10f5
DOCTORS’ SAME DAY SURGERY CENTER

PRE-OPERATIVE EVALUATION
NAME: MALE:0 FEMALE.C TODAY’SDATE: | /
DATE OF BIRTH: 2 HEIGHT: Feet Inches WEIGHT: Lbs.
PROCEDURE: ~ DATE OF PROCEDURE:
SURGEON: PRIMARY CARE DOCTOR:
ALLERGIES CHECK & EXPLAIV
DRUG REACTION DRUG REACTION
1 3
2 4
IV lodineO 1V ContrastC Reaction: _
Tape Adhesivel Reaction: Latex / RubberO Reaction:
FoodsCl Egg YolkO Egqg Whitex EnvironmentalQ List/Explain_____
DENTAL WORK CHECK BOXES
TEETH: Dentures Full TopO BottomQO _Dentures Partial TopQ BottomQO Bridges TopO BottomO
Caps/Crowns Front TopO Front BottomO SidesD Veneers Retainers TopQ BottomO
Braces Top(l BottomO Loosel Broken/Crackedn MissingO ImplantsD
SMOKING /| ALCOHOL /| DRUG ABUSE  cwx soxzs
TOBACCO CigarettesOl CigarsO How many per Day: ~ Howlong:  if Quit O When:
Chewn SnuffC Vape O For How long:
ALCOHOLO Number of Drinks Per DayO Per WeekO Per MonthO
MARIJUANAC How often: Last Use:
STREET/PRESCRIBED DRUGS ABUSECT  When: What:

PAST SURGERIES & PROCEDURES UNDER ANESTHESIA

LLST STARIING WITH LAST

1 4 7
2 5 8
3 6

RECENT HOSPITALIZATION, ER/'URGENT CARE VISIT why:

Rev-01/25



2of5

DOCTORS’ SAME DAY SURGERY CENTER

PRE-OPERATIVE EVALUATION

ANY ANESTHESIA RELATED COMPLICATIONS

CHECK BOXES & EXPLAIV

WITH YOUO OR WITH YOUR BLOOD RELATIVED
NAUSEA/VOMITINGO DIFFICULT AIRWAYO DIFFICULT INTUBATIONO
MALIGNANT HYPERTHERMIACD PROLONGED PARALYSISO DIFFICULTY BREATHINGO
ANY OTHER COMPLICATIONO Explain:

MISCELLANEOUS (Answer What is relevant) CHECR/ CIRCEE
Do you take BLOOD THINNERSO BETA BLOCKERSO Why:
ANY SKIN CONDITION NOW YES | NO | What Condition:
History of BLOOD TRANSFUSION in past YES | NO | When: Why:
PROSTHESISC HARDWARED IMPLANTSC | YES | NO | Where:
Do you wear CONTACT LENSES YES | NO | Do you Sleep with contact lenses in | YES | NO
Are you HARD OF HEARING YES | NO Hearing Aids in | YES | NO
Portcl Mid/Picc Liner1 Dialysis AccessD | YES | NO | Where:
PAIN PUMPO  INSULIN PUMPL:  SCSOI | YES | NO | Where:
Are you PREGNANT N/A | YES | NO | What trimester:
Are you BREAST FEEDING N/A | YES | NO Did you Discuss with Ob/Gyn | YES \ NO
LAST MENSTRUAL CYCLE N/A | Date:

NEURO / EYES /| EARS / NOSE /| THROAT czzcx/ciecre

Do you See a Neurologisto

H/O DRY EYESLO GLAUCOMAD CATARACTO

STROKEO TIAO When: Any Loss of Function:

History of EPILEPSYO SEIZURESO Last Seizure:

H/O MULTIPLE SCLEROSISTI H/0O LUPUSO H/O DEMENTIAO

History of BRAIN ANEURYSM YES | NO | When Diagnosed: Surgery | YES | NO

History of NOSE BLEEDS YES | NO Do you have NASAL POLYPS | YES | NO

History of RETINAL DETACHMENT YES | NO | Surgery: YES | NO
Surgery for Glaucoma or Cataract YES | NO

