
Patient Name in full: Time In:
DOB Maler Femaler Height _______  Weight ________  BMI _________
DOS Primary Care Provider: Phone #:
Allergies/Sensitivities including Foods ( Bannana, Kiwi, Nuts, Avocado) Reactions:

Latex Allergy:  Yesr   No r        If yes what is the reaction?

Anesthesia History: None r General r        Spinal  r    IV Sedation r   OTHER_______________
YES NO YES NO

Problems opening mouth wide or TMJ
Trouble breathing through nose
Sleep Apnear    Cpap machiner
Are you on Oxygen?       LPM_________
Witnessed apnea spells

Irregular heart beatr   palpitationsr Shortness of breathr  wheezingr
Chest Painr  Anginar*  Frequency: Coughr   Coldr   at present time
Skipped beatr    flutteringr Frequent bronchitisr pneumoniar
Heart murmurr     Rheumatic Feverr Asthma controlledr uncontrolledr
Blood Pressure     Lowr   Highr    COPD controlledr uncontrolledr
Controlledr    Uncontrolledr Emphysema  controlledr uncontrolledr
Phlebitis     Last Episode_______ History of TB or any of the following
Blood clots     Last episode________ symptoms:  unexplained weightlossr
Anticoagulation therapy*(blood thinner) night sweatsr   coughing up bloodr
Surgery on heartr arteriesr* when_____ persistent, productive coughr 
Do you have a pace maker? When______ TB positive skin testr TB exposurer
Do you have heart stents? When______ Tobacco Use  #of years______

# pks per day_______ Stop date________
Previous blood transfusion? When______ Dipr    Chewr
Aspirinr  NSAID (anti-inflammatory)r Vaccine:  Pneumoniar   Flur  Year:
Abnormal bleedingr  bruisingr Abnormal chest x-ray   Date_________
Anemiar   Leukemiar   Mononucleosisr
Ever exposed to any risk factors that might Frequent nausear vomitingr
lead to HIV/AIDS ? gallbladder problemsr

intestinal problemsr  hiatal hernia  r
Frequent blackoutsr    dizzy spellsr heartburnr  refluxr motion sicknessr
Brain Tumor      Diagnosed when__________
Stroke  when_______ Hepatitisr yellow jaundicer cirrhosisr
weaknessr numbnessr paralysisr History of alcohol   #drinks a day______
Epilepsyr     seizurer   Last episode_______ History of drugs  frequency_______
Any trouble with   backr     neckr

Last Menstral period________________
Kidney infectionsr    stonesr Pregnantr or possibler?
Blood in uriner
Kidney failurer dialysisr   Stage_______ Check all that apply: Denturesr  Capsr 
Incontinence:   Urinaryr      Bowelr Lowerr  Upperr  Bridgesr  Crownsr

Nurse Completing Signature:______________________ AnesthesiaSignature:_______________________
Date: Time: Date: Time:

Pre Admit Assessment Form

Epidural r

Any previous anesthesia complications?
Any post op nausear   vomitingr
High fevers associated with anesthesia?
Are you anxious about surgery?
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YES NO YES NO
Treated by  Insulinr  Pillsr  Dietr History of Arthritisr  Lupusr
Controlledr    uncontrolledr History of Fractures    Where______
Hypoglycemiar  Thyroid Problemsr Hard of Hearingr   hearing aidr

Total joint replacement   Where______
Check all that apply:  Blindnessr Lasikr Are you taking any investigational drugs?
Contact Lensr Glassesr Implantsr Artificial limb     Where______
Glaucomar    Cataractsr Limb Restriction   Limb________

Cancer   Type________ When________
History of MRSAr    other infectionr Other chronic illness(see nurse notes)
If yes:  Where_____________When________ Body piercings (all types)
Please list Previous Surgeries including the date:

History obtained from: Relationship to Patient:
Nurse's Notes:

Pre- Admit VS: B/P_______P______R______T______Sp02_____         ASA Classification    ____(As Per Pre Admit Assessment Aquired)

Nurse's Signature: Date:          Time:

Pre-Op VS:  B/P_______    P_______     R_______   T_______    O2Sat_______       

r Patient history including previous surgery,anesthesia rVS   B/P______P_____R_____T____O2Sat____
history,medications & PreAdmit Assessment Form reviewed. rPatient awake & alert    rAirway______________

Cardiovascular  rWNL or ____________________________ rCardiac and Pulmonary Status WNL
Respiratory        rWNL or _______________________ M-I r Pain Rating   ____ / 10
Airway                rWNL or _______________________ M-II r Nausea / Vomiting    rYes    rNo
Lung Sounds      rCTAB or ___________________ M-III r Fluid Intake       rPO       rIV

NORMAL ABNORMAL NA rNo anesthetic complications in PACU
Lab r r r Comments:
EKG r r r
Xray r r r

ASA Classification   1r     2r     3r     4r     5r     Er Other Notes:
Proposed Anesthetic  Generalr  Spinalr  MACr  Regionalr
rDiscussed anesthesia plan&risk with patient & family  
r Agreed on plan

Anesthesiologist/CRNA Signature:_______________________ Anesthesiologist/CRNA Signature:_________________
Date: Time: Date: Time:
Notes:
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Pre-op History/Assessment Pre Admit Sticker Here if Applicable Patient Sticker Here

EYES

History reviewed byPreOp Nurse______________________ Reviewed by Sedation Nurse_________________________
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