Pike Medical Consultants Preoperative Evaluation

Patient Name Date of Birth

***PLEASE COMPLETE ALL SECTIONS PRIOR TO YOUR APPOINTMENT***

Issues that Prompted Surgery

Upcoming Surgery

Surgeon Proposed Date

Have You Ever Had a Cardiac Evaluation (EKG, Echocardiogram, Stress Test, Catheterization)?

Where/When

Results

Cardiologist

Past Medical History

OAbdominal Pain ODiabetes OKidney Stones
OAllergies ODiarrhea OLiver Disease
OAnemia [Dizziness/Vertigo OLupus

OAsthma OEmphysema OMononucleosis
OAnxiety OFibromyalgia CPneumonia

OArthritis OGastroesophageal Reflux OProstate Problems
DAtrial Fibrillation DGlaucoma ORecurrent Infections
OBleeding Disorder OGout Oskin Problems
OBlood Clot OHeadache OSleep Apnea

OBowel Obstruction OHeart Disease OStaph infections/MRSA
OCancer OHemorrhoids OStroke/TIA

OChronic Cough LHepatitis OThyroid Disease
OcChronic Pain OHernia OUlcers
CJCOPD/Emphysema OHIv OUrinary Tract Infection
OColitis/Crohn’s OHigh Blood Pressure OVascular Disease
CICongestive Heart Failure OHigh Cholesterol Additional History
OConstipation OHigh Triglycerides

ODementia Oinsomnia

CIDepression OKidney Failure

Reviewed Date




Patient Name

Past Surgical History

Surgery Approx. Date Surgeon Hospital Outcome Complications?

Family History

Age | Heart Disease Stroke Cancer | Blood Clot Diabetes Other Inherited lliness

Mother

Father

Siblings

Children

Social History

Osingle OMarried ODivorced 0 Widowed
Type Quantity Daily Years of Use Methods Used Ever Tried to Quit? Ever Had Withdrawal?
Tobacco
Alcohol
Drugs
Occupation Exercise

Current Medications

Name Dose Frequency

Reviewed Date




Herbs, Supplements and Vitamins

Allergies

Medication Allergy

Reaction

Within the Past 12 Months, Have You Had:

OFever Ochills OFeeling Poorly  OFeeling Tired OWeight Gain
OEye Pain CJEye Redness OvVision Change  [OEye Discharge  [ODry Eyes
OEarache [OOHearing Loss CINosebleeds [INasal Discharge [Sore Throat
[OSlow Heart Rate [dFast Heart Rate [dChest Pain OPalpitations OLeg Swelling
OWheezing OcCough OSnoring OShortness of Breath
OAbdominal Pain  [INausea OOVomiting OConstipation [CIDiarrhea
[OBloody Stool OTarry Stool

OUrinary Burning OUrinary Incontinency ORecurrent Urinary Infection

OUrinary Frequency

Oskin Lesions Oskin Wounds
OBreast Pain OIBreast Lump
OcConfusion OcConvulsions

OSuicidal Thoughts/Attempts

OEasy Bleeding  OEasy Bruising

OUrinary Retention

[Oskin Infections  ODry Skin Oitching
ODizziness OFainting Oweakness
Oinsomnia OAnxiety OIDepression
OBlood Clots OSwollen Glands

OWeight Loss
Oltchy Eyes

OOHoarseness

OShortness of Breath on Exertion

OHeartburn

OPelvic Pain

OChange in a Mole

Please Provide Details

Reviewed

Date




Patient Name

Additional Information Not Listed Above

To the best of my knowledge, all of the above statements are true and accurate.

Patient Signature Date

[0 Records Requested
[0 Records Reviewed

Reviewed By