HEMATOLOGY/(BLOOD RELATED)

cueex/cess Do you See a Hematologist/Oncologist O

History of SICKLE CELL TRAIT YES | NO History of SICKLE CELL DISEASE | YES | NO
History of ANEMIA YES | NO Do you BRUISE EASILY | YES | NO
Any BLEEDING DISORDER YES | NO | Specify:

Any GENE MUTATION DISORDER (Clotting disorder) YESO NOO Specify:
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PULMONARY (LUNGS) CHECR/CIRCLE Do you See a Lung Doctor:01
RECENT - PNEUMONIAC coLDO FLUO RESPIRATORY INFECTION O Covid O
H/O ASTHMALC BRONCHITIST COPDOI EMPHYSEMAQO REACTIVE AIRWAY DISEASE O
History of SARCOIDOSIS YES | NO | History of TUBERCULOSIS \ YES \ NO
Do you have History of SLEEP APNEA YES | NO | USE: CPAPO BIPAPO  APAPO NONEO
Do you have CHRONIC COUGH YES | NO | Productive O Non-Productive O
Do you use OXYGEN at Home YESTOO NOO How Many Liters: Use INHALERS/NEBULIZER YESO NoO
SCARRING IN LUNGS YO NO PULMONARY HYPERTENSION (Not same as high blood pressure) YO NO

ENDOCRINE (GLANDS)  cazes/cmers

Do you See an EndocrinologistC

THYROID/PARATHYROID PROBLEMUO NODULESO

Low Thyroid (Hypo)O High Thyroid (Hyper)O

PRE-DIABETICSTO DIABETICO Typel O Typell O DIABETIC NEUROPATHY Yestl NoOl
History of HYPOGLYCEMIA YES | NO | Do you take any GLP-1 drug for Wt. Loss /DM | YES | NO ‘
History of PITUIATRY PROBLEM YES | NO History of ADRENAL PROBLEM | YES | NO ‘

VASCULAR/CARDIOVASCULAR czzcz/cezzz Do you See Vascularo Cardiologisto

H/O BLOOD CLOTS (DVT)O PULMONARY EMBOLUS (PE)0When: GREENFIELD FILTER YO NO
POOR CIRCULATION LEGS (PAD/PVD) | YES | NO BYPASS SURGERY/STENTS (LEGS) | YES | NO
H/O HIGH BLOOD PRESSURE YES | NO | Run Low BP / BP Drops When Standing | YES | NO
History of ANGINA (CHEST PAIN) YES | NO | How Often:

BLOCKAGES in heart arteries (CAD) YES | NO | [gst Chest Pain: Relieved by NTGO1 RESTOI
History of HEART ATTACK (M) YES | NO | Coronary Bypass When: How Many Vessels:
CORONARY STENTS/ANGIOPLASTY YES | NO | How Many: Last Stent Date:

H/O HEART AILURE (CHF) YES | NO | Ever Hospitalized for CHF | YES | NO
Any SHORTNESS OF BREATH (SOB) | YES | NO | with Exertionsi At RestDI

Do you WAKE UP WITH SOB YES | NO | How many Pillows do you use to sleep:

History of FEET SWELLING YES | NO Take Fluid Pill | YES | NO
History of IRREGULAR HEART RATE YES | NO | Sjowd FastO PalpitationsO  Skipping BeatsD

PVC’sO A-Fibo SvTo V-TachO WPWO
CAROTID ARTERY DISEASE (NECK) YES | NO | Right 0 % Blockage: | Left o % Blockage:
CAROTID ARTERY SURGERY | YES | NO | Right O LeftO

H/O Any HEART VALVE PROBLEM YES | NO | Surgery:

History of HEART MURMUR YES | NO H/O RHEUMATIC FEVER I YES [ NO
H/O MITRAL VALVE PROLAPSE (MVP) | YES | NO | Any Symptoms Chest painCi SOBO  PalpitationO
PACEMAKERO ICDC COMBINEDD | YES | NO | Last Check:
ABDOMINAL AORTIC ANURYSM -AAA | YES | NO | Size: LLast Check: Surgery: | YES | NO
H/O Increased CHOLESTEROL/LIPIDS | YES | NO | Ever diagnosed: ABNORMAL EKG YES | NO

