Medical History Form

Name:

Date of Birth:

Social History

Sex: [] Male [] Female

Today’s Date:

Responsible adult available to assist during the recovery period: [] Yes [ ] No

Relationship:

Family History: Have any blood relatives ever had any of the following problems?:

Abnormal Bleeding [] Yes [] No Heart Surgery [] Yes [] No Kidney Disease [] Yes [] No
Abnormal Clotting [] Yes [ ] No Diabetes [] Yes [] No Tuberculosis ] Yes [] No
Heart Attack [] Yes [[] No Hypertension ] Yes [] No Other lliness ] Yes [] No
Breast Cancer [] Yes [ ] No Cancer [] Yes [] No
Have any of your family members or relatives had the following problems with anesthesia?
High Fever: [] Yes [] No Death: [] Yes [] No Other (please list): [] Yes [] No
Please list any past surgeries:

Surgery Date Surgery Date

Any problems with surgery?

Personal History

Have you lost a significant amount of weight? [] Yes [] No How much?:

Did you have surgery to lose the weight?

Type of surgery: [] Lapband [] Open RnY bypass

Primary Care Physician (Name):

[ ] Yes [] No

Address:

Phone:

Date last seen by Primary Care Physician:

Women Patients Only

Number of pregnancies: Number of children:

Have you had a mammogram? Date:

Result: [] Normal [] Abnormal

If you are considering breast surgery, what is your current bra size?
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] Laproscopic RnY bypass

Did you breast feed?: [] Yes [] No



Capital City Cosmetic Surgery
PATIENT PREOPERATIVE QUESTIONNAIRE

<Personallnfo.FullName>
DOB: <Personallnfo.DOB>

PLEASE ADDRESS ALL QUESTIONS: (place checkmark before items).

HEART: oNo Problems oHigh Blood Pressure

oChest pain oHeart Attack oMurmur alrregular Heart Beat
oHeart Failure oPacemaker/Implanted Defibrillator

oMitral Valve Prolapse oOther:

AGE HEIGHT WEIGHT (BMI)

LIST MEDICATIONS/ HERBALS/ VITAMINS that you
are presently taking. (Include name of drug, dose and

EKG within the last 3 months? oYes oNo how often it is taken.) oNone

LUNGS: oNo problems oRecent Cold oAsthma 1. 6.
oShortness of Breath oCOPD 2 7.
oSleep Apnea: If yes: oCPAP oBIPAP 3. 8.
Machine Pressure Settings: 4. 9.
o Home Oxygen Liters 5 10.

oOther:

STOMACH: oNo Problems ©Acid Reflux oUlcer
oHiatal Hernia oOther:

ASPIRIN? oNo oYes: How many/day?

ALLERGIES TO MEDICATIONS? o©No
oYes: List Medications and Allergic Reaction below:

KIDNEY: oNo Problems oKidney Stones woDialysis
o Other:

ALLERGIES TO FOOD? oNo oYes-specify food and reaction

NEUROLOGIC: aNo Problems oDepression oAnxiety
oStroke oTIA oParalysis/Weakness/Muscular Dystrophy
oSeizures oBipolar oSchizophrenia
oCreutzfeldt-Jacob Disease

olLearning Disorder-Specify:

oOther:

Allergic to Latex? (i.e. Rubber gloves) oNo oYes

Allergic to Eggs, Soy, Avocado, Banana, Kiwi, or
Chestnuts? oNo oYes- specify:

METABOLIC: oNo Problems oDiabetes oThyroid
oHepatitis/Jaundice oMalignant Hyperthermia

Do you have any special concerns/needs regarding your
visit in order for us to better take care of you?

Patient Signature:

BLOOD: oNo Problems oEasy Bleeding/Bruising
oAnemia oSickle Cell Disease oHemophilia oHIV-AIDS
oPhlebitis oBlood Clots oOther:

Date:

RN Signature:

HABITS: Smoking: tNo o Yes
Packs/Day X Years
oAlcohol: otNone oOccasional
Drinks/Day or Drinks/Week

ANESTHESIOLOGIST USE ONLY

Date:

Airway Evaluation:

Mallampati Classification: 1 2 3 4

Drugs: oNone oYes-specify: Head Tilt: oWNL olLimited oPoor
Chin-Larynx: oWNL o<6cm.
PREGNANCY: Date of last period: TMJ Mobility: oWNL oLimited

Are you or could you be pregnant? oNo oYes

Maxillary Arch: oWNL oHigh/Narrow

Teeth: oWNL oChipped oBridges/Caps oDentures

Any assistive devices used? oNo oYes
oCane oWalker oWheel Chair oOther:

oOther

NPO Status: Solids: Liquids:

Last Hospitalization:
Hospital Name, Reason for admission, and Date:

ASAClass: 1 2 3 4 E

Anesthesia Plan: oGeneral oMAC oRegional

Other medical illnesses that you are being treated for

Anesthesiologist Signature:

Date:

Time:
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