SX DATE:

Patient Medical History CASE#

—_—
Patient Name

Date of Birth: MR#

Primary Care Provider Dr:.

Cardiologist/Specialist Dr.:

Do you have or are you being treated for high blood
pressure? If yes, how many years?

Ph: Ph:

Glangods SURGEON : DR. ANDREW FELDMAN
surgical Procedure: | Ph:212-604-1345 F#212-604-1338
METS Score (nurses use only): Wheelchair bound? Bedridden? Height: Weight:

Have you ever had a heart valve replacement or repair? (O |0

Do you have chest pain with walking/normal activity?
With exercise?

Do you have a pacemaker or defibrillator? a |a

Have you ever had a coronary bypass or angioplasty?

Have you ever been told that you have a widening of
your aorta or that you have an aortic aneu rysm?

Have you ever had a heart attack?
If yes, how many?: When?:

Have you ever been told you have peripheral vascular
a O
disease?

Do you have a heart stent?
If yes, how many?: When?:

Have you ever had a stress test? o o
If yes, where?: When?:

Do you have a weak or failing heart (congestive heart
failure, CHF)?

Have you ever had a cardiac echo test? o o
If yes, where?: When?:

Do you have an irregular heartbeat or heart rhythm?

Have you ever had a heart catheterization? a o
If yes, where?: When?:

Do you have a heart murmur or mitral valve prolapse?

may years have you been a smoker?:

Do you take daily medication for asthma? Do you have difficulty breathing (do you wheeze)? o |a
Do you have a history of chronic bronchitis or
D I I ? a o
emphysema (COPDJ? o you use supplemental oxygen
'r'l .
Do you smoke? f yes, how many packs / doy; __ How Do you have a history of sleep apnea? CPAP? a |O

Have you had any recent colds, fever or flu symptoms?

Do you have diabetes? If yes, for how many
years?: Complications?:

Do you have kidney problems (other than kidney
stones)?

Have you ever been witnessed to stop breathing while
asleep?

Do you take insulin?

e

Do you have liver problems?

Do you drink alcohol every day? If yes, how many
drinks/day:

Do you use recreational drugs? If yes,
specify




Patient Medical History

l?atient Name Date of Birth: MR#

Do you have a history of sickle cell disease or trait?

Do you have a history of anemia?

Do you take any blood thinners (e.g. Coumadin)? a lo Do you have a history of cancer?

Are you on Chemo Therapy?

Do you take Aspirin or Ibuprofen regularly?

; - T h euro I i i i
Do you have seizures or take anti-seizure medications? | O Eor:.ou al\;e:l—su;t:)'l;scu ar disease (including 0
arkinson's,

—

Have you ever had a stroke(CVA), mini stroke(TIA) or a o
brain attack? If yes, when

Do you have a brain tumaor, brain aneurysm or other
vascular lesion of the brain?

Have you been told that it is difficult to place a breathing s v havea ilstory of severs reaEHGRto I
tube in your airway (intubate)? o |a Y ry a

Do you or a family member have a history of high fever O i st fromdhranicpain?
after anesthesia (malignant hyperthermia)? a o you sulter=r P m -

Do you have a history of severe nausea and vomiting
after anesthesia?

Is there a possibility you could be pregnant?
O [LMP:
Do you have any other medical problems that we have
not asked you about? If yes, specify:

Do you have an autoimmune disease (such as
Rheumatoid Arthritis, Sarcoidosis or Lupus)?

Is your surgery a total joint or spine surgical procedure? O j\

please list the medications you currently take and the dose.

Medications: Medications:
Medications: Medications:
Medications: Medications:
ALLERGIC TO: LATEX
A[ED[CATIQNS
FOOD:
Home # Cell # Work #

Date:

Patient signature:



