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LANDSPITALI ‘ Pre- Anesthesia Form
Date. (da/mm/yyyy) :
Age ‘ Weight (kg) ‘ Height (cm)
II Yes No Yes No
a. Have you had a general anesthetic? (] [ |a Doyousmoke? O O
b. Have you had a spinal or an epidural? ] [ | b.Do you have alcohol addiction? O O
¢. Do you have drug addiction? O O
Yes No Y U8
a. Any nausea/vomit after surgery/anesthesia? O 0 H Yes No
b. Adverse reagtion to anesthesia? ] [ | a.Areyou allergic to any medication? 1 O
c. Do any dlose relatives have adverse reaction Specify?
to anesthesia? I you have any other allergies? O O
Specify?
a. Do you have asthma, chronic bronchitis Yes No
or emphysema? 0 o ﬂ Write down all current medications that you are taking:
b. Do you suffer from sleep apnea? O
c. Have you had frequent pneumonias, or other |
lung infections? L O
d. Have you got a chronic cough, horaseness |
o or sputum production? R
(@)}
© Yes NO |
° a. Do you suffer from high blood pressure? H N
3 b. Do you have irregular heart beat? O
S ¢. Do you have chest pain due to heart disease? ~ [] [] | -
o mmmm Have you had a heart attack? O
(& ==== ¢ Do you have a heart valves disease? O O
=== f Do you have a pacemaker? OO0 O |
Yes No |
a. Have you had a stroke or mini- stroke (TLA)? 1 O |
b. Do you have epilepsy or seizure disorder? I
¢. Do you have any physical restrictions/limitations? [ ][]
A oo you have or have you ever had
any of these following diseases: Yes No [ For women: Yes  No
a. Clotting disorde or other blood disease? 1 [ Could you be pregnant? O O
b. Kidney disease? 1 [ , : :
o o ?
| ¢ Yellow jaundice or liver disease? 0O 0O I s there anything you would like to mention?
=| d. Regurgitation? O O
$| e Diabetes? o o
€| f. Thyroid problem? LI D |
£| g Malignant disease? O O |
%[ h. Rheumatism or arthritis? O O
2| i. Severe weight problems (obesity)? e
=| g Treatment for Psychiatric Disorder? O O |
Physician only ASA° 1 2 3 4 5 6 B
Urvinnsla



