


Have you had any problems with anesthesia?

If yes please list what sort of problems.

YES[ ] NO[]

Family History:
Specific Anesthesia Problem Mother |:‘ Father |:| Brother D Sister
Ears: -

Hearing Loss before age 20 Mother D Father || Brother E’ Sister

Hearing Loss after age 20 Mother D Father | | Brother [:] Sister
Nose and Sinus: h

Nasal Allergies Mother [_| Father || Brother [_]  Sister

Nasal Polyps Mother [:] Father | | Brother [:' Sister
Heart and Blood Vessels: -

Heart Disease Mother [:l Father || Brother D Sister

High Blood Pressure Mother [ ] Father | | Brother [ |  Sister
Lungs and Respiratory: -

Asthma Mother D Father || Brother D Sister

Lung Cancer Mother [_] Father | | Brother [ |  Sister
Brain and Nervous System:

Stroke Mother |:| Father |:| Brother |:| Sister
Blood & Lymph Node:

Bleeding/Clotting Mother l:’ Father D Brother l:] Sister
Other Problems:

Brother D Sister

Social History:

Mother D

Father D

Do you use tobacco? ~ Yes [ | No [ ] Ifyes what type?
Do you consume alcohol? Yes |:| No |:| If yes what type?

Review of Systems: List any problems the patient has or recently h
General Health: Yes|:| No[l If yes please explain
Head/Neck: Yes|:| NOI:I If yes please explain

Eyes: Yes[l N0|:|
Ears: Yes[l NOI:I
Nose/Sinus: YesD NOD
Mouth/Throat: Yes|:| No[’
Heart: Yes[:] No|:|
Lungs/Resp: Yes\:’ NoI:I
Digestive: Yes|:| No[’
Female Health: Yes|:| NOI:I
Bone/Joint: Yes|:| NOI:I

Skin: Yes|:] N()I:,

If yes please explain
If yes please explain
If yes please explain
If yes please explain
If yes please explain
If yes please explain
If yes please explain
If yes please explain
If yes please explain

If yes please explain
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