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DREAM TEAM ORAL SURGERY AND IMPLANT SPECIALTY GROUP

Name: Date: Age: Height:

Scheduled Operation:

Department of Anesthesia
Preoperative Patient History

1829 Jo Johnston Ave.
Nashville, TN 37203
(615) 327-9944

Weight:

YES

NO

UNSURE

1.

Do you have or have you ever had:

a. Angina or chest pain due to your heart?

b. Heart attack?

c. Mitral valve prolapse?

d. Heart murmur or Rheumatic fever?

e. Heart surgery?

f. Angioplasty (balloon surgery)?

g. Fluid in your lungs or swelling of feet and ankle?

h. Stroke?

i. High blood pressure

Do you smoke? How many per day?

Do you have problems with your lungs or chest such as:

a. Shortness of breath?

b. Emphysema?

¢. Asthma?

d. Bronchitis?

4. Have you recently had fevers, chills, cold, flu? If YES, specify:
5. Have you ever been told you have sugar problems or diabetes?
6. Have you ever been treated for cancer with chemotherapy or radiation therapy?
7. Do you currently have any problems with your: If Yes, specify.
a. Liver: cirrhosis, hepatitis, yellow jaundice, malaria?
b. Kidney: stones, infection, failure, dialysis?
c. Spleen or thyroid: hyperthyroid, hypothyroid?
d. Blood: anemia, leukemia, sickle cell anemia?

e. Hiatal hernia, reflux esophagitis, or peptic ulcer disease?

Have you recently been exposed to anyone with hepatitis?

Have you ever had prolonged or unusual bleeding from nosebleeds,

tooth extraction, cuts, or surgery?

10.

Have you received a blood transfusion within the past six months?

11.

Are you pregnant or is there a possibility you might be?

12.

Do you drink alcohol?

13.

Do you smoke marijuana, use cocaine, intravenous drugs, or illegal drugs?

If YES, specify.

14.

Do you have AIDS, or are you HIV+? If YES, specify.

15.

Do you have back or neck problems?
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16. Do you have trouble opening your mouth or have TMJ syndrome?

17. Have you ever had:

a. Epilepsy?

b. Brain tumor?

c. Brain surgery?

18. Do you currently take any of the following medications:

a. Aspirin or other inflammatory medicines?

b. Blood thinning medicine?

c. Heart rhythm medicines?

d. Diuretics or water pills?

e. Blood pressure pills (anti-hypertensive drugs)?

f. Heart pills such as Lenoxin or Nitroglycerin?

g. Steroids?

19. Do you currently take or have you ever taken the dietary pill Redux or Phen Fen?

20. Do you take medications? If YES, specify.

21. Do you have any allergies to medications? If YES, specify.

22. Are you allergic to eggs, soy, or glycerol? If YES, specify.

23. Have you or any blood relatives had problems related to an operation or anesthesia?

24. Do you have any artificial joints, prosthesis, or heart valves? If YES, specify.

25. What operations have you had?

26. When were you last in the hospital? Where? What for?

27. Have you ever had any type of corrective eye surgery? If YES, specify.

28. Who is your primary care physician (PCP)?

When did you last see him/her? Where is his/her office?

29. Do you have any questions or comments?

30. Do you currently have a living will?

Signature of person completing form: Relationship to Patient:
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