
 

  NORTHERN OHIO SURGICAL CENTER 
 
PATIENT HISTORY TO BE FILLED OUT BEFORE ADMISSION 
 
INSTRUCTIONS:  Please read and check all questions either YES or No. Fill in all other information.  Your 
answers are very important for the anesthesiologist to know.  This questionnaire will be kept CONFIDENTIAL. 
 
NAME: ________________________________________HT: __________________WT: _________________ 
 
RACE: Asian African American Caucasian Hispanic Indian Multi-racial Native American Oriental 
 
MARITAL STATUS: Single  Married  Divorced  Widowed  Separated 
 
ALLERGIES: ___________________________________________________ 
 
DENTURES:  No   Yes   Partial   Upper plate    Lower plate    Caps    Loose teeth: _______________  
 
Do you have, or have had, any of the following: 
 Yes No  Yes No 
A recent cold or flu?   Blood transfusions?   
Asthma?    Problems in the past with anesthesia?   
Emphysema?   Any anesthesia problems in any family members?   
Bronchitis?   List medications currently taken on other side 

of paper    → Tuberculosis?   
Do you smoke?  
Have you smoked in the past? 
     Amount in a day?  
     Number of years? 

  List any past surgeries  
  
 

Shortness of breath?   
Rheumatic fever?   
Heart murmur?   
High blood pressure?   
Low blood pressure?   AIDS/HIV positive?   
Chest pain (angina)?   Do you consume any alcoholic beverages?    
Heart attacks (infarction)?        How much per day? 
Irregular heart beats?    
Bleeding / clotting disorders?   Do you use any recreational drugs or marijuana? 

     What, and how much per day? 
  

Sickle cell anemia?    
Anemia or blood problems?   
Jaundice or liver diseases?   For patients of childbearing age:  

     List first day of last menstrual period: 
  

Hepatitis?    
Hiatal hernia (stomach hernia)?        Do you have a child under 6 months?   
Infectious mononucleosis?   For patients under 12 years old:  
Back or neck trouble?        Were you a premature baby?  

     Birth weight if under age 2 
  

Convulsions or epilepsy?    
Periodic dizziness / fainting?   Are there any questions you would like to ask the 

anesthesiologist? 
  

Stroke?     
Thyroid trouble?    
Diabetes / Sugar?   Do you have any other health problems not 

listed? 
  

Low blood sugar?    
Kidney trouble?    
 



 
 

 
Patient label 

 
 
INSTRUCTIONS:  Please list all current medications you are taking.  Include dosages and how often medication is 
taken. Your medications are very important for the anesthesiologist and your physician to know.   
 
 
Please list your prescription medications including the dose and frequency. 
Medications                                                       Dose                                Frequency 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
 
Please list any additional medications that you take, including vitamin supplements, herbal medicines, cold 
medications and diet pills. 
______________________________________________________________________________________________
______________________________________________________________________________________________
___________________________________________________________________ 
 
Do you take aspirin or aspirin-like compounds?  If yes, please list which ones and how often.  Please contact your 
physician to determine whether you should discontinue these prior to your procedure. 
______________________________________________________________________________________________
______________________________________________________________________________________________
___________________________________________________________________ 
 
For office use: 
 

o New prescription :___________________________________________________ 
 
o No new prescriptions 
 
 
If I receive a new prescription today, I will take this list of my present medications along with the new 
prescription to a pharmacy for reconciliation of my medications. 
 

Patient or responsible person signature: ________________________________________ 
 
Medications verified with patient by ____________________________________________ RN 
 
 
Rev 3/07 
 


