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Pre-Anesthetic Questionnaire

Name:

Date of Birth:

Pre-Op Visit [  Phone Pre-Op [

OB Pre-Admit [

Family physician:

What procedure are you having done? Pre-Admission for Family Birthing Centre [1  C-Section [

Allergies:

Height:

Weight:

BMI:

(%]

Details if necessary

Have you had any recent illness?

Have you ever had a general anesthetic?

Have you had problems with an anesthetic in the

past?

Do you have a family history of Malignant

Hyperthermia?

Do you have an allergy to latex?

Have you taken Aspirin in the last week?

Could you be pregnant?

Do you or have you smoked or vaped?

If yes, how often or how much per day?

Do you use recreational drugs?

If yes, what, and how much?

Do you use medical marijuana or its derivatives (CBD

oil)?
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DO NOT USE RECREATIONAL D

(9]
7

HOURS PRIOR TO SURGERY

Do you use alcohol?

If yes, how much?

Do you have a history of MRSA or CPE?

Have you received any blood or blood transfusions

recently? If yes, what was the date of the

transfusion?

If you have had a transfusion, are you aware of any

history of antibodies?
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Do you have loose of capped teeth or dentures? If n

yes, provide details.

O

Have you had or do you have and of the following?

O Irregular heartbeat [J Blood clots (phlebitis) ] Asthma

[ Pacemaker (] Stroke [ Shortness of breath/COPD
[J Heart disease O Fainting J Pneumonia

(] Heart attack ] Anemia (low blood) ] Hiatus hernia/reflux

] Angina [J Migraine headaches ] Kidney problems

[] High blood pressure [] Diabetes L] Epilepsy or seizures

[ Mitral valve prolapse O Thyroid problems O Arthritis

] Sleep apnea/CPAP 0 Emphysema/bronchitis [ Jaundice/hepatitis

[] Bleeding problems (] Tuberculosis (TB) [J Rheumatic fever

L1 HIV (1 Other
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CHESLEY | DURHAM | KINCARDINE | WALKERTON

Pre-Anesthetic Questionnaire

Do you take any vitamins, supplements, or medication on a regular basis? [1 Yes [1 No

If yes, please list below (include prescriptions, over the counter drug, eye drops, inhalers, and insulin)

Taken on OR day?

Drug Amount | How Often Purpose Nurse Initial
(To be completed by nurse)
I Yes [ No
I Yes [ No
1 Yes [ No
1 Yes [ No
I Yes [ No
I Yes [ No
1 Yes [ No
1 Yes [ No
I Yes [ No
Have you had any previous surgeries or procedures? Year

| hereby assume all responsibility for any items or clothing, hearing aids, watches, teeth, toilet articles, jewelry, money

or any other type or personal possessions whatsoever, retained or brought in for the use of

(self or Name of Patient) while a patient at SBGHC and | release SBGHC and its employees from any liability which may
result from the loss or damage to any of the said articles by an means whatsoever.

Signature of Patient/Parent/Legal Guardian

Reviewed by:

Relationship

Date:
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