OMAHA
SURGICAL OSC Pre-Admission Physical Status Evaluation
CENTER

Experience. Care. Print Form Clear Form Email Form

]
PERSONAL INFORMATION

Patient Name: Age: Date of Birth: Sex (M/F):

Parent/Legal Guardian Name (for patients under age 19):

Height: Weight: Cell Phone: Home Phone: Work Phone:

Email Address:

Primary ” ] O O
Language: Do you need an Interpreter? (Y/N):  Yes No

Do you have an Advanced O O . 5 O O
Directive (Living Will)? Yes No Do you have a medical power of attorney? Yes No

If 'Yes' for medical power of attorney, enter name & relationship:

If 'No', would you like more information regarding Advanced Health Care Directives: O Yes O No

Family Doctor:

Do you have any O O
medication allergies?: Yes No

Phone:

If yes, please list the
allergies and reactions:

Date of preoperative
history & physical?

Check if allergic or reactto:  Latex Contrast Dye Betadine Adhesive Tape/Band Aids Dairy/Eggs
Other:

List previous surgeries/ procedures

that required anesthesia:

Have you had any problems O O .

with anesthesia? Yes No Explain:
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A
Medical History

Please mark if you currently have or have had a history of any of the following:

Chest pain, heart attack or other
heart problems

Heart irregularities or palpitations Congestive Heart Failure

Heart Murmur High blood pressure Stroke/TIA Blood Clots
Heart bypass surgery Pacemaker Angioplasty/heart catheterization
Heart valve surgery Defibrillator Anemia Bleeding/Clotting Disorder

Transfusions Do you take blood thinners? O Yes

ONO

Aspirin (ASA) Coumadin/Warfarin Plavix Asthma

COPD Other:

Bronchitis Pneumonia Sleep Apnea Home oxygen
Nebulizers/Inhalers CPAP/BIPAP Chronic cough

Do you smoke? O Yes O No If Yes, how much daily?

Heartburn/Reflux/GERD Hiatal hemia Stomach Ulcers

Problems swallowing Difficulty opening mouth or moving neck Dentures/Partials
Loose or chipped teeth Liver Problems Dialysis

Hepatitis/Cirrhosls Kidney problems Diabetes
Urinary/Bladder/Prostate Problems Thyroid problems Insulin

Tremors Parkinson's Cold, fever, or sore throat in the last 2 weeks
Seizures Date of last Seizure:

Intellectual disability Autism ADHD Prosthesis
Anxiety/Depression Mental Disorder Walker/Cane

Wheelchair

Additional Information:

Omaha Surgery Center

Hearing Aids

Glasses/contacts
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Patient Medication List

Omaha Surgical Center
8051 West Center Road
Omaha, NE 68124
Phone: (402)391-3333
Fax: (402)391-8593

Patient Medication List

Please include insulin, oxygen, inhalers and any over-the-
counter medications including aspirin, vitamins, herbs and

minerals.
Patient Name: Allergies:
Pharmacy: Date: Phone:
N/C Medication Dose | Freq. | Route Purpose Special Instructions BR | Lunch | Dinner | Bed

Omaha Surgery Center

3|Page




	BR: 
	PurposeRow1: 
	Special InstructionsRow1: 
	DinnerRow1: 
	BedRow1: 
	PurposeRow2: 
	Special InstructionsRow2: 
	undefined_2: 
	DinnerRow2: 
	BedRow2: 
	PurposeRow3: 
	Special InstructionsRow3: 
	undefined_4: 
	DinnerRow3: 
	BedRow3: 
	PurposeRow4: 
	Special InstructionsRow4: 
	undefined_6: 
	DinnerRow4: 
	BedRow4: 
	PurposeRow5: 
	Special InstructionsRow5: 
	undefined_8: 
	DinnerRow5: 
	BedRow5: 
	PurposeRow6: 
	Special InstructionsRow6: 
	undefined_10: 
	DinnerRow6: 
	BedRow6: 
	PurposeRow7: 
	Special InstructionsRow7: 
	undefined_12: 
	DinnerRow7: 
	BedRow7: 
	PurposeRow8: 
	Special InstructionsRow8: 
	undefined_14: 
	DinnerRow8: 
	BedRow8: 
	PurposeRow9: 
	Special InstructionsRow9: 
	undefined_16: 
	DinnerRow9: 
	BedRow9: 
	Patient Name: 
	Age: 
	DOB: 
	Sex: 
	Parent/Legal Guardian: 
	Height: 
	Weight: 
	Cell#: 
	Home#: 
	Work#: 
	email: 
	language: 
	Interpreter?: Off
	LivingWill?: Off
	PowerOfAttorney?: Off
	POAName: 
	AdvHealthCareDirectives?: Off
	FamDoc: 
	Phone: 
	DatePhys: 
	Allergies?: Off
	ListAllergies: 
	Latex: Off
	ContrastDye: Off
	Betadine: Off
	Adhesive: Off
	Dairy: Off
	Other: 
	PrevSurgeries: 
	ProbAnesthesia?: Off
	Explain: 
	ChestPain: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	BloodThinners?: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Text47: 
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Smoke?: Off
	Text55: 
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Text75: 
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Text86: 
	Text99: 
	Text100: 
	Text103: 
	Text104: 
	Text105: 
	Text106: 
	Text107: 
	Text108: 
	Text109: 
	Text110: 
	Text111: 
	Text112: 
	Text113: 
	Text114: 
	Text115: 
	Text116: 
	Text117: 
	Text118: 
	NCRow1: 
	NCRow2: 
	NCRow3: 
	NCRow4: 
	NCRow5: 
	NCRow6: 
	NCRow7: 
	NCRow8: 
	NCRow9: 
	MedicationRow9: 
	MedicationRow8: 
	MedicationRow7: 
	MedicationRow6: 
	MedicationRow5: 
	MedicationRow4: 
	MedicationRow3: 
	MedicationRow2: 
	MedicationRow1: 
	Dose: 
	undefined: 
	undefined_3: 
	undefined_5: 
	undefined_7: 
	undefined_9: 
	undefined_11: 
	undefined_13: 
	undefined_15: 
	Text95: 
	Text94: 
	Text93: 
	Text92: 
	Text91: 
	Text90: 
	Text89: 
	Text88: 
	Text87: 
	Text96: 
	Text97: 
	Text98: 
	Text119: 
	Print Form: 
	Clear Form: 
	Email Form: 


