TAMPA OUTPATIENT SURGICAL FACIEITY
ANESTHESIA EVALUATION

Surgical Procedure: Age: Ht: Wiz
PLACE AN “X* IN THE PROPER COLUMN: ves | no | DON'T PLACE AN “X* IN THE PROPER COLUMN: YES | No DON'F
KNOW KNOW
:i }]:),:)R‘T ?;é ;E\g é S’rljon'(r;f;:llif; ;u\nmoncs TO PROTECT YOUR 11. FAVE YOU EVER HAD :Jllﬁggll{fﬂmmb
ANY DIGESTiVE TRACT
PROBLEMS?
2. DO YOU SMOKE? PPD YRS, QuIT ACID REFLUX
3. DO YOU USE RECREATIONAL DRUGS? 12, IIAVE YOU EVER HAD ARTIIRITIS
ANY MUSCLE OGR JOINT
4, DO YOU DRINK ALCGHOL? PROBLEMS? BROKEN BONES
, , LIMITED JOINT
5, DO YOU HAVE ANY L.OOSE, CAPPED, OR FALSE TEETH? NOVEMENT
13, HAVE YOU EVER HAD g
R . I
6. DO YOU WEAR CONTACT LENSES? ANY METABOLIC DIABETES
PROBLEMS?
7. HAVE YOU EVER HAD ANY HIGH BLOOD PRESSURE TIYROID DISEASE
HEART PROBLEMS?
LOW BLOOD PRESSURE 14. HAVE YOU EVER HAT A TIA OR CVA?
HEAD INJURY, HEADACHES, NUMBNESS OR
RAEUMATIC FEVER FINGLING IN EXTREMITIES,
COXVULSIONS/EPILEPSY?
15. FIAVE YOU OR ANY FAMILY MEMBERS EVER
HEART ATTACK HAD ANY PROBLEM WITH AN ANESTHETIC?
AEART MURMUR MALIGNANT HYPERTHERMIA?
CHEST PAIN/ANGINA 16. ARE YOU PREGNANT?
IRREGULAR HEART BEAT 1IAD A BYSTERECTOMY OR TUBAL LIGATION?
CcHy 17, DO YOU HAVE ANY HISTORY OF ANY CANCERS? PLEASF, LIST
$. HAVE YOU EVER HAD ANY ASTHMAAVIEEZING
LUNG PROBLEMS?
BRONCHITIS OR . ,
PNEUMONEA 18, FIAVE YOU EVER HAD ANY SURGERIFS? PLEASE LIST
SHORENESS OF BREATIL
CPAP/O2
SLEEP APNEA 19. DO YOU HAVE ANY ALLERGIES? PLEASE LIST
9. HAVE YOU EVER HAD ANY URINARY INFECTIONS
URINARY PROBLEMS?
KIDNEY STONES
PHYSICAL EXAMINATION / DOS ASA# 1 2 3 4
10. DO YOU HAVE ANY INFECTIOUS DISEASES?
AIRWAY
, .
HEPATITIS HIV B MRSA {IF SO, PLEASE CIRLCE) HEART
LUNGS
PREGNANCY TEST ] LABS/EKG/CXR REVIEWED NPO HRS.
DATE: By: PROPOSED ANESTUESIA
ACCU CHECK: MG/DL (NORMAL RANGE 70 - 110 MG/D PATN MANAGEMENT /HEALTH STATUS UNCHANGED
DATE: BY: DATE SIGNATURE
O PT REGUESTS ANESTHETIC SEDATION (MAC/GETA)
I DR REQUESTS ANESTHESIA PRESENCE 2° TO MEDICAL STATUS
[J PT & SURGEON REQUESTS POST-OP PAIN MANAGMENT
[ ANESTHESTA HAS REVIEWED EVALUATION WITH PATIENT & ADDRESSED CONCERNS
PATIENT STICKER

ANESTIUESIOLOGIST'S SIGNATURE:

DATE




MEDIGATION RECONCILIATION FORM

Height: Alfergies: LATEX ALLERGY? YES NO
Weight: Reactions:
Source (Please circle all ot spmty):  Patient  Family member Provided med list H&P Physician Nurse Other
(including herbal wcvvﬂ%ﬂ%ﬂ.ﬁwﬁwrvﬁmmmwﬂ_% MW@WW:MOMMcRm« medications) This Section Te Be Completed By Nursing Staff
ﬁmahﬂ_.__,...mﬂ_mwnﬂ_.._wuuaa :.aww__mewzi ( ssM‘”m_“Mh”Mmo w0 | ow Mwoc_.n_.wnxm - ‘Take Day of Surgery? Last Taken Continue on Discharge?
Yes No Yes No Yes No Yes Mo Call Physician] Yes No Call Physician] Yes No  Call Physician
Yes No Yes No Yes No Yes No Call Physician] Yes No Call Physician] Yes Ne Call Physician
Yes No Yes No Yes No Yes No Call Physician] Yes No Call Physician] Yes No  Call Physician
Yes No Yes No Yes No Yes No Call Physician] Yes No Call Physician] Yes No Call Physician
Yes No Yes No Yes No Yes No Call Physician] Yes No Call Physician] Yes Nc Call Physician
Yes No Yes No Yes No Yes No Call Physician] Yes No Call Physician] Yes Ne  Call Physician
Yes No Yes No Yes No Yes No Call Physician] Yes No Call Physician] Yes No Call Physician
Yes No Yes No Yes No Yes No Call Physician] Yes No Call Physician] Yes No Call Physician
Yes No Yes No Yes No Yes No Call Physician] Yes No Call Physician] Yes No Call Physician
Yes No Yes No Yes No Yes No Call Physician] Yes No Call Physician] Yes No Call Physician
Yes No Yes No Yes No Yes No Call Physician] Yes No Call Physician] Yes No Call Physician
Yes No Yes No Yes No Yes No Call Physician] Yes No Call Physician] Yes No  Call Physician
Prescriptions diven at discharge:

Preop Nurse's Signature & Date: Verified DOS by:

PACU Nurse's Signature: Verified DOS by

i understand and have received a copy of this medication list, Verified DOS by:

Patient's/Farmily Signature:

Preop Nurse's Signature & Date:

PACU Nurse's Signature: Patient Sticker

| understand and have received a copy of this medication list,
Patient's/Farmily Signature:

Preop Nurse's Signature & Date:

PACU Nurse's Signature:

t understand and have received a copy of this medication list.
Patient's/Family Signature:

Tu/Martor Torta (exoet Als¥Medleation Reconelllaton Mulipl Vuirit
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