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Pre Assessment Testing Assessment Form Day of Surgery and Downtime Form
Name as listed on your DL/ID: (First, Middle, Last) Date of surgery:

DOB: Gender: M F  Height: Weight:

Primary Language: English/ Spanish/ French/ German/ ASL/ Other:

Email Address:

Do you have any barriers to learning: Yes / No Please list:

Visual Yes | No If yes, please list side and deficit:
Deficits
Glasses Yes | No
Reading Yes | No
Glasses
Contacts Yes | No Right Left Bilateral
Hearing Yes | No Right Left Bilateral
Deficits
Hearing aids | Yes | No Please circle side affected: Right Left Bilateral
Speech Yes | No If yes, please describe:
Deficits
PHYSICIAN TYPE NAME PHONE NUMBER
Primary Care
Cardiologist
Last Visit Date:

Pulmonologist
Nephrologist:
Neurologist/Oncologist/

Hematologist/etc

Preferred pharmacy: Phone #

Faith/Denomination: Any social/religious concerns about your
procedure? Yes/No If yes, please list:

Do you live: __ Alone ___ with Family.

Mobility: _ Independent ___ Partial assistance __ Total assistance

Do you feel safe in your home? Yes / No If No, why

Any recent thoughts of suicide? Yes / No If Yes, When?
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Are you pregnant? Yes | No | Last menstrual Period:

Have you had a hysterectomy? | Yes| No

Have you had a tubal ligation? |Yes| No

Are you post-menopausal? Yes | No

Have you had a:

Tetanus shot in the last 5 yrs? | Yes | No | When?
Pneumonia vaccine in the last Yes | No
5 years or since turning 65
Flu vaccine this flu season Yes | No
(Sept-March)
At least 2 vaccines for Covid-19 | Yes | No

Home medical equipment or therapy (Check all that apply)

BiPap Machine Yes | No
CPap Machine Yes | No
Dialysis Yes | No | Explain:

Enteral Feeding Tube | Yes | No | Explain:

Glucose Monitoring Yes | No

IV Therapy Yes | No | Explain:

Nebulizer Therapy Yes | No

Oxygen Therapy Yes | No | How many Liters/min
Wound Care Yes | No | Type Used:

Cane Yes | No

Walker Yes | No

Wheelchair Yes | No

PAIN ASSESSMENT: Use Pain Scale of 1-10, 10 being the worst possible
What is your current pain level? CIsit intermittent or constant?

Acceptable/tolerable pain level? . Where is your pain?

What is the quality of your pain? Achy, Sharp, Dull, Throbbing, Other:

Do you have any of the following with your pain? (Please circle any that apply)
Nausea / Vomiting / Palpitations / Shortness of Breath / Sweating

Does your pain impact your: (Please circle any that apply)

Appetite / Concentration / Daily Life / Emotions / Relationships / School /Sleep / Work

Do you have any other chronic pain issues? Yes / No Please describe

Do you see a pain management doctor? Yes/No If yes, who:
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Do you feel weak or impaired when you walk? Yes / No

Have you fallen in the last 3 months? Yes /No If yes, when:

Do you have chest pain or___ shortness of breath when you walk 4 blocks or go up 2
flights of stairs? Yes / No. If yes, please explain:

Do you have an advanced directive? Yes/ No If possible, bring a copy on day of surgery
If yes, name and phone number of designated person

If no, would you like to receive information regarding Advance Directive? Yes / No

Allergies to medications, foods, metals, tape, latex, contrast or dyes and the reaction:

Name Reaction Name Reaction

*If need more space continue on the back

Please list Medications (include vitamins, supplements, inhalers, meds that are on hold)

Name of medication Dosage Frequency Am/Pm As needed for:

*If more space is heeded, continue on the back
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Do you have any of the following medical conditions? (Either Current or Past)

CARDIOVASCULAR ]

