
RMSC – SURGICAL BOOKING QUESTIONNAIRE  
 

 

For:_______________________________________ Surgery Date:_____________________________ 

 

ALLERGIES (include Tape and Latex and please indicate severity of reaction): 

□  Aspirin (ASA) □  Codeine □ Demerol □  Iodine □  Neomycin  □  Penicillin 

□  Sulfa Drugs □  Tape □  Latex Rubber    □  Other:__________________________ 
 
TEETH:  Loose Teeth?   □  Yes □  No 

   Dentures?   □  Yes □  No 

   Front Tooth Caps?  □  Yes □  No 
 
YES  NO 
□  □ Can you speak and understand English? 

□  □ Do you wear a hearing aid? 

□  □ Do you wear contact lenses? 

□  □ Do you require assistance in walking?     □ Cane □ Wheelchair    □ Walker 

□  □ Are you able to transfer from your wheelchair to a chair/ bed without assistance? 

□  □ Can you lie on your back comfortably for approximately 1 hour? 

□  □ Do you Smoke?    Amount/day:__________________  How long?__________________ 

□  □ Have you been a regular user of nonmedical drugs/ alcohol? 

□  □ Have you or a family member had a reaction to anesthetic (including dental anesthetic)? 
   Describe:________________________________________________________________ 
□  □ Have you ever had a blood transfusion? 

□  □ Do you have any body piercing? 

□  □ Have you been tested for HIV?  Result:________________________________________ 

□  □ Have you had any blood clots or coagulation (bleeding) problems? 

□  □ Do you have DIABETES? 

□  □ Women:  Are you or could you be pregnant? 

□  □ Have you had a recent cold, respiratory infection or productive cough in the last month? 

 

Have you had previous surgery?  Please describe type and when: _____________________________________ 

 

 

 



 

 

Have you had any of the following: 

YES NO       YES NO 
□ □ Anemia     □ □ Pneumonia 

□ □ Angina (chest pain)    □ □ Sleep Apnea/Snoring 

□ □ High Blood Pressure    □ □ Epilepsy/ Seizures 

□ □ Hardening of the Arteries   □ □ Fainting Spells 

□ □ Heart Attack:  When?_______________ □ □ Anxiety disorder 

□ □ Pacemaker     □ □ Rheumatic Fever  

□ □ Stroke:  When?____________________ □ □ Heartburn/ Reflux 

□ □ Emphysema     □ □ Hepatitis 

□ □ Tuberculosis     □ □ Jaundice 

□ □ Asthma     □ □ Kidney Disease 

□ □ Chronic Bronchitis    □ □ Cancer:  Type:__________________ 

Do you require oxygen to breathe comfortably?      □  No                          □  Yes :     Flow Rate:___________ 

Do you have any other conditions that require treatment? (Please describe) _____________________________ 

 

 

__________________________________________________________________________________________  

 

Height: _____________________________________ Weight: ___________________________________ 

Please list ALL medications you are taking, including non-prescription drugs and herbal products: 

____________________________________________ __________________________________________ 

____________________________________________ __________________________________________ 

____________________________________________ __________________________________________ 

____________________________________________ __________________________________________ 

____________________________________________ __________________________________________ 

____________________________________________ __________________________________________ 

____________________________________________ __________________________________________ 

 

Date:______________________   Information provided by:_________________________________________ 

            Relationship to patient: __________________________________________ 

 

 


