PEDIATRIC - Patient Medical History Questionnaire

j NAME - pos AGE | HEIGHT  WEIGHT © SURGEON OATE of SURGERY

i

Your Child’s General Health is: M Gooo [ Faw [ Poor

List All Operations &
Hospitalization With Diagnosis

Tlves ©J No  Have you or anyone in your family ever had a serious problem with Anesthesia?
If YES, Piease Describe

Tlves 1 No  Has Patient recently had a fever or chills, cold or flu?
If YES, Please Describe

NO  Loose Teeth?

NO  Disease that runs in the family?
If YES, Please Describe
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Tives NO  Was the child born prematurely?
if YES, Oxygen used?

1
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T ves [J NO  Child trachea intubated at birth?
O
T
-

If YES, Any lasting effects?
NO  Developmental Delays?
NO  Asthma or Bronchitis?

T} ves |
I ves O
“Tves (7 nO  Excessive Bleeding or Bruising, e.g. Nosebleeds, Cuts?
Mves O Nno  Muscular Problems?

Clves O3 No  Other significant llinesses?

Who is your Child’s Medical Doctor
or Pediatrician (Not Surgeon)?

| understand that my child is NOT to have anything to eat or drink as instructed prior or the day of surgery
unless instructed otherwise by Anesthesia.

Signature of Parent or Legal Guardian
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