Patient Name

VIctoria

Surgery =

Surgeon

3" Floor, 715 Finlayson Street

Victoria, BC, V8T 2T4 Fa m”y Dr.
Patient Questionnaire Date of Surgery
To be completed by you (patient) preferably 2 weeks
prior to surgery. Fax to 250-595-1518.
1. Have you ever experienced: YES NO YES NO
AStAMA. ... - _ Muscle Disorders........cccooeeeiiienicriniiiennn, - -
EMPRYSEMA....iieieiiieece et - - Genetically Transmitted lliness ............ - -
Chronic BronChitiS. ..., o o F N A 1=] 0 1 - TR o o
Chest Pain I I Hepatitis....coeeeeieeeecee e, - -
Heart Failure _ _ HIV e _ _
High Blood pressure........cccccceeveveeeieieeeeeenn. - - Easy bruising........cococvvriiiciieecicieeene - -
Persistent Irregular Heartbeat............c.c..... - - Prolonged bleeding.........ccccoceviinriinnnnn. _— _—
Heart Attack......ccccoeevnieeiiens _ _ post-surgical bleeding.........ccccccoeiin. _— _—
Abnormal Heart Valves........cccccccoeeeeiennins - - Diabetes...cuvie et - -
SEIOKE . cuiiiieieiett e e - - Loose teeth.....ccuveeieeeiee i, - -
2. Have you or a family member ever had a serious complication from general anesthesia?.. yes no
3. Do you experience nausea With anesthetics? ... e yes no
4. s your activity limited by illN@SS? ....c.ueeeee e e et e yes no
5. Is there any significant chance you may be pregnant? ..........ccceoeieieeiece e e yes no

6. What surgeries have you had in the past?

7. What pain killers work well for you?

8. Are you aware of any pain killers that do not work well, or cause you unpleasant side
effects? If so, please list. yes no

9. Areyou taking any medications ? Please list -
yes no

10. Please state your allergies
None known




