[bookmark: _GoBack]Pre-Anesthesia Assessment
Patient Name:								 D.O.B. 		
Confirmed spelling of name and D.O.B.? (   ) Yes (   ) No    
Confirmed Schedule Date and Surgery (   ) Yes (   ) No
Current: Height:		  Weight:		  Age: 		
Have you had Surgery before? (   ) Yes (   ) No    If yes, list surgery and date
															
															
Have you or any blood relative ever had any problems, INCLUDING FEVER, with prior Anesthetics?   
(   ) Yes (   ) No  If yes, explain:
															
Have you or any family members ever had a history of Blood Clots? (   ) Yes (   ) No   If yes, who? 																		
Have you had any drug reactions or drug allergies? (   ) Yes (   ) No  SEE MEDICATION/ALLERGY LIST
Circle if you have any of the following Allergies:  Latex  Iodine/Betadine  Seafood/Shellfish  Morphine/Demerol  Sulfur/Eggs  IVP dye
Do you presently take any medications, vitamins, herbal medications, or herbal drinks?  SEE MEDICATION/ALLERGY SHEET
	Do you have or ever had any of the following?  If yes, circle
	YES
	NO
	If yes, Explain


	Heart Disorders, Mitral Valve Prolapse, High Blood Pressure, TIA, High Cholesterol or Stroke
	
	
	

	Chest Pain or Angina (Pacemaker/Defibrillator)?
	
	
	Last Episode:  			

	Have you had an abnormal chest film or EKG?
	
	
	

	Lung Disease, Emphysema, Chronic cough, Asthma or S.O.B.? Sleep Apnea?
	
	
	

	Epilepsy or Seizures?
	
	
	Last Episode: 			

	Diabetes or Hypoglycemia?
	
	
	(   ) IDDM – Average Blood sugar 		
(   ) NIDDM

	Thyroid or Goiter problems?
	
	
	

	Hepatitis, Cirrhosis or Jaundice?
	
	
	

	Kidney, Urinary or Prostate Disease?
	
	
	

	Stomach problems, Reflux, Ulcers, Hiatal Hernia, Heart burn, IBS or GERD?
	
	
	

	Anemia or Sickle Cell Disease?
	
	
	

	Recent Weight Loss?
	
	
	

	Any broken facial bones?
	
	
	

	Back, Jaw, or Nose surgery?
	
	
	

	Use eye drops or wear contact lenses?
	
	
	

	Any loose teeth, caps, crowns, or dentures?
	
	
	

	HIV Positive or Aids?
	
	
	

	Any back problems?
	
	
	

	Received any blood transfusions?
	
	
	

	Take-blood thinning medications (incl. fish oil & vitamin E)? Taking diet pills?
	
	
	

	Are you pregnant?
If not, when was your last Menstrual Period?
	
	
	(   ) N/A Male
LMP, Date 			
(   ) S/P Hysterctomy (   )
S/P Menopausal

	Do you smoke?
	
	
	If yes, Packs per day 		  
Years		

	Do you drink more than 2 alcoholic beverages daily?

	
	
	
If yes, How many? 			

	Do you use Recreational Drugs?
	
	
	If yes, List: 			
Last Use: 			

	Are you now or ever been in a Drug Recovery Program?
	
	
	

	Any other Medical Conditions?  Cancer, Neurological, etc?
	
	
	


	Recent Cold or Flu?
	
	
	



Contacted (and/or Attempted) Patient on: 									
Need Medical Clearance? (   ) Yes (   ) No  If yes, from 					 #			
Attempts to Contacts Physician’s office for medical clearance: 							
Comments (spoke to?, etc) 											
Instructed patient to take the following medications with a small sip of water the morning of their surgery:
(   ) Thyroid (   ) Gerd (   ) Anxiety (   ) Heart (   ) Blood Pressure (   ) Seizure (   ) Pain Medication (regimented dose only)
Instructed patient: (   ) NPO after midnight (   ) NPO 6 hours prior to arrival (     ) NPO 2 hours prior to arrival (   ) Eat/Drink normally (lasers only)
Instructed patient to remove ALL jewelry and/or ALL piercings and not to bring to the surgery center         (   ) yes (   ) no 
Instructed patient to leave ALL valuables at home (   ) yes (   ) no
Instructed patient to bring a photo I.D. and insurance cards to surgery center (   ) yes (   ) no
Instructed patient to dress (   ) females wear sports bra (   ) loose comfortable clothes (   ) males basketball shorts 
Does patient have an adult to drive them home and care for them for 24 hours? (   ) yes (   ) no (   ) N/A   
*N/A for laser cases only.
BRAD received (   ) yes (   ) no
DPOA (   ) yes (   ) no If yes, Name 										
Designated person MUST be present with the patient or be available via telephone day of procedure.  Patient/Guardian to bring copy to Suncoast Specialty Surgery Center day of surgery.

Anesthesia Alerts:												

Preadmission Screening Name:							 Date:				

Patient’s or Guardian’s Signature:						 Date:				

