North Florida Surgery Center Pre-Anesthesia Assessment
Your responses to the following questions will help us determine and provide the anesthetic that is best for you.
(Answer the questions in the shaded areas only)
	Drug/Food Allergies:
	Age:
	Procedure:  □ Colonoscopy     □ EGD
□ Ophthalmology:   □Right      □Left
□ Other: _____________________________________

	
	Height:
	

	Latex Allergy?  Yes/No
	Weight: 
	

	(Yes) (No)  Questions
	Airway Assessment

	□        □     Have you recently had a cold or the flu?
□        □     Have you experienced chest pain?
□        □     Do you have a heart condition?
□        □     Do you have high blood pressure (hypertension)?
□        □     Do you experience shortness of breath?
□        □     Do you have asthma, bronchitis or any other 
                  breathing problem?
□        □     Do you (or did you) smoke?  IF YES: 
                  Packs per day _____Number of years ________
                  Date you quit: ______________________
□        □     Do you consume alcohol?  
                  IF YES: Drinks/week ___________________
□        □     Do you take, or have you taken, recreational drugs?
□        □     Have you taken cortisone (steroids) in the last six
                  months?
□        □     Do you take any nonsteroidal, anti-inflammatory
                  Drugs (NSAIDS)?
□        □     Do you take herbal supplements, or complementary 
                  or alternative medicines? IF YES:
                  How recently? ___________________________
□        □     Do you have diabetes?
□        □    Have you had hepatitis, liver disease, or jaundice?
□        □    Do you have a thyroid condition?
□        □    Do you have, or have you ever had, kidney disease?
□        □    Do you have ulcers or other stomach disorders?
□        □    Do you have a hiatal hernia?
□        □    Do you have neck or back pain?
□        □    Do you have numbness, weakness, or paralysis of
                 your extremities?
□        □    Do you have any muscle or nerve disease?
□        □    HIV positive/AIDS?
□        □    Do you, or any of your family, have sickle cell trait?
□        □    Do you, or any blood relatives, had difficulties with
                 anesthesia?
□        □    Do you have bleeding problems?
□        □    Do you have loose, chipped, or false teeth? 
                 Bridgework? Oral piercings (such as studs or rings in
                 your tongue or lip?
□        □    Do you wear contact lenses?
□        □    Have you ever received a blood transfusion?
□        □    (Women) Are you pregnant or could you possibly be 
                 pregnant?
□        □    (Men) Do you take, or have you taken, Viagra, Cialis,    
                 or other erectile dysfunction medicines? 
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	Heart   □ Regular rhythm with no murmurs;
             Or: _________________________________________

	
	Lungs  □ Clear Bilaterally to auscultation;
             Or: _________________________________________

	
	ROM: □ Full    □ Limited    □ None

	
	□  Dentures             □ Caps, Crowns
□ Overbite               □ Loose teeth

	
	Labs

	
	□ Glucose

	
	□ Urine hCG

	
	Medication Review:

	
	□ MAR

	
	□ H&P

	
	Anesthesia Review

	
	□ Patient evaluated / History Reviewed

	
	□ Operative Procedure and Site Verified

	
	□ Discussed and Questions Answered

	
	□ Risks, benefits, and alternatives of anesthesia discussed

	
	□ Consent Obtained

	
	□ NPO >6 hrs     □ NPO (other) ________________________

	
	ASA   I     II     III     IV     V     VI     E

	
	Anesthesia Plan (including Potential Anesthesia Problems)

	
	□ GA         □ TIVA         □ MAC   □ Conscious Sedation

	
	

	
	

	
	

	
	

	
	

	
	

	
	□ H&P reviewed, patient assessed; fit for planned anesthesia.

	
	
__________________________     _________________
CRNA                                                                  Date/Time

	
	
__________________________     ________________
Surgeon/Physician                                           Date/Time

	Previous surgeries: _____________________________________
_____________________________________________________

	
                          
                                         (Patient Label)

	_________________________________     _________________
Signature of person completing form             Date
	



REV 7/24		NFSC 25