CARDIOLOGY VISIT DATE:

EKGO Stress testl Echoml CathOl CTO Loop recorder/HolterO
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GASTROINTESTINAL / LIVER: cwzxrcmers
Do you See Gl Doctoro or Hepatologisto

History of JAUNDICE YES | NO HEPATITIS A:0 B:O CO Treated: YES | NO
History of FATTY LIVER YES | NO CIRROSIS OF LIVER | YES | NO
WEIGHT LOSS SURGERY YES | NO Weight before Surgery: After Surgery:
H/O REFLUX/GERDO Gl ULCERSO HIATAL HERNIAO
GASTRITISO DIVERTICULITIST IBD (Crohn’s/Ulcerative Colitis0l IBST GASTROPARESISC
NEPHROLOGY /UROLOGY CHECR/ CIRCLE
Do you See a Urologistt Nephrologistm
CHRONIC KIDNEY DISEASE (CKD) YES | NO | Stage: 10 1:0 o o
Are you on DIALYSIS | YES | NO | HOW: FistulaO Peritoneals] Cathetern)
History of KIDNEY STONES YES | NO Do you have GOUT | YES | NO
History of ENLARGED PROSTATE YES | NO Do you have OVERACTIVE BLADDER | YES | NO
Do you have any SEXUALLY TRANSMITTED DISEASE (STD’s) YESO NOO

MUSCULOSKELETAL /CHRONIC PAIN czcxr/cmers
Do you See a Pain Management Doctorm

Do you have OSTEOARTHRITIS YES | NO PSORIATIC / RHEUMATOID ARTHRITIS | YES | NO
Do you have MYASTHENIA GRAVIS YES | NO Any MUSCULAR DYSTROPHY | YES | NO
Do you have Belly Wall HerniaO Belly Button HerniaOl Groin HerniaO
Do have FIBROMYALGIA YES | NO History of FREQUENT FALLS ‘ YES | NO
Do you have any DISC PROBLEM YES | NO | What Level:

NumbnessC Tinglingm WeaknessO | YES | NO | Where:

Do you have H/O CHRONIC PAIN YES | NO | Where:

INFECTIOUS /| CANCER /| PSYCH  cwcxvamerz Do you See a Psychiatristm

H/O MRSAC VRED | YES | NO H/O HIV/AIDS | YES NO
H/O Any CANCER YES | NO | Type of Cancer:

ANXIETYO PANIC ATTACKSO DEPRESSIONC PTSDO BIPOLARO
SCHIZOPHRENIAO SUICIDE THOUGHTSO

ANY OTHER ILLNESS-

S 3k 3k 2k ok ok e 2k sk ok o ok ok 3k 3¢ sk 3 e sk sk ok 3k ke 2k sk sk 3k sk sk ke ok ok ok o ok ok ok ok ok 2k sk 3k ok 3k 3 ok e ak sk e sk 3k ke Sk Sk ke ok ok ok 3k b 3 ok sk Sk ok 2k ok ok ok ok sk ok ok sk ok ok e ok ok ok ok ok ok ok ok ok

PATIENT’S SIGNATURES: DATE:

WHO IS ANSWERING: RELATION TO THE PATIENT:

RRVIEWED BY (RN): DATE: TIME:
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FOR ANESTHESIA PROVIDER ONLY:

SURGEON’S REQUEST - TYPE OF ANESTHESIA / NERVE BLOCK:

CLEARANCE REQUESTED: YESO NOO FROM: PCPO CARDIOLOGYO PULMONARYO
NEUROO  OTHER SPECIALITYO

ANESTHESIA PLAN & POST-OP PAIN MANAGEMENT BLOCK:

O GENERAL O MAC/LOCAL 00 MAC ONLY O LOCAL ONLY

O EPIDURAL O BIER BLOCK O AXILLARY/SUPRACLAVICULAR O INTERSCALENE
0 SPINAL 01 ADDUCTOR CANAL/SAPHENOUS O POPLITEAL 0 OTHER

NOTE:

EVALUATING ANESTHESIOLOGIST: DATE: TIME:
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