History and Physical Checklist

Please fill out to the best of your abilities prior to your Pre-Op appointment.

	Yes
	No
	
	If YES, please give short explanation and year of diagnosis

	
	
	Asthma
	

	
	
	Bronchitis
	

	
	
	COPD/Emphysema
	

	
	
	Tuberculosis
	

	
	
	Pneumonia
	

	
	
	Shortness of Breath
	

	
	
	Smoking History
	 How many years?                              Did you quit?

	
	
	Sinus Problems
	

	
	
	Seasonal Allergies
	

	
	
	Dementia/Alzheimer’s
	

	
	
	Oxygen Use
	How many liters? 

	
	
	High Blood Pressure
	

	
	
	Heart Attack 
	

	
	
	Current Chest Pain
	

	
	
	Congestive Heart Failure
	

	
	
	Arrhythmia
	

	
	
	Cardiac Stents
	

	
	
	Pacemaker
	

	
	
	Heart Disease
	

	
	
	Heart Murmur
	

	
	
	On a Blood Thinner
	

	
	
	Bleeding Problems
	

	
	
	Blood Clots
	

	
	
	Stroke/TIA
	 

	
	
	Diabetes 
	Insulin Dependent?

	
	
	Thyroid Problems
	

	
	
	Kidney/Bladder/Prostate Problems
	

	
	
	Hepatitis
	

	
	
	Convulsions/Seizures/Blackouts
	

	
	
	Hiatal Hernia/Stomach Ulcers/GERD
	

	
	
	HIV/AIDS
	

	
	
	Bowel Problems
	

	
	
	Cancer (including skin cancer)
	Type:                                                 Year Diagnosed:

	
	
	Arthritis
	

	
	
	Tremors or Parkinson’s
	

	
	
	Migraines
	

	
	
	Adverse Reaction to Anesthesia
	

	
	
	Neck/Back Pain
	

	
	
	Difficulty Lying Flat
	

	
	
	Claustrophobic
	

	
	
	Hard of Hearing
	Do you use a hearing aid?

	
	
	Hospitalized in the last 6 months
	For?

	
	
	Advance Directive/Active DPOA
	


Patient’s Signature: _____________________________________________ Date: ________________________ 

** If you have had a stroke, heart attack, cardiac stent placement, or other cardiac surgery in the last 6 months, please inform 
your pre-op nurse. A medical clearance may be required to proceed with your eye surgery as scheduled. **
