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Anesthesia and Surgical Pre-Admission Testing Questionnaire

Please answer as many questions as possible. Then save your form and email it to presurgical@nym.org. 

WHEN IS YOUR PRE-SURGICAL TESTING DATE? _______________  

Patient Information: 
Patient’s Name

Last:

First:

Middle:

Patient’s Address

Street:

City:

State: ____________ Zip Code: __________

Patient’s Contact Information

Home number with area code: 

Mobile number with area code:

Pager number:

Patient’s Emergency Contact Information

Name: 

 Home number with area code:

Mobile number with area code:

Pager number:

Patient’s Private Medical Doctor Information

Doctor’s Name: ___________________________

Phone number with area code:
Patient Height and Weight

Height: _________ Weight: _________

What type of surgical procedure (operation) are you having? Please describe below.

Have you had any of the following symptoms or illness? (Check Yes or No)

HEART

1. High blood pressure?   






 _Yes           _No

2. Heaviness, tightness or pain in your chest during or after physical activity? _Yes           _No

3. Heart attack? If YES, when? 





_Yes           _No

4. Birth defect involving the heart? 




_Yes           _No

5. Infection involving the heart? (Rheumatic fever or Endocarditic)
_Yes           _No

6. Heart murmur? 







_Yes           _No

7. Heart beating rapidly or irregular? 




_Yes           _No

8. Swelling in the ankles or fluid in the lungs?



_Yes           _No

9. Pain in your legs when walking? 




_Yes           _No

10. Previous heart operations? If YES, when: ________________   _Yes           _No

11. Pacemaker? If YES, when: _________ ___________                 _Yes           _No

12. Other kinds of heart problems? Please describe:  


_Yes           _No

__________________________________________
13. Did you ever have any heart studies? 

(Echocardiogram, stress test, catheterization)                                    _Yes           _No

If YES, please specify which study: 

And when:

Have you had any of the following symptoms or illness? (Check Yes or No)
LUNG

14. Asthma?








_Yes           _No

15. Bronchitis?







_Yes           _No

16. Smoking related lung disease? (Emphysema)


_Yes           _No

17. Pneumonia? If YES, When?





_Yes           _No

18. Tuberculosis? If YES, When?





_Yes           _No

19. Awakening from sleep, feeling shortness of breath?

_Yes           _No

20. Chest X-RAY that was NOT Normal?



_Yes           _No

Have you had any of the following symptoms or illness? (Check Yes or No)
CIRCULATION

21. Anemia?








_Yes           _No

22. Sickle Cell disease or trait?





_Yes           _No

23. Bleeding Tendency or Easy Bruising?



_Yes           _No

24. Blood Clot in your legs or lungs?




_Yes           _No

25. Previous Blood Transfusion?





_Yes           _No

METABOLISM

26. Diabetes? (Sugar in Urine)





_Yes           _No

27. High Cholesterol?






_Yes           _No

28. Problems with your Thyroid Gland?




_Yes           _No

DIGESTIVE SYSTEM

29. Frequent heart burn?






_Yes           _No

30. Ulcer?








_Yes           _No

31. Jaundice?







_Yes           _No

32. Hepatitis?







_Yes           _No

33. Cirrhosis?







_Yes           _No

NERVOUS SYSTEM

34. Frequent Headaches?






_Yes           _No

35. Dizzy Spells?







_Yes           _No

36. Loss of Balance?






_Yes           _No

37. Difficulty speaking or Slurring of Speech?



_Yes           _No

38. Fainting Spells?







_Yes           _No

39. Loss of feeling or strength in any part of your body?

_Yes           _No

40. Stroke? Or “Mini”-Stroke? If YES, when?



_Yes           _No

41. Convulsions, Seizures, or “Fits”?




_Yes           _No

42. Mental or Nervous Disorder?  




_Yes           _No

Have you had any of the following symptoms or illness? (Check Yes or No)
MUSCULOSKELETAL SYSTEM

43. Shooting Pains in your Arms or Legs?


   
       _Yes           _No

44. Numbness or Tingling (Pins and Needles) in any part of your body? _Yes           _No

If YES, please describe where: 

45. Rheumatoid Arthritis?




   

      _Yes           _No

46. Herniated disc in the Neck or Back?




      _Yes           _No

REPRODUCTIVE SYSTEM (Applies to Women only)

47. When was your last Menstrual Period? 

Are you pregnant?                                          


    _Yes           _No    ​​​_Not Sure

TEETH

48. Do you have artificial (false) teeth? 




     _Yes           _No

If YES, please check all that apply: 

Upper Denture Partial Full






     _Yes           _No

Lower Denture Partial Full






     _Yes           _No

Bridge Upper Lower







     _Yes           _No

49. Do you have any Loose Teeth?




     _Yes           _No

If YES, Where? 

SOCIAL HABITS

50. Have you ever smoked? Cigarettes                                                  _Yes           _No

  Cigars                                                         _Yes           _No

51. If you answered YES to Question #50,

a. When did you start Smoking? 

b. How much on average do you smoke per day? 

c. Have you stopped?                    FORMCHECKBOX 
Yes       FORMCHECKBOX 
No              If YES, when did you stop? 

52. Do you drink alcohol?                                                                      _Yes           _No

53. If you answered YES to Question #52,

a. How often do you drink? 

b. How much do you drink? 
54. Previous Hospitalizations (Please include Hospitalizations for ALL previous Operations and Illnesses)

              Date                                                                           Reason for Hospitalizations
1. 

2. 

3.

4. 

5. 

6.

7.

55. Medications Presently Taken (Include Non-Prescription Medications)

                   Name                                                           Dosage Frequency
1. 

2. 

3. 

4. 

5. 

6. 

ALLERGIC REACTIONS

56. Have you ever had an Allergic reaction to a Food, Medication or Latex? 

57. If you answered YES to Question #56,

Please List the allergy and describe the reaction (please check all that apply)

1. ______________________ __Rash __Hives __Swelling __Difficulty breathing

2. ______________________ __Rash __Hives __Swelling __Difficulty breathing

3. ______________________ __Rash __Hives __Swelling __Difficulty breathing

4. ______________________ __Rash __Hives __Swelling __Difficulty breathing

58. Have you ever had Anesthesia for any reason in the past?            _Yes           _No


59. If you answered YES to Question #58,  (Please check all that apply)

a. What type of Anesthesia were you given?  __General   __Spinal __Epidural __Local

b. Did you ever experience a problem with Anesthesia?             _Yes           _No

If YES, please describe the problem: 

60. Name of person completing form:
                                                       Date:

Relationship:

Once we receive your form, we can begin the pre-registration process. Thank You!
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