ALBANY REGIONAL EYE SURGERY CENTER
PRE-OPERATIVE HEALTH QUESTIONNAIRE

Patient Name: ____________________________________  Date: _________________
Have You Ever Had:

Y____  N____   HYPERTENSION

Y____  N____   HEART TROUBLE

Y____  N____  ASTHMA OR BREATHING PROBLEMS

Y____  N____  DIABETES

Y____  N____  STROKE

Y____  N____  EPILEPSY OR CONVULSIONS
Y____  N____  BLEEDING TENDENCY
Y____  N____  JAUNDICE, HEPATITIS OR LIVER PROBLEMS, HIV
Y____  N____  KIDNEY DISEASE OR URINARY TRACT INFECTION
Y____  N____  CHRONIC BACK PROBLEMS
Y____  N____  ABNORMAL CHEST X-RAY
Y____  N____  ABNORMAL EKG
Y____  N____  A BAD REACTION TO LOCAL OR GENERAL ANESTHESIA
Y____  N____  LATEX ALLERGY

Y____  N____  ALLERGIES OR REACTIONS TO DRUGS:



  YES, PLEASE LIST:



  _____________________________________


  _____________________________________



  _____________________________________

DO YOU:
Y____  N____ WEAR CONTACT LENSES
Y____  N____ WEAR A HEARING AID
Y____  N____ HAVE DENTURES, CAPS OR BRIDGES? IF SO, CIRCLE
Y____  N____ SMOKE? IF SO, HOW MUCH? ________________________________
Y____  N____ DRINK ALCOHOL? IF SO, HOW MUCH PER DAY? ______________
Y____  N____ DO YOU HAVE AN AUTOMATIC INTERNAL DEFIBRILLATOR?
Y____  N____ TAKE PRESCRIPTION MEDICATIONS? IF YES, PLEASE LIST:


 _______________________________________________________

 _______________________________________________________

 _______________________________________________________
____________________________________________
_______________________

Patient Signature





Date

____________________________________________
_______________________

Witness






Date 

