	Pre-Anesthesia Screening Tool

	Name:                                                             Allergies:
	

	Surgery:                                                          Surgery Date:
	 

	Are you (the patient) less than 12 years old?
	Y
	N

	Have you ever had problems being intubated or getting a breathing tube?
	Y
	N

	Have you had a recent upper respiratory infection or cold (past 4 weeks)?
	Y
	N

	Have you ever had Chronic Obstructive Pulmonary Disease (COPD)?
	Y
	N

	Have you ever had Asthma or Reactive Airway Disease?
	Y
	N

	Have you ever had Angina or Chest Pain?
	Y
	N

	Have you ever had a MI or Heart Attack?
	Y
	N

	Have you ever had Congestive Heart Failure (CHF)?
	Y
	N

	Have you ever had an abnormal heart beat or rhythm?
	Y
	N

	Have you ever had valular heart disease, leaky heart valves, or heart murmurs?
	Y
	N

	Have you ever had High Blood Pressure or Hypertension?
	Y
	N

	Have you ever had peripheral vascular disease or problems with blood flow?
	Y
	N

	Have you ever had blockages in your carotid arteries or brain?
	Y
	N

	Have you ever had liver disease i.e. hepatitis or jaundice (other than at birth)?
	Y
	N

	Have you ever had cirrhosis or fatty liver?
	Y
	N

	Have you ever had acute or chronic kidney failure?
	Y
	N

	Have you ever had anemia or low red blood cell count?
	Y
	N

	Have you ever had problems with bleeding excessively?
	Y
	N

	Have you ever had problems with blood clotting too easily?
	Y
	N

	Have you ever had TIA's (mini strokes), Stroke, or problems thinking?
	Y
	N

	Have you ever had weakness or numbness somewhere?
	Y
	N

	Have you ever had a neuromuscular disorder such a muscular dystrophy?
	Y
	N

	Have you ever had seizures?
	Y
	N

	Have you ever had a Traumatic Brain Injury (TBI)?
	Y
	N

	Have you ever had Post-Traumatic Stress Disorder (PTSD)?
	Y
	N

	Have you ever had Diabetes or High Blood Sugar?
	Y
	N

	Have you ever been hyper- (too much) or hypo- (too little) thryoid function?
	Y
	N

	Have you ever had Rheumatoid Arthritis?
	Y
	N

	Have you ever had temporal-mandibular joint (TMJ) disease?
	Y
	N

	Do you have Obstructive Sleep Apnea?
	Y
	N

	Do you snore excessively or have been told that you stop breathing at night?
	Y
	N

	Do you have any questions about the anesthesia that will be administered?
	Y
	N

	Do you have any medical problems not listed above?
	Y
	N

	If Yes, Please List Here:
	
	

	Do you take any medications on a regular basis?
	Y
	N

	If Yes, Please List Here:

	Reviewing Anesthesia Provider (Print):


***Please Return to PreProcedure Unit (PPU) Front Desk When Finished***
