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Perioperative Medicine Pre- Visit Questionnaire 

 

1. What prescription medications are you taking? Name, Dosage and how often do you take. 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

*If you have a medication list, you can attach it to this message or attach a picture of it.  

2. What vitamins, supplements, antacids, allergy, or other non-prescribed medications are you taking?  

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

 

3. Have you had any blood clots (deep vein thromboses)? Yes    No 

 

4. Do you have any blood relatives with history of a life-threatening reaction to local or general 

anesthesia?  For example, malignant hyperthermia, pseudocholinesterase deficiency, or muscular 

dystrophy? 

Yes, if so, which family member(s) and what kind of reaction did she/he have? 

__________________________________________________________________________ 

No 

 

5. Have you had a negative reaction to local or general anesthesia?  

Yes. If so, what kind of reaction? ________________________________________________ 

No 
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6. What physical activity or exercise are you able to do?   

- Walk up a flight of stairs?    Yes    No 

- Vacuum the floor?   Yes  No 

- Push a lawn mower?    Yes   No 

- Participate in sexual activity  Yes   No 

- Other: _______________________________________________________________________ 

 

7. Do you have a stent placed in your heart artery?       Yes   No 

 

8. Have you paused or stopped breathing while asleep (have sleep apnea)?      Yes     No 

- If yes, are you using a CPAP or BIPAP? Yes    No 

- If yes, which one are you using?         CPAP  BIPAP 

- If no,  Please explain why:_________________________________________________________ 

 

9. How often do you have heart burn or acid reflux? _________________________________________ 

 

10.  Do you take anything for heart burn/acid reflux?  

Yes. If yes, what do you take?___________________________________________________ 

No 

   

11. Do you have any objections to receiving emergency blood transfusions if needed?      Yes         No 

 

12. Have you had any abnormal bleeding or bleeding complications?    Yes   No 
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