Chest pain Yes | No | Most recent episode:
Congestive Heart Failure Yes | No

Coronary Artery Disease Yes | No | Any stents:

Edema / Swelling Yes | No | Location:

Heart Attack Yes | No | When: Treatment:
High Blood Pressure Yes | No

High Cholesterol Yes | No

Irregular Heart Beat Yes | No

High or Low Heart Rate Yes | No

Pacemaker Yes | No | Manufacturer:

AICD Yes | No | Manufacturer:
Circulation Problems Yes | No

RESPIRATORY ]

Do you use oxygen at home Yes | No

Asthma Yes | No
Chronic Bronchitis Yes | No
COPD Yes | No
Cough / Congestion Yes | No
Emphysema Yes | No
Have you used steroids in Yes | No
the last year?

Recent pneumonia Yes | No

OTHER .

Lupus /Gout /Fibromyalgia Yes | No | (Circle all that apply)

HEMATOLOGY (blood disorders) -

Anemia Yes | No

Bleeding Disorder Yes | No | Type:

Blood Clots Yes | No

Blood Thinner Use Yes | No

HIV / AIDS Yes | No

Varicose Veins Yes | No
NEUROLOGICAL ]

Aneurysm Yes | No

Stroke Yes | No | Year: Residual effects:

Mini Stroke Yes | No

Migraine Yes | No

Neuropathy Yes | No

Seizures Yes | No | Most Recent Seizure:

Shingles Yes | No | When:

Fainting episodes Yes | No | When last episode:
GASTROENTESTINAL ]

Acid Reflux Yes | No

Diverticulitis or Crohn’s Disease | Yes | No | Circle all that apply

Revised Date 09/03/2024 Downtime: Nurse signature/date/time




Hiatal Hernia Yes | No
Irritable Bowel Syndrome Yes | No
C. Difficile (Infectious diarrhea) | Yes | No
Ulcers Yes | No
Swallowing or eating problems | Yes | No
Problems opening mouth wide |Yes | No
Weightloss of >10 Ibs in last 3 Yes | No

months without trying/meds

HEPATIC ]
Hepatitis Yes | No | Type:
Fatty liver Yes | No
Liver Failure Yes | No
Liver Disease (other) Yes | No | Type:
Pancreatitis Yes | No

GENITOURINARY /KIDNEY

!

Incontinence Yes | No

Kidney Failure Yes | No | Dialysis: Yes / No Days:
Kidney Disease Yes |[No [Stage 1 2 3 4
Kidney Stones Yes | No

Prostate Problems Yes | No

PSYCHOSOCIAL ]
Anxiety Yes | No
Bipolar Disorder Yes | No
Depression Yes | No
Schizophrenia Yes | No
Claustrophobia Yes | No
Other Yes | No
ENDOCRINE -
Diabetes Yes |[No [Typel or 2
Thyroid Problems Yes | No | Disorder:
MUSCULOSKELETAL ]
Arthritis Yes | No
Restless Leg Syndrome Yes | No
Back Pain Yes | No
INTEGUMENTARY ]
Rash Yes | No | Location:
How long?
Open Wound (sores) Yes | No | Location:
How long?
Eczema/Psoriasis Yes | No | Location:
How long?
Staph Infections Yes | No | Where?
When?
Infectious Disease Hx Yes | No |If yes, list?
Drug Resistant Infections/MRSA | Yes | No | If yes, list?
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Do you have: Glaucoma yes/no Cataracts: right/ left /both?

Have you had cancer? Yes / No If yes, please explain:

Any Chemo or Radiation in last 6 months? Yes / No When?

