Physicians Surgery Center
Preoperative Evaluation

Sex (Circle): M F  Age: Height: Weight:
Proposed Surgical Procedure:
Allergies:
Medications:
Previous Surgery:
Anesthesia Problems or Family History of Anesthesia Problems:
History (Check Yes or No)
General: Respiration: Metabolic:
Glaucoma QYes QONo  Pneumonia UVYes QO No Diabetes O Yes 4 No
Serious lliness OdYes ONo  Asthma QvYes ONo  Ageof Onset:
Dentures dYes ONo  Emphysema QYes ONo RxOral
Bleeding Problems OYes ONo  RecentUpper Resp. Infection O YesO No Insulin:
Hearing Loss QYes ONo  Shortness of Breath QYes ONo  Control:
Alcohol/Drug Abuse QYes QONo  Tuberculosis QYes QONo
Smoke Q Yes ___ Packs O No al: Neurology:
Anemia dYes ONo L'. Di av an Epilepsy/Seizures QYes ONo
Arthritis dYes O No Hlvert.t!sease es N YO Frequent Headaches dYes ONo
ue?ua s " Difficulty Walking QYes QNo
Cardiovascular: S 0 h Probl v N Dizziness QYes ONo
Heart Attack QYes 0ONo tomach Problems QYes U No Back/Neck Disorder QYes ONo
High Blood Pressure dYes QNo gu: Stroke UdvYes ONo
Angina QYes UNo  Frequent Kidney Infections 0 Yes O No
Congestive Heart Failure QO Yes QNo  Renal Failure QVYes ONo  Cancer History:
Poor Circulation OYes ONo Kidney Disease dYes ONo
Coronary Artery Disease Q@ Yes O No
Pacemaker QYes QNo Claustrophobia QvYes QNo
Defibrillator OYes QNo  Sleep Apnea/CPAP OYes QNo

Current Medical Doctor:

Date of Last Physical Exam:

Nurse Signature:

Date:




