Anhaesthesia Assessment Please send this completed form to;
Anaesthesia Associates

Patient Questicnnaire PO Box 101-641, NSMC 0745

. . or email to: office@anaesthesiaspecialists.co.nz
Anaesthesia Associates or fax to: 441 3987  {Ph: 441 3913)
www.anaesthesiaspecialists.co.nz

Please answer all questions as accurdely as possible. Allinformatfon is sought to minimise youw risk

Family name-:w First name(s);
Address:
Comactponeno. Date of birth: i Male [ Fermale
General Practifoner, General Practitioner’s phone no.
NHI no. o Insurance company.
Email:
Inpatient /Day care: Date: Place:
mé;rgeon: Anaesthetist:
Proposed surgery:

1. Your weight (kg): 2. Your height {metres): 4, Do yousmoke?
L1 Yes O No

3. Do yousitfer from, or have you ever sufiered from, the foliowing:
If*Yes", how many per day?

Chest pains /tightness or angina O Yes ] No Shoriness of breath O Yes O Ne .
Previous theumatic fever Cves [no Asthima O ves O po 5. Doyouarink alconol?
Previous heart attack Clyves [lno  Emphysema or bronchits [ ves [ o Yes Mo
Palpitations Oves Do Tubgrcuiods Uvyes D no If Yes', how much?
Heart rurmur Cves Dhno Obstructivesiesp apnoea U ves 0o U (]
High blood pressure ] ves LJ No Persistent colgh O Yes ] Mo H

owoften?
Adifidal heart valve orpacemaker 4 Yes O No Stoke or seizures O ves O3 No
Hiatus hernia /heartburn / indigestion O Yes [ No Jaundice or hepafitis [ ves O No
Diabetes — oral medication Olves U Thyroid disease [l ves O ng
Diahetes - insuin-Gependent Clves Clno  Previous DVT orlung embolus £ ves [ o | 8 Riskof exposure to hepatitis?
Kidney disease Dves ODno  Bieedingorclottingdisorder [ ves [ ng Yes  No
Rheurmatoid arthiitis [T ves L no IWotion sickness Uves Eno

0o o

7. if youanswered “Yes"toany of the above, please give further dstails below:

8. Please list pravious surgery, induding year and hospitalif known:

Surgery Date Haospltal




Name of the patient:

9. What medications (including herbal) and/ er drugs are you taking?

Medicatlen Dose Time Taken I
10. Do you have problems openingyour mouth? (e.g. previous jaw problems ) JVYes [iNo
11. Have you been told of any diffieuifies during your anaesthetic? [1Yes [Ino
12. Do you have dentures, pariial piak, capped or loose teeth? C1Yes CINo

13. What physical actvities do youtake part inon a regular basis? (Tick those that apply)

[(1Walking [C1Gym work [C1Tennis [JGoif [] Other {specify:

14. How many fights of stairs canyot climb without getting out of breath?
[10netight ] Twoflghts [ Three flights ormare

15. My activity is restricted by:  ["]Shoriness of breath [1Chest pain [ Jointpain

16. Do you have allergies tomedications, tahlets, plasters, food, LATEX or any other substance?

[ 1Yes

[CINo

li*Yes”, please Iist.

Substance

Typa of Reaction

[ Yes

17. Are there any major ilinesses, to your knowledge, among your blood relatives? [I¥es [Iko  if*Yes" plsase list.
&.g. disbetes, musculardystrophy, malignant hyperthermia

18, Have youor any of your family had problems with an anaesthetic? [Ives [INo  If"Yes" please outline.

19. Do you suffer from any ofher condifion, not coverad elsewhere, that you feel we should krow sbout?  [J¥es [INo  if'Yes® please outfine.

20. Do you have any concans or questicns about your anaesthetic? {Yes [CNo  If*%es” please outling.

21. Do youwish to see youranzesihetist before coming to hospital? Cyes [ONo

20. Women ondy — Are you or could you be pregnant? [No

| give permission for my/my child's medical records and investigation results to be accessed for the purpose of assisfing in my anaesthetic

I:]Yes DNo

The ahove details have hean completed by: [ patient U guardian 0 telative ijjOther {specify):

Signature: Date: Printname:

ifyou have urgent queries, please contact your anaesthetist at his/her reoms or your surgeon.
if your maesthetist beileves there are significant risks identified in this questionnaire, he/she
may coftact youto make an appointment before surgery.

Please bring aif your medications with you to hospital.



