Dear Patient: The Anesthesia staff at The Reading Hospital welcomes the
opportunity to assist with your care. Please provide us with the following health
information. Decisions regarding your care will be made from this information.
Check the appropriate box listed next to the health issue, if you do or did have
any health issues listed on this form. (Please use black ink if possible.)

For Example: If you have High Blood Pressure, check that box in the Circulation section.

NONE

/.
|CIRCULATION V/High Blood Pressure O Low Blood Pressure 0 Bleeding Disorder O Phlebitis O Clots O Other

If you have no health issues involving circulation ,check NONE

NONE
|CIRCULATION O High Blood Pressure O Low Blood Pressure O Bleeding Disorder O Phlebitis O Clots 00 Other | \/ |

NOTE: If you complete this form in your physician’s office, the office will
forward this form to the Pre-Admission Testing Center.

If you did not complete this form in your physician’s office, YOU MUST BRING
THIS COMPLETED FORM TO THE PRE-ADMISSION TESTING CENTER AT
THE TIME OF YOUR APPOINTMENT. Failure to do so may result in a delay

on the day of pre-admission testing or a delay in your surgery.
(Remove this sheet after reading instructions.)

You may also obtain a copy of this form and additional information about your
anesthesia at www.readinganesthesia.com



HEALTH REVIEW None

ANESTHESIA [0 Nausea / Vomiting O Difficulty Awakening [0 Family History of Anesthetic Complications
HISTORY [0 Malignant Hyperthermia [J Headache After Spinal or Epidural O Other
AIRWAY & [0 Caps [J Bridges [ False Teeth O Loose Teeth [0 Braces / Retainers [0 Snoring
TEETH O Difficulty Swallowing [ Trouble Opening Mouth 0 Mouth or Tongue Piercings
TOBACCO 0 Smoke Packs/Day For Years [ Quit yr(s)
ALCOHOL/DRUGS [ Social O Daily O Quit yr(s) [0 Marijuana [ Cocaine [ IV Drugs
PREGNANCY Is there any chance you could be pregnant? (a yes response will result in a pregnancy test) [yes [ no
HEART [0 Heart Attack [ Chest Pain or Angina [ Mitral Valve Prolapse [ Heart Failure / Lungs Filled With Water

[J Valve Problems [JPacemaker / Defibrillator [ Irregular Heartbeat [J Coronary Artery Disease [ Other
CIRCULATION [0 High Blood Pressure  [J Low Blood Pressure [ Bleeding Disorder [ Phlebitis [ Clots [ Other
LUNGS [0 Asthma [J Shortness of Breath [0 Wheezing [ Emphysema / COPD [0 TB

[0 Bronchitis or Chest Cold in the Last Six Weeks [ Sleep Apnea [ Chronic Cough [J Other
KIDNEYS [J Stones [ Infection O Failure [ Dialysis [ Other
NEUROLOGIC [0 Stroke [ Migraines [ Convulsions / Seizures [ Fainting [ Paralysis [0 Other
DIABETES [ Insulin O Pills [ Diet Control Only
THYROID 0 Under Active 0 Over Active O Thyroid Surgery 0 Other
MUSCLES & JOINTS [] Muscle Disease [ Osteoarthritis [ Rheumatoid Arthritis [ Neck Problems [J Scoliosis [ Other
DIGESTIVE 0 Hiatal Hernia O Ulcer [ Acid Reflux [J Indigestion [0 Other
LIVER O Yellow Jaundice [0 Hepatitis [ Cirrhosis [0 Mononucleosis (active) [ Other
PSYCHIATRIC O Anxiety [ Depression [0 Schizophrenia 0 Other
OTHER [0 Sinusitis [0 Glaucoma [ Blood Transfusion [J Cancer [0 Jehovah’'s Witness [ Bruise Easily

[0 Burn History O Low Blood Count / Anemia [0 Rheumatic Fever

Allergies (Drugs, Latex, Dye, Foods) Reacti Operations (List previous surgeries and include year of operation)
O None ol O None
Prescription Medications, Inhalers Other Medications
O None Dose/Frequency (include vitamins, herbals) Dose/Frequency
PATIENT SIGNATURE: DATE | attest the information | have provided is true to the best of my knowledge.

See www.readinganesthesia.com for additional information.
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