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Primary Care Physician:

PRE-PROCEDURE ASSESSMENT

Person Driving You Home: Phone Number:

Emergency Contact: Phone Number: Relationship:

PLEASE MARK THE FOLLOWING APPROPRIATELY:

PERSONAL HISTORY (SELF) YES NO EXPLANATION, IF YES

HEART DISEASE

ANGINA

HIGH BLOOD PRESSURE

BLEEDING/CLOTTING PROBLEMS

BREATHING/LUNG PROBLEMS

SLEEP APNEA

SEIZURES/STROKES/EPILEPSY

HEART MURMUR

HEART ATTACK

ANEMIA

LIVER/KIDNEY DISEASE

HISTORY OF CANCER (SELF)

DIABETES

THYROID PROBLEMS

ARTHRITIS/LIMITATIONS OF MOVEMENT

IMPLANTED PACEMAKER / DEFIBRILLATOR

GLAUCOMA

PREGNANT

DIARRHEA/CONSTIPATION

TROUBLE SWALLOWING / FOOD STICKING

SMOKE/DRINK ALCOHOL - IF YES,
AMOUNT

RECREATIONAL DRUG USE

METAL, PINS OR PLATES IN YOUR BODY

Have you or any family member experienced problems with anesthesia or sedation? NO YES

IF YES, PLEASE EXPLAIN

**************************************I M PO RT A N T**************************************

e PLEASE REVIEW THE INSTRUCTIONS YOU RECEIVED FROM YOUR DOCTOR’S OFFICE.
e PLEASE BRING YOUR INSURANCE CARD(S) WITH YOU.
e PLEASE DO NOT BRING MONEY OR VALUABLES WITH YOU.

e YOU MUST HAVE A RIDE HOME WITH A RESPONSIBLE ADULT; A TAXI WITH A RESPONSIBLE
ADULT (NOT THE TAXI DRIVER) IS ALLOWED.
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PRESCRIPTION AND NON-PRESCRIPTION MEDICATIONS

MEDICATIONS STRENGTH TIMES LAST DOSE

OVER-THE-COUNTER AND/OR HERBAL MEDICATIONS STRENGTH TIMES LAST DOSE

PAST SURGICAL HISTORY:

Have you ever been hospitalized for any reason other than surgery? NO YES, PLEASE
EXPLAIN

RN Validation: The RN has seen the patient and reviewed the Pre-Procedure Assessment form.

RN Signature: Date: Time:
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