	SECTION C: 
MEDICAL HISTORY 


(contd)


	Name:






	

	PREVIOUS OPERATIONS/PROCEDURES: Inc Details and dates  

	Date     /     /    ………………………………………………………………..

Date     /     /    ………………………………………………………………..

Date     /     /    ………………………………………………………………..

Date     /     /    ………………………………………………………………..

Date     /     /    ………………………………………………………………..

Date     /     /    ………………………………………………………………..

	PAST ANAESTHETIC DETAILS  
	DETAILS AND DATES

	Have you  FORMCHECKBOX 
 or your family  FORMCHECKBOX 
 ever had a reaction to an anaesthetic?

Reaction:

	Have you ever had a blood transfusion?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Reaction:

	PROSTHESIS/AIDS:
	

	Visual impairment?

	Glasses


Contacts

	Hearing impairment?
	Hearing aids

Other

	Dentures
 FORMCHECKBOX 
  top
 FORMCHECKBOX 
 bottom


 FORMCHECKBOX 
  caps
 FORMCHECKBOX 
 crowns 
 FORMCHECKBOX 
 loose teeth
	

	 FORMCHECKBOX 
  implants
 FORMCHECKBOX 
  plates
 FORMCHECKBOX 
 pins
 FORMCHECKBOX 
 artificial joints
	

	Walking aids:
 FORMCHECKBOX 
  frame
 FORMCHECKBOX 
 crutches
 FORMCHECKBOX 
 stick
	

	Wheelchair
 FORMCHECKBOX 

	

	LIFESTYLE
	

	Have you ever smoked?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No
	Amount:


Date ceased:

	Alcohol

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No
	Amount:

	Recreation drugs
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No
	Amount/type:

	Special diet required
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No
	Type:

	Do you exercise?
	 FORMCHECKBOX 
< 30 mins

 FORMCHECKBOX 
 30 mins per day

 FORMCHECKBOX 
 30 mins per day plus aerobic activity 3 times per week

	CREUTZFELDT JAKOB DISEASE (CJD):
	YES
	NO
	DETAILS AND DATES

	Do you or your family have any history of CJD or other unspecified progressive neurological disorder?
	
	
	

	INFORMATION  NECESSARY FOR PLANNING YOUR SAFE DISCHARGE
	DETAILS

	Please specify travel  arrangements from the hospital
	

	Will you be accompanied by a responsible adult overnight
	
	
	Name:

	Do you have caring responsibilities for others
	
	
	

	Have you  used community services prior to admission
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I have carefully read all the above and I certify that the information I have given is correct and true to the best of my ability





Signature :……………………………………………	Date:  …………………………..








For Your Safety Kawana Hospital Advise You to Arrange Responsible Adult Supervision 


For the 24 hours Following Your Surgery.





for the 











