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Pre-Anesthesia Health Questionnaire                                                                                           

History and Physical 
	OFFICE USE ONLY
	Referring Physician:

	Physician:


	Diagnosis:

	Surgical Procedure:


	Procedure Date:

	Blood Pressure:


	Pulse:


Please provide identifying information, then answer ALL the following questions (both pages), about your health.

Circle NO or YES to each question.  If you answer “YES” to a particular question, mark any of the options listed below the question that apply to you.
	Patient Name:


	Date of Birth: 
	Age:
	Sex:
	Height:
	Weight:

	Completed By (Sign):


	Relationship to Patient:           


  Self
 Other
	Date:


1. Have you ever had a HEART condition, procedure, or HIGH BLOOD PRESSURE?               NO        YES
	

Heart attack…….Date: _____/_____/______

High blood pressure

High cholesterol



Angina or chest pain

Heart murmur

Abnormal EKG



Irregular heart beat or palpitations

Heart valve problem

Heart or bypass surgery



Congestive heart failure

Congenital heart disease

Pacemaker /defibrillator



Other heart condition or procedure (DESCRIBE):





2. Have you had BREATHING problems or a LUNG condition? (select any that apply below)
  NO        YES      
	

Asthma

Short of breath when lying down flat


Chronic cough



Emphysema or COPD

Sleep apnea or very loud snoring



Recent cold, respiratory infection, fever 

Home ventilator, CPAP or BiPAP




Other lung or breathing problem (DESCRIBE):







3. Do you have a LIVER, KIDNEY, or PROSTATE condition? (select any that apply below)
  NO        YES      
	

Kidney failure

Hepatitis or Jaundice

Prostate cancer



Blood hemodialysis

Peritoneal dialysis

Cirrhosis of the liver



Enlarged prostate

Other (DESCRIBE):



Kidney Stone


4. Do you have DIABETES, or a THYROID condition? (select any that apply below)  
NO        YES      
	

Diabetes (blood sugar ______)

Hypothyroid (under active thyroid)



Insulin treatment

Hyperthyroid (overactive thyroid)



Other (DESCRIBE):



5. Do you have an ORAL, DIGESTIVE, or WEIGHT problem? (select any that apply below)
  NO       YES      
	

Chipped, loose, or fragile teeth

Take diet medications

Obesity (overweight)



Acid reflux, heartburn or hiatal hernia

Severe weight loss

Dentures/partials



Other (DESCRIBE):



6. Do you have a BRAIN, NERVE, MUSCLE, or MENTAL HEALTH condition?
  NO        YES      
	

Stroke or TIA

Muscle disease

Numbness or weakness

Myasthenia gravis




Anxiety (severe)

Carpal tunnel

Seizures or epilepsy

Multiple sclerosis



Hearing deficit
 Glaucoma                    Personal or family history of psychiatric problems:___________________

    
Other (DESCRIBE):_____________________________________________________




7. Do you have a BLOOD disorder or history of cancer? (select all that apply below)
  NO       YES      
	

Anemia (low blood count)

Abnormal bleeding or bruising

Other:



Sickle cell disease

Thrombosis (blood clot)



8. Do you have ARTHRITIS, SPINE, or JOINT problems? (select all that apply below)
  NO        YES      
	

Rheumatoid arthritis

TMJ (jaw joint problems)

Spine problems:
 Neck



Osteoarthritis (degenerative) arthritis 



Upper back  
 Lower back



Other (DESCRIBE)


Amputee
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9. Do you use TOBACCO, ALCOHOL, or DRUGS?
  NO      YES      
	
____________  packs per day
        ____________  years of smoking

____________ drinks per week

    Personal or family history of recreational/prescription drug or Alcohol abuse:                              (DESCRIBE):_____________________________________________    


    Marijuana                

 Cocaine


Other drugs 


10. Have you ever had surgery? (Please list with DATES)
  NO        YES      
	1.






3.









2.






4.










11. Any previous DIFFICULTIES or COMPLICATIONS with anesthesia or surgery?
  NO        YES      
	

Difficult intubation 

Severe nausea or vomiting

Malignant hyperthermia



Family member had anesthesia problem

Awareness (memory of surgery)

Difficulty waking up



Other (DESCRIBE):









12.
Are you HIV positive?  DO you have AIDS or any other infectious disease?
  NO        YES      
	

HIV positive

AIDS

Other




13. WOMEN: Is there any chance that you are now PREGNANT?
  NO       YES      
	Please provide the date of your last menstrual period: 

/

/




14. Have you seen your doctor or had medical tests in the last 3 months?
  NO       YES      
	

Blood tests


EKG

EMG

Chest X-Ray

MRI


Location where tests were done










Name of Primary Physician





Telephone






15. Have you ever had any specialized HEART tests?

NO       YES      
	

Stress test


Echocardiogram

Heart catheterization


16. Do you have any ALLERGIES to medicines or to latex rubber?
  NO        YES      
	1.



Reaction:    


2.

Reaction:









3.



Reaction:


4.

Reaction:








5.



Reaction:


6.

Reaction:









PHYSICAL:
CNS:   

  Mental Status of alert and oriented x 3 

  Neck 









Cardio: 

  Regular rate and rhythm 



  Other










Pulmonary:   Bilateral breath sounds clear to auscultation 

Other 









Abdomen:
  Non-distended, positive bowel sounds x4 

  Other 




Airway:

  MPC
1
2
3
4



ASA Status:  1     2     3     4     5     E


Physician Signature:




Date: 
   Time: ______________   

Addendum Date:




Addendum Date:





	Chart reviewed. History and physical current and examination complete.



No interval change since last assessment



Following change(s) noted:

Physician:




__________ Date/Time:_______________

Anesthesia: __________________________Date/Time:_______________
	POST ANESTHESIA NOTE:

Patient observed post-anesthesia:




No sequela of anesthesia observed or noted




Anesthesia complication noted:

Signature:



__
Date/Time:












Patient Sticker














Patient Sticker
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