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 YES NO 

General    

Have you takenMedicine in the last 6 months?   
Have you seen a doctor in the last 3 years?   
History of Heart, Lung, or Liver transplant   

Neurologic   
Stroke or transient ischemic attack (TIA)   
Seizures or epilepsy   
Brain tumor or cerebral aneurysm   
Multiple sclerosis (MS)   
Parkinson's disease   
Cerebral Palsy   
Myasthenia Gravis   
Deep brain stimulator   
Spinal cord stimulator   
Intrathecal pain pump   
Other:   
   

Head, Eye, Ear, Nose & Throat   
Vision loss   
Dysphagia or trouble swallowing    
Hearing loss   
History of radiation to the head or neck   
Other:   
   

Cardiovascular   
Heart attack or myocardial infarction   
Heart disease (CAD), chest pain, angina   
Heart stents or angioplasty   
Use nitroglycerin   
High blood pressure or hypertension   
High cholesterol or hyperlipidemia    
Abnormal EKG or an arrhythmia   
Pacemaker, defibrillator, or ICD   
Atrial fibrillation or a-fib   
Left bundle branch block   
Bypass or other heart surgery   
Mitral or aortic heart valve problem   
Heart murmur or mitral valve problem   
Congestive heart failure or cardiomyopathy   
Peripheral vascular disease (blocked artery)   
Aortic aneurysm or dissection   
Carotid artery disease   
Other:   
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Please check the box next to conditions or diseases that apply to your health. If you are uncertain, place a  question mark (?) 
next to the statement. If there is more than one choice on a line, circle the conditions that apply. 

 YES NO 
Pulmonary   

COPD or emphysema   
Use oxygen at home   
Use oxygen out of home   
Asthma   
Chronic bronchitis or cough   
Recent pneumonia or lung infection      
OSA or obstructive sleep apnea   
Use CPAP or BiPAP at home    
Lung surgery or pneumonectomy   
Snore loudly enough to be heard outside room   
Feel tired, sleepy, or fatigued during the day   
Been observed not breathing during sleep   
Interstitial lung disease or pulmonary fibrosis   
Pulmonary hypertension   
COVID   

Gastrointestinal   
GERD, gastric reflux, or heartburn   
Hiatal hernia   
Peptic ulcer disease or stomach ulcers   
Recent upper or lower GI bleeding (< 6   
Pancreatitis   
Hepatitis or Jaundice   
Cirrhosis of the liver or liver failure   
Colitis or Crohn’s disease   
Liver transplant   
Gallstones   
Other:   

Genitourinary   
Renal/ kidney failure dialysis/ CKD   
Enlarged prostate or BPH   
Kidney transplant   
Polycystic kidney disease    
Urinary retention   
Kidney stones   

Gynecologic   
Fibroid uterus   
Ovarian cysts or polycystic ovarian disease   
Dysfunctional uterine bleeding   
Other:   

   

Name:                       DOB: 



 

 

         Are you in PAIN?     [Please rate]  
(No Pain)   1   2   3   4   5   6   7   8   9   10   (Worst)  Do you take narcotics for pain on a daily basis?                                 

Yes                       No 
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Name:                       DOB: 

 YES NO 

Endocrine   

Insulin dependent diabetes    

Non-Insulin dependent diabetes    

Diabetes Controlled with diet   

Hypothyroidism or low thyroid   

Hypothyroidism or overactive thyroid   
Insulin Pump   
Other:   

Musculoskeletal   

Rheumatoid Arthritis   
Osteoarthritis   
TMJ (jaw joint problems)   
Degenerative joint disease   
Cervical spine problem (neck)   
Thoracic spine problem (middle back)   
Lumbar spine problem (lower back)   
Spinal stenosis   
Scoliosis   
Polymyalgia rheumatica   
SLE     (systemic lupus erythematosus)   
Connective tissue disease or scleroderma   
Chronic back pain   
Fibromyalgia   
Other:   

Hematology– Oncology   
Anemia    
Abnormal bleeding or bruising   
On Coumadin   
Other blood thinning medication (not aspirin)   
DVT or deep vein thrombosis (blood clot)   
IVC filter   
Pulmonary embolism (blood clot in the lung)   
Sickle cell disease   
Von Willebrand’s disease   
Refuse blood or blood products   
Previous blood transfusion   
Check the box & circle which applies   
Head or neck cancer   
Breast, prostate, or skin cancer   
Pancreatic, stomach, or esophageal cancer   
Cervical, ovarian, or endometrial cancer   
Colon, rectal, or anal cancer   
Kidney or bladder cancer   
Lung or liver cancer   

Lymphoma or leukemia   
Chemotherapy or radiation   
Other:   

   

 YES NO 

Immunology– Infectious Disease   
Immune system disorder   
Hepatitis B or C   

HIV or AIDS   
History of tuberculosis   

On immunosuppressive therapy   
Other:   

Psychiatric   
Depression or bipolar disorder   
Anxiety disorder   
Schizophrenia   
Dementia   
   
Other:   

Nutrition   
Do you eat meat?   

Do you eat dairy products?   

Do you eat eggs?   

Are you vegan?   

Are you vegetarian?   

Do you have food allergies?   

Anesthesia History   

Malignant hyperthermia or family history of MH   

Difficult airway mgt. (placing breathing tube)   

Post operative nausea   

Severe post operative nausea and vomiting   

Intraoperative awareness   

Severe allergy to anesthesia   

Anaphylactic reaction during surgery   

Nerve injury related to surgery or anesthesia   

Unanticipated stay in ICU after surgery   

Have you been in an ICU for a week or longer   

   

Get short of breath when you lay on your back   

   

Other:   

   

History   

Do you get short of breath with heavy house or   

yard work OR with climbing 1 flight of stairs?   

Do you exercise regularly?    

Marital Status    

Number of Children    

How many live with you   

Date of last physical exam    
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