Health Survey Questionnaire

Patient Name: (Last, First, MI)_________________________________________

DOB:_______________

Address:____________________________________________________________

Home #:______________________ Work #:_______________________________

Cell #:________________________ E-mail address:________________________

Primary Physician:________________________________________

Telephone #:____________________

Address:___________________________________________________________

Cardiologist (if applicable)_________________________________

Telephone #:____________________

Address:___________________________________________________________

Allergies: No Known Allergies_____________________________________________

________________________________________________________________________

________________________________________________________________________

Height______________                                   Weight________________

Previous Operations:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medications:(Prescription and Over-the-counter)________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Check all that applies:

Cardiovascular:


High blood pressure                Heart disease
Heart Attack


Chest pain/angina

Heart surgery/cardiac catheterization



Heart murmur

Pacemaker/Defibrillator



Stroke/mini-stroke/transient ischemic attack    Afib/Irregular heart rhythm⁭


Paralysis
Weakness of extremities    Elevated Cholesterol⁭

Respiratory:


Shortness of breath when resting



Shortness of breath when climbing stairs or walking


Shortness of breathe at night

Uses oxygen at home


Sleep apnea

CPAP/Bipap at night


Asthma/emphysema/chronic bronchitis


Tuberculosis

Abnormal chest x-ray (specify)____________________

Endocrine: 


Diabetes
Insulin dependent   Insulin pump  Oral agents  Diet controlled


Kidney problems⁭


Thyroid problems⁭


Significant weight loss in past 4 months without trying

Hematology:


Liver problems
Hepatitis
Anemia


Bleeding tendencies


Cancer_____________________Chemo_________________________________

Gastro-intestinal: 


Heartburn/Gastric reflux


Ulcer


Hiatel Hernia

Musculo-Skeletal:


Arthritis/Joint problems
Can you lie flat? ⁭



Physical limitations________________________________________________

Neuro/Psych:


Seizure disorder
Mental/Emotional/Nervous disorders


Migraines

Alzheimer’s/Dementia


Vision problems
Blind    
HOH

Miscellaneous:


Personal history of MRSA


Latex allergy


Problem with Anesthesia
Family hx. of a problem with anesthesia


Smoke (# per day)___________
Drink alcohol (oz. per day)____________


Could be pregnant?


Bridgework/Dentures/chipped or loose teeth, caps, braces

Signature of person filling out survey

