Adult Pre-Surgical Questionnaire – LONG FORM

Surgeon’s Name:______________________________________Procedure:______________________________________

Patient’s first name: ___________________________          Patients last name: _______________________________     	

Height:	______Weight: _____BMI: ____(Last time weighed______) Age: _______	Date of birth: _______________ 


Date of procedure: ________________    Best Telephone number to reach you: ______________________________

Pharmacy Name: _____________________________________ Pharmacy Phone:  ______________________________

Do you need an interpreter?  If so, what language? __________________________________________________________

Do you have any allergies or sensitivities to drugs, dyes, any kind of tape, latex products, or any foods, etc?  􀂈 NO  
[bookmark: _GoBack]YES, Please list Allergies and reaction: 

Allergy:   _____________________________________   Reaction:  ________________________________________

Allergy:   _____________________________________   Reaction:  ________________________________________

Allergy:   _____________________________________   Reaction:  ________________________________________

Allergy:   _____________________________________   Reaction:  ________________________________________

Do you take any medicines every day? (Including, Aspirin, Birth Control Pills, Maalox etc.)  􀂈 NO,  If YES, Please list below:

Medication: ___________________________________ dosage: ____________ reason: _________________________ 

Medication: ___________________________________ dosage: ____________ reason: _________________________

Medication: ___________________________________ dosage: ____________ reason: _________________________

Medication: ___________________________________ dosage: ____________ reason: _________________________

Medication: ___________________________________ dosage: ____________ reason: _________________________

Medication: ___________________________________ dosage: ____________ reason: _________________________

Medication: ___________________________________ dosage: ____________ reason: _________________________

Medication: ___________________________________ dosage: ____________ reason: _________________________

Do you take any herbal products, diet pills, over-the-counter products? 	 􀂈 NO, If YES, which supplements:  ____________________________________________________________________________________________

NOTE: If you currently take herbal/diet remedies, we recommend they be stopped 1 week prior to your procedure date.

Could you be pregnant? 	􀂈 NO, If YES, Last menstrual period: ____________________________

Have you ever had a surgical procedure before?	􀂈 NO, If YES, date and type of surgery:	
______________________________________________________________________________________________

______________________________________________________________________________________________

Have you ever had a problem with anesthesia?	 􀂈 NO, if YES explain issue:  ________________________________

_________________________________________ _____________________________________________________

Any physical disabilities requiring:   walker  wheelchair   cane   hearing aid   oxygen  other:___________________________

Any implants?   􀂈 Defib    􀂈 Pacemaker     􀂈 Stents    􀂈 Metal Implants; body part   ________________________________ 􀂈 NO

Any previous or existing heart condition? 	 􀂈 NO, If YES explain:___________________________________________

Have you ever had a heart attack?  	􀂈 NO, If YES explain:_________________________________________________

Have you experienced any of the following in the past 2 years: 
Chest pain (angina)? 			􀂈 YES 􀂈 NO		Palpitations or irregular heart beat? 	􀂈 YES 􀂈 NO
High blood pressure?  			􀂈 YES 􀂈 NO		Shortness of breath? 			􀂈 YES 􀂈 NO

If YES, explain ____________________________________________________________________________________

If yes to above, name of Cardiologist:  ____________________________________________________________________   

Phone: ___________________________________		Last Visit:  _____________________________________

Have you had a recent cough or cold, infections or fever? 	􀂈 NO  If YES, when: _________________________________
If YES, have you been on antibiotics?  			􀂈 NO  If YES, antibiotic taken:  _________________________
Do you have diabetes or trouble with your blood sugar? 	􀂈 NO  If YES, Insulin dependent?  􀂈 YES 􀂈 NO 

Are you on Dialysis?   		􀂈 NO, If YES, What days?   M / Tu / W/Th / Fr / Sat / Su		

Have you ever had a seizure? 	􀂈 NO, If YES, Explain ___________________________________      

Have you ever had a stroke?  	􀂈 NO, If YES, Explain ___________________________________      	 
	
Are you prone to dizziness, fainting spells, or a weakness in your arms or legs?   􀂈 NO if YES, date of last episode: _______________ 

Any known blood disorders such as:  Anemia/Bleeding Disorder/DVT/PE/blood clots/Frequent nose bleeds/Easy Bruising

􀂈 NO   If YES, please explain __________________________________________________________________________

Blood Transfusions?    􀂈 NO, If YES, Explain when and why _____________________________________________________

Have you been diagnosed with acid reflux?  􀂈 NO, If YES, Explain _________________________________________________

Do you snore?	􀂈 YES 􀂈 NO      Do you use CPAP?  􀂈 YES 􀂈 NO 

Have you had sleep studies performed?  􀂈 NO If YES when?  ____________________________________________________

Have you been diagnosed with Sleep Apnea?  􀂈 NO If YES when were you diagnosed?  ___________________________________

Past or P	resent history of:
Asthma			􀂈 NO If YES when?  ____________________________________________________	
Pneumonia		􀂈 NO If YES when?  ____________________________________________________
Bronchitis		􀂈 NO If YES when?  ____________________________________________________
Wheezing		􀂈 NO If YES when?  ____________________________________________________
Tuberculosis 		􀂈 NO If YES when?  ____________________________________________________
Abnormal Chest X-Ray	􀂈 NO If YES when?  ____________________________________________________
Cancer Treatment		􀂈 NO If YES when?  ____________________________________________________

Any medical conditions we did not ask you about?  		 􀂈 NO
If YES, please explain:  ____________________________________________________________________________

Have you traveled outside of the US in the last 21 days?   	 􀂈 NO
If yes where? __________________________________________________________ 

You must have an escort to take you home after surgery.

Escort:   ________________________(Relationship)__________________ Telephone # ______________________
Mode of Transportation:  _____________________________________________________________________
Emergency Contact: ________________________(Relationship)___________ Telephone # ____________________
If you use Aspirin, Ibuprofen, Advil, Aleve, Naproxen, fish oil, or any blood thinning agents please advise your prescribing physician about your procedure.

Medical staff completing questionnaire:
Name __________________________________________________________	 Date: ______________
Nurse/Anesthesia Reviewing : ________________________________________ 	Date:  ______________
Additional Needed:  Clearance:  __________________-  EKG:  ________________  Labs:  __________________
