
 

 

 

NAME: [PatientLast], [PatientFirst] 
ACT#: [PatientId]     GENDER: [Sex] 
DOB: [DOB]                 AGE: [Age] 
DR: [PhyLast], [PhyFirst] 
DOS: [DOS]                 

 

 

Date:  ______________     Time:  _________ 

 

PATIENT HISTORY 
Information Obtained From:           Patient    Parent     Spouse          Other:  _______________   History Updated: ________________ 
Primary Language Spoken:      English     Other:  ______________________________________________________________________________ 
Translator Name:  __________________________    Family Member    Staff    Language Line    Other:  __________________________________ 
Procedure as stated by patient:  ______________________________________________________ Ht. _______      Wt. ______    Stated 
Factor affecting patient needs:      None     Religious/Cultural Practices    Speech    Language Barrier     Vision 
      Hearing    Special Family Concerns:   ______________________________________________________________ 
Who will drive you home?___________________________________________________Telephone  Number:___________________________________________ 
 

 Patient or family history of ANESTHESIA COMPLICATIONS:     
   No          Yes 

IF YES, DESCRIBE:   

Patient/Family History   
 Patient or family history of MALIGNANT HYPERTHERMIA:       

     No        Yes 
IF YES, DESCRIBE: 

Alcohol Consumption Amount:  ________       Daily           Weekly      #Yrs. __________ DENTURES   UPPER       OTHER      CAPS/CROWNS 
Tobacco Use Smoke:   ________       PPDX ___   Chew         #Yrs. _________ PARTIALS   UPPER       OTHER      BRIDGES 
 Quit: ____________      Number of years ___________      

Smoking Cessation Brochure Given:  ________________      
 

 
Recreational Drugs 

   LOOSE TEETH               HEARING AID  -   Left     Right    
 GLASSES                        PROSTHESIS           
 JEWELRY REMOVED     CONTACT LENSES 

Advance Directives?    Yes    No 
Power of Attorney Needed?     Yes    No    Copy on Chart 
Patient Teaching: 1) Pre-admit instructions for specific surgical procedure(s) NPO @_______ 
 2) Pre-Op: Preparations for specific surgical procedure(s), anesthesia and post-op hospital care explained 
 3) Pain: Post-op pain expectations. Pain management modalities. Pain scale appropriate to patient needs. Given ( ) pain brochure 
Date:_____________ Time:____________ RN Signature_______________________________ 
Above teaching given to:________________________ via literature( ) and or Individual Instructions ( ) 
Patient / family member was ( ) Receptive ( ) Uncooperative ( ) Denies Needs 
 
YEAR AND DATE OF PAST SURGICAL PROCEDURES / HOSPITAL ADMISSIONS:  
_______________________________________________________________________________________________________________________________________ 
________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________              
IMPLANTED DEVICES:  ______________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________________________________ 

CARDIOVASCULAR:                N/A RESPIRATORY:     N/A 
   High Blood Pressure           Low Blood Pressure 
   Congestive Heart Failure 

   Asthma              COPD           Emphysema 
   Wheezing          Shortness of Breath 

   Blockage                             Stent(s)       Angioplasty     CABG 
   Heart Attack 
   Chest Pain                          Angina 
   Irregular Heart Rate 
   Pacemaker                         Internal Defibrillator 

   Bronchitis          Pneumonia 
   Sleep Apnea                         Uses:        C-PAP           Bi-PAP 
   Oxygen at ______ Liters       Used when:   __________________________ 
   Other:  ______________________________________________________ 

   Rheumatic Fever                Mitral Valve Prolapsed           Valve Disease 
   Aortic Aneurysm 
   Peripheral Arterial Disease    Peripheral Vascular Disease 
   High Cholesterol                 High Triglycerides 

TRANSPLANT:       N/A        Date of Transplant:  ______________________ 
   Organ:  ________________        Tissue:  _________________________ 
   Other:   ______________________________________________________ 

   Other:  _______________________________________________________ 
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KIDNEY/BLADDER:    N/A 

   Decreased Renal Function          Renal Failure   
   Dialysis On:        M      T     W       TH     F     SAT     SUN  

 
Complete on DS      Last Dialyzed On:  _______________________________ 

   Enlarged Prostate 
   Urinary Incontinence  
   Blockage in Renal Artery      Renal Stent 
   Other:  ______________________________________________________ 

GASTROINTESTINAL:   N/A 
    Liver Problems          Cirrhosis       Fatty Liver 
    Hiatus Hernia             Reflux            Heartburn          
    Ulcer 
    Bowel Obstruction                    Constipation      Diarrhea  
   Inflammatory Bowel Disease     Crohn’s             Ulcerative Colitis 
   Celiac Disease 
   Other:  _________________________________________________ 

 
NEUROLOGH/MENTAL HEALTH:    N/A 

   Alzheimer’s                   Dementia           Parkinson’s 
   Cerebral Aneurysm       Stroke                TIA  
    Epilepsy                       Seizures 
   Migraine Headaches 
   ADD                              Anxiety               Depression 
   Other:  ______________________________________________________ 

 
ENDOCRINOLOGY:    N/A 

   Diabetes      NIDDM        IDDM        Onset:  ___________________ 
   Metabolic     Glandular Disorder 
   Thyroid Disorders 
   Other:  ______________________________________________________ 

   
NUTRITION ASSESSMENT 

   Regular  
   Healthy Heart 
   Diabetic 
   Low Sodium 

   Renal 
   Difficulty chewing/swallowing     
   Unable to take nourishment for 3 days 
   Unexplained weight loss of 20 lbs. or more within last 6 months 

NOTES 
  
  
  
  
  
  
  
  
  
Nurse Obtaining History:        Patient Reviewed Above History: 
_________________________________    _____________________________________ 
Signature       Signature 
 WAS THIS A TELEPHONE INTERVIEW: YES (  )  NO (  )    Date:  ______________     Time:  _________ 
 

GYNECOLOGY:   N/A 
   Could Patient Be Pregnant?   Yes   No   LMP:  ______________ 
   Post-Partum:  __________    Breastfeeding:   Yes     No 
  Tubal Ligation     Hysterectomy        Menopause 
   Mastectomy:      Left      Right       Bilateral 
   Other: ___________________________________________________ 

MUSCULOSKELETAL:   N/A 
   Back Disorders          Neck Disorders 
   Osteoarthritis  
   Fibromyalgia               Deceased Mobility            Muscle Weakness 
   Other:  __________________________________________________ 

 
HEMATOLOGY/ONCOLOGY:   N/A 

   Bleeding Disorder 
   Anemia            Thrombocytopenia 
   Blood Clot        DVT              PE         Blood Transfusion 
   Cancer – Location:  ________________________________________ 
   Chemotherapy                          Radiation 
   Other:  __________________________________________________ 

 
AUTOIMMUNE DISORDERS:   N/A 

   Rheumatoid Arthritis             Lupus        Scleroderma 
   Other:  ___________________________________________________ 

 
*INFECTIOUS DISEASE:    N/A    MRSA      Shingles/Herpes 

   VRE        Hepatitis     A      B               C              D 
   HIV          AIDS           Tuberculosis 
   Infection in past four weeks?       Yes           No 

       Location:  _________________________________________________ 
       Treatment:  _______________________________________________ 
*If patient has any of the above leave message on x3074 with patient ID# and infectious 
disease information. 
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