Have you completed this questionnairein the last year? No/ Yes If yes, just note any changes.

Patient Name (print)

Today’s date

DOB Height Weight

Surgery Date

Procedure

Surgeon

Check all conditions that apply to you and add any that pertain to you which are not listed.

Anesthesia History: _ NONE
____Anesthesia reaction ___Loose teeth
___Difficult to intubate

Airway & Neck: _ NONE

___Difficulty swallowing

Post-op nausea & vomiting

Sleep apnea
If so, device used & settings:

Neuro/Psych: _ NONE

____Headaches ____Parkinson’s
____Head traumal/injury ____Seizures
____Mentally disabled ____Depression/Anxiety
Cardiovascular: _ NONE

___Pacemaker ___Heart disease
___Arrhythmia ___Blood clot or Phlebitis
____Heart attack ___Peripheral vascular disease
____Heart failure ____ Other

Pulmonary: _ NONE

____Asthma ___ Lung cancer

____Emphysema ____Pulmonary embolism
Gl/Endocrine: _ NONE

__ Diabetes ___Hiatal hernia

____Hepatitis ___Reflux/Heartburn
Musculoskeletal: _ NONE

____Arthritis ____Muscle weakness

Renal/GU: _ NONE

___Difficulty urinating ____Renal failure
Hematological/Cancer: _ NONE

___Anemia ___HIV/AIDS

____Cancer ___MRSA

___Excessive bleeding ___ Other

Surgical History: _ NONE
____Amputation ___Cardiac stent
____Back surgery ____Hysterectomy

____Heart bypass ____Joint replacement
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____Malignant hyperthermia
____ Other

___ Other

____Spinal cord injury
___ Stroke
___ Other

__Hypertension
__Mitral valve prolapse

___Chest pain

____Shortness of breath
___ Other

___Thyroid disease
___ Other

___ Other

___ Other

Prior transfusions

___Sickle cell

___Lung resection
___Nephrectomy
___ Other




Please answer the following to the best of your ability. Name

Allergies to drugs, food, latex and other substances (include reactions)

Pain: Are you currently experiencing pain? No/Yes

If yes, on a scale of zero to ten, how severe is your pain? 0123456789 10
(No pain) (Severe pain)

Exercise: Do you exercise? No/Yes

Can you go up two flights of stairs without shortness of breath or chest pain? No/Yes

Substance History: Tobacco: Yes/ Never/ Quit/ Passive Quit date
Packsperday  Years_ Cigarettes / Pipe / Cigars / Chew
Alcohol:  No/ Yes Beer / Liquor / Wine Drinks perweek
Drugs: No/Yes Times perweek
Body piercings: No/ Yes: Location Tattoos: No/ Yes: Location

Family history of anesthesia reaction: No / Yes: What relationship?

Last Menstrual Period Breastfeeding: No/Yes

Do you have an Advance Directive? No/ Yes Is it on file with Sentara? No/ Yes
___Living Will ___Durable Power of Attorney ____Organ/Body donor

Do you have any beliefs that might alter the care we give you
Do you have a responsible adult to stay with you for 24 hours? No/ Yes

List any special considerations or anything else you would like us to know: (example: hard of hearing,

deaf, blind, cannot read and/or speak English, use walker or cane, on oxygen, etc.)

Are you on any medications, supplements, or herbal remedies? No/ Yes
If yes, please complete a medication form.
S
You will receive 2 phone calls from Sentara employees 2-3 weeks prior to your surgery:
1. Aregistration representative will call to collect demographic information. This will take about 10 minutes.
2. A nurse will call to review your medical information to determine if you need to have a visit with an
anesthesiologist. This will take about 20 minutes. You will need to have a list of your medications with
you. What Day (Monday through Friday) and Time (8AM to 5:30 PM) would be best for you?

Choose Two Mon | Tues | Wed | Thur Fri Please list a phone number where
8AM-10AM we can attempt to reach you.
10AM-12PM
12PM-2PM (home)
2PM-4PM (work)
4PM-6PM (cell)
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Medication Form Name

Please list your medications (include over-the-counter medications as well as

supplements and herbal remedies), the dosage, and how often you take each.

Home Medications, Supplements, and Herbal Remedies

Dose

Frequency

10

11

12

13

14

15
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