



	Untitled

	Name: 
	Height estimate: 
	Weight: 
	Describe: 
	During weekdays what is the best time to contact you: 
	Relationship to patient: 
	Allergy: 
	Allergy 2: 
	Reaction to Allergy 2: 
	Reaction to Allergy: 
	List your Medications: 
	anesthetic: Off
	AllergyYN: Off
	CURRENTLY - Number of cigarettes a day: 
	CURRENT SMOKER - Number of years smoked: 
	BEFORE QUITTING - Number of years smoked: 
	BEFORE QUITTING - Number per day: 
	Tobacco: Off
	RISK: N/A
	QuitNow: NO - not aware of smoking risk
	Alcohol: Off
	Number of drinks per week: 
	Recreational-Drugs: Off
	Specify recreational drugs used: 
	List any previous surgeries you have had noting the procedure and approximate year: 
	Heart Attack YES: Off
	Seizures YES: Off
	Seizures NO: Off
	Diabetes YES: Off
	Diabetes NO: Off
	Thyroid Disease YES: Off
	Thyroid Disease NO: Off
	Stomach Ulcers YES: Off
	Stomach Ulcers NO: Off
	Hiatus hernia/heartburn YES: Off
	Hiatus hernia/heartburn NO: Off
	Rheumatoid arthritis YES: Off
	Rheumatoid arthritis NO: Off
	Liver disease YES: Off
	Liver disease NO: Off
	Tuberculosis YES: Off
	Tuberculosis NO: Off
	Bleeding problem YES: Off
	Bleeding problem NO: Off
	Clotting disorders YES: Off
	Clotting disorders NO: Off
	HIV/AIDS YES: Off
	HIV/AIDS NO: Off
	Hep A: Off
	Hep B: Off
	Hep C: Off
	Heart Attack NO: Off
	Chest pain/angina YES: Off
	Chest pain/angina NO: Off
	Heart failure/fluid on lungs YES: Off
	Heart failure/fluid on lungs NO: Off
	Artificial heart valve YES: Off
	Artificial heart valve NO: Off
	Irregular heartbeat YES: Off
	Irregular heartbeat NO: Off
	High blood pressure YES: Off
	High blood pressure NO: Off
	Pacemaker or defibrillator YES: Off
	Pacemaker or defibrillator NO: Off
	Shortness of breath YES: Off
	Shortness of breath NO: Off
	Asthma/bronchitis/emphysema/COPD YES: Off
	Asthma/bronchitis/emphysema/COPD NO: Off
	Blackouts/faints/dizziness YES: Off
	Blackouts/faints/dizziness NO: Off
	Muscular disease/weakness YES: Off
	Muscular disease/weakness NO: Off
	Stroke/neurological disease YES: Off
	Stroke/neurological disease NO: Off
	Throat/neck tumor YES: Off
	Throat/neck tumor NO: Off
	Sleep Apnea YES: Off
	Sleep Apnea NO: Off
	Snore loudly: Off
	stop breathing while sleeping: Off
	excessively tired during the day: Off
	high blood pressure: Off
	neck size 40cm (16in) or greater: Off
	CPAP NO: Off
	CPAP YES: Off
	Explain your chronic pain: 
	Chronic Pain NO: Off
	Chronic Pain YES: Off
	Last treatment date for Cancer/Chemo/radiation: 
	Cancer/Chemo/radiation NO: Off
	Cancer/Chemo/radiation YES: Off
	Explain your anxiety or panic attacks: 
	Anxiety or panic attacks NO: Off
	Anxiety or panic attacks YES: Off
	List or describe your other health concerns: 
	Other health concerns NO: Off
	Other health concerns YES: Off
	Pregnant YES: Off
	Pregnant NO: Off
	Have you ever had a reaction to blood products or a blood transfusion: 
	Blood products or transfusion NO: Off
	Blood products or transfusion YES: Off
	Specify the assistance you need with household tasks or personal care: 
	Explain your mobilization issue: 
	Mobilize/move around home independently YES: Off
	Mobilize/move around home independently NO: Off
	Can climb two sets of stairs YES: Off
	Can climb two sets of stairs  NO: Off
	Explain why you can not climb two sets of stairs: 
	Need assistance with household tasks or personal care YES: Off
	Need assistance with household tasks or personal care NO: Off
	Advance Care Plan NO: Off
	Advance Care Plan YES: Off
	Preferred time to contact you: 
	Advance Directive NO: Off
	Advance Directive YES: Off
	Need interpreter NO: Off
	Need interpreter YES: Off
	Explain your need for an interpreter: 
	Home phone number: 
	Cell number: 
	Office/work phone number: 
	Your email: 
	Information obtained from: 
	Smoker: Smoke? NO
	Ex-Smoker: Ex-smoker NO
	Date: 
	Date of Birth: 
	Date Quit Smoking: 
	EMAIL: 
	Print: 


