Montgomery Surgery Center  Pre-Anesthesia Questionnaire

surgeon: __________________ Procedure ________________________________ procedure date: ________ time: _______                                                                   
Date:________ NAME: ____________________________________ SEX:  □ m   □  f    PHONE #: ________________________
AGE: _______   HEIGHT:  __________   WEIGHT:  ____________                                        CELL #: __________________________
1.  DO YOU HAVE ANY ALLERGIES TO MEDICATION – FOOD – LATEX?                □ YES   (list below)        □  NO     □   UNSURE
	ALLERGY
	REACTION
	
	ALLERGY
	REACTION

	
	
	
	
	

	
	
	
	
	


2.  HAVE YOU EVER HAD SURGERY BEFORE?


          □ YES  (list below)        □  NO      □   UNSURE          
	SURGERY
	DATE
	
	SURGERY
	DATE

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


3.  DO YOU TAKE PRESCRIPTION MEDICINES? (Please list, use separate sheet if needed) ( YES  ( NO ( UNSURE  

	1.                                                  dosage
	4.                                                        dosage
	

	2.                                                  dosage
	5.                                                        dosage
	

	3.                                                  dosage
	6.                                                        dosage 
	


4.  DO YOU TAKE OVER-THE-COUNTER OR HERBAL MEDICINES, OR  VITAMINS   ( YES        ( NO     ( UNSURE

	1.
	3.
	5.

	2.
	4.
	6.


5.  HAVE YOU EVER HAD PROBLEMS WITH ANESTHESIA BEFORE?                                □ YES         □  NO    □   UNSURE 
       □  difficult breathing tube insertion
□  malignant hyperthermia - (you or family member)
       □  nausea or vomiting


□  family member had major anesthesia problem

       □  other  (describe) ____________________________________________________________________________
6.  have you ever had a heart condition, procedure or high blood pressure? □YES   □ NO   □   UNSURE 

       □ heart attack  ___/___/___
            □ high blood pressure
                                □ irregular heart beat/palpatations

       □  chest pain

 
            □ heart murmur

                                □ heart or  bypass surgery

       □ abnormal ekg

            □ heart valve problem
                                □ angioplasty-stent-balloon procedure
       □  congestive heart failure
            □ congenital heart disease
                                □ pacemaker or defibrillator 

              [fluid on the lung(s)] 
            □ other (describe) _____________________________________________________
7.  have you had breathing problems or a lung condition?                          □ YES             □  NO
□   UNSURE

       □ asthma
 

           □ recent cold or fever ___/___/___  
                 □ shortness of breath when flat 
       □ emphysema or copd
        
           □ recent respiratory infection                               □ cpap or bipap 

       □ chronic cough       
                         □ recent pneumonia (last 2 months)
                 □ sleep apnea (stop breathing when asleep) 
       □  loud snoring

           □ home oxygen


                 □ other ___________________________
8.  do you become short of breath with any of the activities listed below? □ YES      □  NO  □   UNSURE
          □ climb flight of stairs 
           □ walk uphill


                       □ walk at a fast pace

          □  heavy housework lifting/moving furniture, scrubbing floors? 

        *does your child fatigue easily or turn blue with feeding or physical exertion?   
9.   do you have diabetes or a thyroid condition? 

                    □ YES             □  NO
□   UNSURE

         □ non insulin dependent diabetes            □ hypothroid (underactive)
                  □ other___________________________


         □ insulin dependent diabetes                      □ hyperthroidism (overactive) 
    __________________________________
10.  do you have a liver, kidney or prostate problem?                                        □ YES            □  NO               □   UNSURE
        □ kidney disease


       □ hepatitis or jaundice

   □ prostate cancer 


        □  dialysis



       □ cirrhosis of liver


   □ enlarged prostate 

11.  do you have a brain, nerve, muscle and/or mental health condition? □ YES            □  NO
□   UNSURE

       □ stroke or tia (mini stroke)
                  □ numbness or weakness

□ muscle disease 


       □  seizures



□ multiple sclerosis


□ severe anxiety 

       □  migraines


                  □ depression



□ other ________________________
11.  do you have an oral or digestive problem?  



        □ YES            □  NO
□   UNSURE

         □ chipped, loose, fragile teeth

                     □ take diet medications
□ history of motion sickness 


         □  acid reflux,  heartburn ,  hiatal hernia
                     □ severe weight loss                   □ other ___________________
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12.  do you have a blood disorder?




□ YES            □  NO
□ UNSURE

       □  anemia (low blood count)

                  □ abnormal bleeding or bruising
□ sickle cell disease


       □  blood clots



□ other ________________________________________________________
13.  do you have arthritis, spine or joint problems?


        □ YES            □  NO
 □   UNSURE

        □ rheumatoid arthritis


□ tmj (jaw joint pain)

□  neck pain


        □  osteoarthritis



□ spine problems

□  upper back pain

        □  joint replacement


□ lower back  (sciatica)
□ other ___________________________
14. have you ever been diagnosed with cancer?



        □ YES          □  NO          □   UNSURE

        type _________________________________________  date__________       □ radiation therapy      date _____________

        □ chemotherapy (type) __________________________________________________________________________________
15. do you have any infectious diseases? 




        □ YES            □  NO
□   UNSURE

          □hiv positive
   □ aids
          □ tb (tuberculosis)     □ other_______________________________________________

16. Have you smoked cigarettes?  Do you drink alcohol or use drugs?     □ YES           □  NO 

         ( Cigarettes  _____packs/day       ( alcohol ______drinks/day ______drinks/week               ( marijuana            ( cocaine

      ( Other Drugs (Describe)____________________________________________________________________________________                                                                                            

17. women:  is there any chance that you could be pregnant?                               □ YES          □  NO
      □   UNSURE  

          date of last menstrual period _______________________________

18. have you ever had any specialized heart tests?                                                □ YES            □  NO
□   UNSURE  

        □ stress test: date________    □ echocardiogram: date________ □ heart catheteration (angiogram) date  _________

        cardiologist name _______________________________________  phone #________________________________________
19.  have you seen your doctor or had medical tests in the past 3 months? □ YES      □  NO
□   UNSURE 

           □ blood tests
   □ ekg 
  □  chest x-ray 
   □ other ______________________________________________________

         primary care physician name ______________________________________ phone No.: ___________________________
Notes:___________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
Tests ordered:

(H&P, received _____________

(Chest x-ray, received ____________

(EKG, received _____________

(CBC, received __________________

(PT/PTT, received ___________

(Electrolytes, received _____________

To be reviewed with the patient:

(Responsible adult w/ you for 24 hours
(NPO from ___________

(No smoking on the date of surgery

(Arrival time __________

(Leave valuables and jewelry at home
(ID and insurance card

(No contact lenses

Completed by ________________________________  
Date __________

RN Review if needed ___________________________ 
Date __________
Anesthesia Department Signature _________________________  Date __________

