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HEATLTH QUESTIONAIRE

Patient Name Date of Birth Age Sex Height Weight
Social Security # Address

Number where you can be reached day before surgery Home Phone Work Phore Cell Phone
Person to contact in an emergency (WHO DOES NOT LIVE WITH YOU) Relationship Phone Number

1.} Medical History: (please circle any that apply to you)

Heart Diabetic Neurolegical Disorder Back Problems Fainting
High Biood Pressure Apnea Stroke Arthritis Seizures
Chest Pain Asthma Psychiatric Disorders Scoliosis Migrane
Heart Murmur Emphysema Glaucoma Birth Defect B
Congestive Hearl Failure  Phlebitis Bleeding Disorders Brain Damage Hepatitis
Mitral Valve Prolapse Lupus Sickle Cell Disease Cerebral Palsy Dialysis
Hypoglycemia Cancer Gastric Ulcers Intestinal Disorders HIVIAIDS
Kidney Problems MS Seizure Disorder Hiatal Hernia

2.} Have you had any recent respiratory infections, other types of infections or hospitalizations?
[ Ne [0 Yes, please describe and date:

3.) Do you have any of the following? (please circle any that apply to you)

Pacemaker Hip Replacement Artificial Limbs Dentures/Partiai Use a Cang
Difibrillator Knee Replacement Ampulee Braces/Retainer Use a Walker
Dialysis Shunt Heart Valve Replacement Loose Testh Use a Wheelchair
IV Catheter Heart Stents Hearing Ald

Qsiomy Coniacts

4.} Do you have any other pertinent health information, concerns or history that would assist us in your care?
[ No  [J Yes, piease explain;
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5.) List all previous surgeries:

Approximate Year Type of Surgery

6.} if female, date of last menstrual period:

7.} Have you, or any blood relative, ever had complications or reactions to anesthesia {(delayed awakening, unexplained fever,
MALIGNANT HYPERTHERMIA, vomiting, difficult intubation)?

O Ne  [[] Yes, piease describe:

8.) Do you use:

Alcohot 1 Yes [ Nc Amount:
Tobaceo M yes [ No Amount:
Caffeine O ves [ No Amount:
Recreational Drugs M Yes [ No Amount:

9.) Please list the name(s) of your current physician{s) (i.e. primary care physician, cardiclogist, internist, pediatrician, orthopedist)

thséciaﬂ’s Name Speciaitx Date of Last Visit

{ certify that my health history was reviewed and update by me on:

Today's Date Patient Signature Witness
Today's Date Patient Signature Witness
Today's Date Patient Signature Witness
Today's Date Patient Signature Witness
Today's Date Patient Signature Winess
Today's Date Patient Signature Witness
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NorthStar Surgical Center

Permission for Disclosure to Family, Friends, or Caregivers, and

Acknowledgment Of Receipt of Privacy Notice

To Patient:
I acknowledge receipt of the Notice of Privacy Practices given to mc by Northstar

Surgical Center, and understand patient heaith information is protected and confidential.
Northstar staff may discuss my health related matters with family, friends, caregivers or

other designated persons, listed below,

Relevant health information may be shared with the following family members, other
relatives, close personal friends, or other persons identified. Picase mark applicable line
and insert name of appiicable person or persons.

Name Relation
Name Relation
Name Relation
Name Relation
Name Relation
Name Relation
Name B Relation

Disclosure UPDATED by paticnl:
Date and Initial of patient:

Patient Name: Date:

Patient Signature:

GREhEER LR R RS bR b Y

If not signed, reason why acknowledgement was not obigined:
Person seeking acknowledgement:




ALLERBGY AND MEDICATION RECONCILIATION FORM
Please complete this record. A copy of this record will be given to you at the time of discharge from our Center. Show your
doctors and pharmacist this current medication and allergy record. Update your records when changes are made. For yowr

aafety, keep a copy with vou af all gmes.

Name: Ht. Wt

NG KNOWN DRUG ALLERGIES Are you pregnant or breastfeeding YES NO NA
List All Allergies: Medications, Foods, Metals

Allergy: Reaction

Allerov: Reaction

Altergy: Reaction
: Reaction
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Reaction

LISTALL CURRENT MEDICATIONS: PRESCRIPTIONS, OVER THE COUNTER DRUGS,
VITAMINS, HERBAL SUPPLEMENTS, DIET SUPPLEMENTS

MEDICATION DOSE~ROUTE HOW OFTEN BO | DATE OF LAST PHYSICIAN
NAME YOU TAKE DOSE SECTION ONLY

RESUME VED
ol PN

EX: Aspirin Blmg--mouth faday 47107 | e

YES NO

YES NG

YES NO

YES NGO
YES NGO

YES NG

YES NO

YES NO

YES NO

YES NG

YES NG

YES NO

YES NO

YES NG

YES NO

3 Prescriptions given in office, reconciled by physician prior to admission to surgicenter
No new medications '

NEW MEDICATIONS AFTER PROCEDURE DOSE T HOW OFTEN PURPOSE OF MEDICATION

Pt omstructed of medications Dale: Time

[ /PA/NE Signature:

Murse Signalure

Patient Signature:
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NORTHSTAR SURGICAL CENTER
PATIENT INFORMATION

PATIENT NAME

LAST NAME FIRST NAME M.I.

ADDRESS , ,
STREET CITY ZIP
SEX ()M ()F DATE OF BIRTH
SOCIAL SECURITY #
HOME PHONE: ( ) WORK PHONE: ( )
CELL PHONE: ( )
MARITAL STATUS: ( )Single ( )Married ( )Divorced ( )Legally Separated ( )Widow
RACE: () African American ( ) Caucasian ( ) Hispanic ( )Asian ( ) Native American
OCCUPATION: EMPLOYER NAME:
ADDRESS:

GUARANTOR INFORMATION

RESPONSIBLE PARTY:

LAST NAME FIRST NAME M.I.

ADDRESS: , ,
STREET CITY ZIP
SEX: ()M ()F DATE OF BIRTH
SOCIAL SECURITY #
HOME PHONE: ( ) WORK PHONE: ( )
CELL PHONE: ( )
MARITAL STATUS: ( )Single ( )Married ( )Divorced ( )Legally Separated
RACE: ( ) African American ( ) Caucasian ( ) Hispanic ( )Asian ( ) Native American
OCCUPATION: EMPLOYER NAME:
ADDRESS:
INSURANCE INFORMATION
INSURANCE CO. NAME:
SUBSCRIBER (INSURED) ID#:
GROUP NAME: GROUP NUMBER:
SUBSCRIBER (INSURED) NAME:
INSURED DATE OF BIRTH: SEX: ()M ()F

INSURED SOCIAL SECURITY #:




