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PATIENT HISTORY QUESTIONNAIRE

PATIENT: Please print in ink and complete both pages of this form. Please check YES or NO for every question. For patients
anticipating surgery, your surgeon's office will fax a copy to Hoag PAS (949) 760-5825. Retain this original document and bring it to
any screening or preparatory visits at Hoag Hospital and/or to your surgery facility on the day of surgery.

Patient Name: Date of Birth:
Age: Stated Height: Stated Weight: Contact Person:
Primary Language: FPhone Number: Home ( ) Work ()
Procedure: - Date of Procedure:
Physician performing procedure: Primary Care Physician:
internist: Cardiologist:
ALLERGIES and ALLERGY REACTIONS LIST PREVIOUS CARDIAC/MEDICAL PROCEDURES
Procedure Year Complications
“include medications forpsaEiEIg;Efchi’igt pills, food supplements LIST PREVIOUS SURGERIES
Name of Medication  Dose/How Often  Reason for Medication Procedure Year Complications Type of Anesthesia
YES NO YES NO

Have you used Aspirin or Aspirin-containing medications 0
in the last 14 days?

Do you use Blood Thinners, ie. Coumadin, Heparin,

0 Do you have oxygen at home? 0 o
Have you, or your immediate family, had unusual
reactions, problems or complications associated

Aspirin or Ibuprofen? O o with anesthesia?

Medication Name: If yes, describe: : 5 = o
Are you more than 50lbs above your desired weight? O O Do goz’;;iz;ri;@ly’ have malignant hyperthermia? [ [
Have you used diet pills in the last two (2) weeks? 1 e ygu éxercise? ’ 0 0O

Medication Name: If yes, how often: How long:

Have you taken Steroids or Cortisone within the last 3 o] S ] Type of exercise:

months? Is your level of activity related to health limitations? O O

If yes, medication name: If yes, explain:

How Long? Do you wear contact lenses? [
Do you take antibiotics before dental work? O [ | Doyou have caps, bridges, dentures or loose teeth? [ [
Have you ever smoked? O O if yes, explain:

If yes, # packs per day # of years: Does your immediate family have a history of heart

If you quit smoking, when: disease? 0o
Do you drink alcohol more than 4 days per week? [ Age of onset

How much: Kind: [ Father
Do you use recreational drugs? O 0O [ Mother

Type: [ sibling
Do you use oxygen to perform daily activities? ]
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