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Patient Questionnaire
Pre-Operative
Name:
Date of Birth:
Date of Surgery:
Procedure:
Current Insurance carrier:
ID #:
Please list ALL current prescription medications and DOSAGES

Please list ALL current over the counter medications

Do you have allergies to any medications? YES NO
If yes please list:

Do you have any allergies to Latex? YES NO
If yes please explain what happens:

Current Medical problems:

Do you smoke? YES NO #packs/day

Past Surgeries:

Name of Family Physician:

Name of Cardiologist:

Name of other Specialist:

Signature: Date: /| |/




