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AFFIX PATIENT LABEL HERE

SURGEON: / /OPERATION DATE:
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Patient ID



Patient ID



Patient ID

YES	 NO         COMMENTSINFECTION CONSIDERATIONS

Medications 

Foods 

Plasters / tapes

Latex 

Other

YES	 NO         COMMENTSALLERGIES, SENSITIVITIES

Location(s):

Location(s):

Location(s):

YES	 NO         COMMENTS

Do you have any dietary requirements

Have you ever smoked

Do you currently smoke tobacco / vape

Do you use recreational drugs?

If so, what & how much & how often

Do you drink alcohol regularly?

If yes, how much per week 

Do you think you may be pregnant?

Do you have any cultural / religious needs 
we should be aware of 

LIFESTYLE / CULTURAL

Amount per day

Ex smoker



/ /

COMMENTS

Do you currently receive assistance or have you arranged any community services for after your discharge? YES        NO



Patient ID

Phone Nurse Clinic AnaesthetistFOR PRE-ASSESSMENT YES NO


