
Heart Disease / Managing Dr:
Angina—Chest pain with exercise
Heart problems—Heart attack (year)______
Heart murmur / Mitral valve prolapse / CHF
High / Low blood pressure
Stroke / Mini. stroke
Irregular beats/pacemaker / ICD
EKG in past year
Lung Disease / Managing Dr:
Asthma
Bronchitis—Chronic cough
Cold, flu last 2 weeks Cough/Fever? _______________________
Oxygen Use (flow-route)
Tuberculosis
Chest xray in past year
Diabetes / Managing Dr.: ________________ / Age diagnosed?____
Type—Please circle one: Diet Control    Tablet    Insulin
Blood glucose monitoring: How often____________  Range__________
General
Anemia/Sickle Cell Anemia 
Bleeding tendency
Blood clots If Yes, where_________________________
Cancer If Yes, type __________________________
IV Access _______________
Headaches—Migraines
Liver disease—Hepatitis—Jaundice
Hiatal hernia—Ulcers—Acid Reflux
Colitis—Ostomy
HIV—AIDS
Sexually transmitted disease
Kidney disease—Infection—Dialysis
Neck or back pain—Disc disease
Lupus (SLE)—M.S.
Physical—Mental disability
Polio—Spinal cord injury
Seizures—Epilepsy
Thyroid disease
Male: Prostate Disorder
Female: Could you be pregnant? Last menstrual period________________
Other Medical Problems ______________

Cultural / Religious needs?
Do you feel safe at home?

If not, what do you need?

Reaction to Anesthesia:
If Yes, describe reaction:
Sleep Apnea / CPAP If Yes, complete back
Loud Snoring If Yes, complete back
Jaw Problems TMJ
Motion Sickness
Social History
Current smoker? Amount___________
Ex-smoker: Year quit?
How many years did you smoke?
How many packs per day?
Alcohol—Amount?
Recreational Drugs?
Allergies / Adverse Drug Reaction
(Medication / Reactions)

Food—Eggs / Soy / Reactions
Latex / Tape
Anaphylatic reaction to rubber?
Swelling/itching after dental work?
Iodine IV Dyes

Medications and Dosages: Prescription & Over The Counter
Amount? Taken Taken

Name? (mg or tabs) How Often? For?

Vitamins:
Herbal Medicines:
Surgical History—List Operation(s) and Year

Contact Person/Phone #:
Relationship:

Complete this form before calling to make your Presurgical Appointment at 365-5240.
Name (please print)_______________________________________________________________________    Age _________    � Male  � Female
Surgery/Procedure ______________________________________ Admitting Physician/Surgeon/ Primary Care Physician_________________________________________
Check Yes or No for each item Yes No Comments Yes No Comments

1250013    11/2001

MEMORIAL HOSPITAL
1400 EAST BOULDER STREET

COLORADO SPRINGS, CO 80909

ADULT PRESURGICAL/PREPROCEDURE
HEALTH QUESTIONNAIRE

Patient—Responsible Party (Signature) ______________________________________________________________ Admit RN_______________________________

PSC RN (Visit)_______________  PSC RN (Phone) Shaded Areas ___________________ Attempted Phone Contacts: 1) Date/Time__________  2) Date/Time__________



ADULT SLEEP SCREENING TOOL

1. Have you ever been seen or treated by a doctor for a 
sleep disorder?
If Yes, Doctor’s name?
Results of sleep study?

2. Do you, or have you been observed to awaken during 
the night?

3. Do you, or have you been observed to choke, gasp or 
hold your breath during sleep?

4. Are you often sleepy during daily activities?

(If “Yes” to any of the above, 
document on Perioperative/Procedure Flow Sheet under “Identified Needs”.)

Yes No Comments

Additional Medications and Dosages: Prescription & Over the Counter
Name? Amount? (mg or tabs) Taken How Often? Taken For?

Additional Surgical History - Operation(s) and Year


