
Grossmont Surgery Center     Name:       

Health History Questionnaire     Date of Surgery:     

 

 

When (at what time) did you last have anything to eat? _______________ or drink? _______________ 

 

Previous Surgeries:        Year:        Type of Anesthesia:        Complications:        Nausea Post-Op?  
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

Medication Allergies: _________________________________________________________________ 

 

Environmental/Food Allergies: ___________________________  Tape: ________  Latex: ________ 

Latex Screening: (If Yes to any one below, refer to Latex Screening form) 

 

YES NO  
____ ____ Reported Latex Allergy? What Happens to you? ________________________________ 

____ ____ Spina Bifida 

____ ____ Reaction after medical dental treatment? 

____ ____ Allergies to bananas, chestnuts, avocados, kiwis 

____ ____ Healthcare worker or other occupational exposure 

 

MEDICAL HISTORY 
YES  NO    YES  NO    YES  NO 

  □     □   Heart Attack/Heart Disease   □     □   Diabetes     □     □   Migraine Headaches 

  □     □   Chest Pain/Angina    □     □   Kidney Disease     □     □   Arthritis/Back Pain 

  □     □   Irregular Heart Beat    □     □   Sleep Apnea (CPAP)    □     □   Herpes/Shingles 

  □     □   Mitral Valve Prolapse    □     □   HIV/Autoimmune Disorder   □     □   Glaucoma 

  □     □   High Blood Pressure    □     □   Hepatitis/Jaundice    □     □   Thyroid Disease 

  □     □   Pacemaker/Defibrillator    □     □   Ulcers/Hiatal Hernia    □     □   Cancer ______________ 

  □     □   Stroke      □     □   Bleeding Tendency    □     □   Depression/Mental Illness 

  □     □   Lung Disease/TB    □     □   Bruise Easily 

  □     □   Asthma/Emphysema    □     □   Epilepsy/Seizures 

  □     □   Wheezing     □     □   Motion Sickness 

  □     □   Any other illness or chronic pain: _________________________________________________________________ 

________________________________________________________ 
 

Pre-Operative Anesthesia Evaluation 
 

BP: ________ T: ________  P: ________  RR: ________  O2: ________ Pain: ________ 

 
(  ) Conscious Sedation  Expected Results:----- Reduced anxiety and pain, partial or total amnesia 

    Technique:------------- Drug injected into blood stream producing a semi-conscious state 

    Risks: ------------------ An unconscious state, depressed breathing, injury to blood vessels 

 

(  ) Local Anesthesia Only  Expected Results: ---- Decreased sensation to area of operation; availability of   

       an anesthesia provider for further intervention to maintain pain      

       control, normal blood pressure, heart rate and oxygenation 

   Technique: ------------ Drug injected into tissues locally at area of operation 

   Risks: ------------------ Increased awareness, anxiety, and/or discomfort 

________ Initials 



 

VERIFICATION OF INFORMED COSENT 

FOR ANESTHESIA SAFETY RELEASE 

 

 

Modern anesthesia is safe and usually well tolerated.  However, even in experienced and competent 

hands, complication can occur.  Minor problems include nausea and vomiting, headache or injury to 

teeth or dental work.  Serious complications include nerve injury, damage to one or more of the vital 

organs, even major disability or death.  Although major complications of anesthesia are fortunately rare 

in healthy people, some types of health problems increase the risk of such occurrences, so it is important 

that you fully and accurately complete the Health History Questionnaire. 

 

Prior to your surgery, an anesthesiologist will talk with you.  During this pre-operative visit you are 

encouraged to discuss, to your satisfaction, the anesthesia recommended for you, the possible 

alternatives, as well as more detailed discussion of the risks of anesthesia mentioned above.  Please ask 

as many questions as you feel necessary, in order to assist you in making an informed decision. 

 

For your safety after surgery, you should have a responsible person with you overnight.  Also, if you 

have been given ANY consent includes your acknowledgement that risk of complication always exists 

as a result of anesthetic management.  Your signature also releases the surgical center and it’s entire 

staff from any liability which may arise, or for any harm that may befall you as a result of non-

compliance with the above. 

 

Please sign only after you have been informed to your satisfaction and you understand the information 

given to you. 

 

I hereby consent to the anesthesia service checked and authorized that it be administered by 

______________________, of his/her associates, all of whom are credentialed to prove anesthesia 

service(s), as designated, at this health facility.  I also consent to an alternative type of anesthesia if 

necessary, as deemed appropriate by them. 

 

I expressly desire the following consideration be observed, (or write “none”): 

____________________________________________________________________________________

____________________________________________________________________________________ 

 

I certify and acknowledge that I have read this form, or have had it read to me, that I understand the 

risks, alternatives, and expected results of the anesthesia service and that I had ample time to ask 

questions and to consider my decision. 

 

 

___________________________       _________   ___________________________       _________ 
Patient/Parent/ or Guardian Signature              Date/Time    Witness Signature        Date/Time 

 

 

Physician comments and observations: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

        ____________________________________ 

ASA Physical Status: 1   2   3   4    Physicians Signature 


