesthesia?                   
          NO_______ YES_______                          

  Have any blood relatives had a serious problem with anesthesia?     NO_______ YES_______

 

   
Have you taken steroids (Cortisone, Prednisone, 




            

Hydrocortisone, or Decadron) within the past 12 months?
          NO_______YES_______         

REVIEW OF SYSTEMS:    
Do YOU have a history of the following medical problems?

    NO
   YES





                      NO
     YES
_____   _____Any Heart Studies (EKG, Stress Tests, Angiogram)           _____    _____Diabetes or Hypoglycemia

_____   _____ High Blood Pressure
Fasting Blood Sugar _________________Range

_____   _____ Chest Pain, Shortness of Breath
_____    _____
Anemia, Easy Bruising, Free Bleeding

_____   _____ Heart Attack, Heart Murmur
_____    _____ 
Sickle Cell, Other Blood Disease

_____   _____ Irregular Heart Beat, Other Heart Disease 
_____    _____
Epilepsy, Seizures

_____   _____ Elevated Cholesterol, Triglycerides
_____    _____ Fainting or Dizziness

_____   _____ Varicose Veins, Prev. DVT(blood clot in legs or lungs)    _____    _____ Stroke, Paralysis, Other Neuro Disorder

                          other Vascular Disorders
_____   _____ Depression, Anxiety, Psych Disorder

_____   _____ Asthma, Bronchitis, Emphysema, Other Lung Disease     _____    _____Back Problems, Arthritis, Swelling                                                                                    

_____   _____ Limited Neck Motion, Pain, or Injury                                _____    _____Thyroid Problems, Goiter                                                  

_____   _____ Jaw Clicking, Pain or Stiffness                                           _____   _____ Eye Diseases             

_____   _____ Hepatitis, Jaundice, or Liver Disease                                 _____   ____ Recent Cough, Cold or Flu

_____   _____ Facial Plastic or Reconstructive Surgery                            _____  _____Headaches or Recent Visual Changes

_____   _____ Nausea, Vomiting                                                               _____  _____Cancer, Immunosuppression, Chemotherapy

_____   _____ Indigestion, Ulcers, Reflux, Hiatal Hernia                         _____  _____Breathing difficulties when lying flat

_____   _____ Ulcerative Colitis, Crohn’s Disease, IBS                          _____   _____ Sleep Apnea. If yes, CPAP machine 

_____   _____ Previous colonoscopy, hx colon polyps,family hx colon cancer                  

_____   _____ Kidney Disease or stones                                                    _____  _____ Family History Heart Disease

Other:____________________________________________________________________________________________________



Do you frequently awaken with numbness in an arm or leg?  NO_____ YES_____ 


Are you Pregnant?  NO_____ YES_____ Not Sure_____ Not Applicable_____ Date of last menstrual period________________


Are you Right handed?_____  Left handed?______


Do you wear contact lenses?  NO_____ YES_____ NOTE: If yes, please remove them before surgery.


Do you have Capped Teeth / Crowns__________ Loose Teeth___________ Bridges___________ Dentures/Partials_____________


Do you have Advance Directives/ Living Will? NO _________ YES _________ (If YES, please have patient bring copy, if possible)

SOCIAL HISTORY

Occupation:_______________________________ What type of exercise do you get_________________________ 

Do/Did you smoke? NO_____  YES_____  Packs Per Day______  How many Years?_________  Quit  _________

What is your alcohol consumption?_________________________________________________________________________________


Do/Did you have a problem with drug or alcohol dependence/addiction?____________________________________________________


Do you have a religious objection to blood transfusion? NO_____  YES_____

                 Dissclosure Alert?   NO___   YES ____     signature:_________________________________________________________________                 
