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Patient Anesthesia History

Please complete the following information. This information will assist the anesthesia staff at Valley Pain Center in making decisions
regarding your care while a patient at the Center.

Health History

AnesthesiaHistory _ Nausea/Vomiting _ Difficulty Awakening _ Family history of anesthetic complications
__ MalignantHyperthermia __ Other __ None

Airway & Teeth _ Caps __ Bridges/Falseteeth _ Looseteeth _ Braces/Retainers __ Snoring _ Other
__ Difficulty swallowing _ Trouble openingmouth _ Mouth or Tongue piercings _ None

Tobacco __ Smoking __ packs/day for year(s) Quit yrIs None

Alcohol/ Social Daily Quit year(s) None

Drugs Social Daily Quit year(s) Marijuana __ Cocaine __ IVDrugs __ None

Pregnancy Is there any chance you could be pregnant? (a yes response will resultin a pregnancytest) ~ Yes ~ No

Heart _ HeartAttack _ Chestpainorangina __ Mitral Valve Prolapse __ Lungs filled w/water
_ Valveproblems __ Pacemaker _ Irregularheartbeat _ Coronaryartery disease _ Other

Lungs _ Asthma __ Bronchitis __ Shortness ofbreath _ Wheezing _ Emphysema/COPD __ TB
_ Chestcoldinthelastsixweeks _ Sleepapnea _ Cough __ Other

Kidneys _ Stones ___ Infection __ Failure __ Dialysis _ Other _ None

Neurological _ Stroke _ Migraines __ Convulsions __ Fainting _ Paralysis _ Other _ None

Diabetes _ Insulin Pills Diet None

Circulation __ Highbloodpressure _ Lowblood pressure _ Bleedingdisorder __ Phlebitis _ Clots
_ Other _ None

Thyroid _ Underactive ___ Overactive ____ Thyroidsurgery _ Other _ None

Muscles & Joints _ Muscle disease Osteoarthritis _ Rheumatoid arthritis _ Neckproblems __ Scoliosis
~ Other  None

Digestive ___ Hiatalhernia Ulcer Reflux Bleeding _ Indigestion _ Other __ None

Liver _ Yellowjaundice ~ Hepatitis _ Cirrhosis _ Mono (Active) _ Other _ None

Psychiatric _ Anxiety _ Depression ___ Schizophrenia _ Other _ None

Other _ Sinusitis __ Glaucoma ____ Bloodtransfusion __ Cancer ____ Jehovah’s Witness
__ Bruiseeasily _ Burnhistory _ Lowblood count/Anemia __ Eyeproblems __ Rheumatic Fever
_ Other

ALLERGIES (Drugs,Latex,Dyes,Food) REACTION OPERATIONS(List previous surgeries)

_ None _ None

PRESCRIPTION MEDICATIONS DOSE/FREQUENCY OTHER MEDICATIONS DOSE/FREQUENCY

~ None (including vitamins,herbs)

T attest that the above information I have provided is true to the best of my knowledge

Patient Signature Date / /

Information provided by patient above, reviewed with patient with any additions as noted

Patient Signature Date / /
Valley Pain Centers physician to sign




