ALEXANDER MILLER, M.D.

Preoperative Checklist

Name: Date:

Do you presently have or have you had any of the following conditions?
Please check “no” or “yes”

Heart diSEASE ....vvveeeeeeeeeeeeeeeeeeeeeeeeeee e, [0 No [ Yes
If Yes, list type of disease:

Heart rhythm disorders (arrhythmia)............ [J No U Yes
Prolapsed mitral valve ..............ccceeveevenenn. [J No O Yes
Artificial heart valve ..............ccooeveeveeenenane, [0 No O Yes
PaCEMAKEN .......ocoveiveeieeieeieceeeeeee e, [J No O Yes
Heart attack ...........cocceeveeeveeveeereeieeeeerenene. [0 No O Yes
Coronary artery bypass SUrgery .................. [J No [ Yes
Coronary artery (heart) stent ....................... I No U Yes
Poor blood circulation ...............ccccceevveuneane.n. [J No [ Yes
SHOKE ..ot [J No O Yes
Bleeding disOrders............cccceeveveeveeeenenn.n. [ No [ Yes
Artificial JOINS.......vevveieeee e, L] No [ Yes
Hepatitis........c.ccoveveeeeeee e, [ No [ Yes
HIV infeCtion .........cccoeveeveeeeeeceeeeeeeeee, [ No [ Yes
Seizures (epilepsy) .....cooveveveeeecieieeeeeeannn [ No [ Yes
FaINTING....ccveeieie e I No U Yes
Allergies to medications.............cc.ccceveennee. [ No [ Yes
List:
AIIeLr_gies to anesthetics.........ccoooveveeeeueenee. [J No [ Yes
ist:

Medications presently taking (attach list, if convenient)

Are you pregnant?.........ccccceeeeeeveeeeeeeneennn. [0 No [ Yes (question optional for males)