Previous Surgical Procedures

Procedure Right/Left Approximate date or
age

Have stayed overnight in the hospital in the last 6 months? Yes / No

When Where why

Do you have any implantable Devices? Do you have any dental appliances?
Stents Yes No Caps Yes No
Nerve Stimulators Yes No Crowns Yes No
Filtering Devices Yes No Bridges Yes No
Orthopedic Hardware Yes No Partials (upper/ lower) | Yes No
Pacemaker Yes No Dentures (upper/ lower) | Yes No
Defibrillator Yes No Implants Yes No
Intrauterine Device Yes No Veneers Yes No
Pain pump Yes No Other Yes No

Do you drink Alcohol Yes / No Type: Beer / Wine / Liquor?

Idrink ___ days per week/month/year? # of drinks per episode
Do you smoke or use any form of tobacco Yes /No
Cigars/Cigarettes/Pipe Current/Former Packs/day
Age when started? Age when quit
Smokeless tobacco Yes No Current/ Former Frequency
Age when started Age when quit
Vape/ E-Cig Yes No
Do you use recreational or street drugs Yes No Type ?
How often Most recent use
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Have you or a blood relative had a If yes, which relative:
history of Malignant Hyperthermia? Yes | No

Have you ever had any problems If yes, describe:
with sedation or anesthesia? Yes | No
Has any blood relative had If yes, which relative:

unexplained death during or shortly |Yes | No
after anesthesia?

Have you ever had an episode of cola | Yes | No
colored urine?

Do you or any blood relative have a
muscular disorder, such as muscular | Yes | No

dystrophy?
Have you ever had a blood Yes | No | If yes, did you have a transfusion
transfusion reaction?

If yes, please describe:

Any history of problems with IVs in Yes | No
the past (difficult IV stick, etc.)

Have you ever had an IV in your foot | Yes | No | Location:
or neck?

Have you ever had a PICC line or Yes | No | Location:
central line?

Have you ever been diagnosed with Sleep Apnea Yes No

If no:
Do you snore loudly enough to be heard through closed doors Yes No
Do you feel tired, fatigued or sleepy during the day Yes No
Has anyone observed you stop breathing during sleep Yes No

Do you have or are you being treated for high blood pressure Yes No

Is your neck circumference greater than 15 34 inches Yes No
Have you experimented with drugs? Yes No
What did you use? Last used

In the last 3 years:

Have people annoyed you by criticizing your drinking or drug use? Yes No
Have you ever felt bad or guilty about your drinking or drug use? Yes No
Have you ever had a drink or used a drug first thing in the morning to steady your

nerves or get rid of a hangover Yes No
Have you traveled outside the US in the last 21 days Yes No
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Where

Have you received medical treatment outside the US in the past year Yes No

Type of treatment

Have you been in close contact with anyone with: Coronavirus / MERS / SARS / Other

When:

In the last 10 days, have you had any of the following new or recent symptoms?

Abdominal Pain Yes No New or worsening cough |Yes No
Diarrhea Yes No Recent exposure to Yes No
communicable disease
Vomiting Yes No Runny or Stuffy Nose Yes No
Fever / Headache Yes No Shortness of breath Yes No
Muscle Pain Yes No Sore Throat Yes No
Recent Infection Yes No Current antibiotic use Yes No
Weakness Yes No Unexplained Yes No
hemorrhaging or bruising

Tuberculosis risk factors:

HIV Infection Yes No Intravenous drug use Yes No

Incarcerated in last 2 years |Yes No Current or past TB Yes No

Foreign - born Yes No History of recent TB Yes No
exposure

Homeless or live in a shelter | Yes No

Tuberculosis symptoms:

Persistent cough greater than 2 weeks Yes | No

Fever, chills, or night sweats Yes | No

Unintended weight loss greater than 10 pounds | Yes | No

Blood in sputum Yes | No

Have you been a resident in the nursing home in the last 6 months? Yes / No

Are you or your partner a healthcare, day care, school system, veterinary, prison, or
military employee? Yes / No  (Circle all that apply)

Is anyone living in your home currently receiving treatment for a MRSA infection? Yes /
No If yes, whom:

Who will be driving you home from the hospital?

Name cell phone number
Relationship
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