4: %E%B}? E%% [Patient Label | or

Evangel Hospital [=]y:, Name:
Hospital No:
Pre-Anesthesia Patient Questionnaire Sex /Age:
& &
1. BRI ? Did you receive anesthesia before ?
2. FEEEHRT TSR AR R g S IR 2 Any problems with previous surgery or anesthesia ?
3. B BRiEE RN EEYE 2 Anyone in your family had abnormal reactions to anesthesia ?
4. MS{ERE? Have you been hospitalized before ?
5. BEFTEMRHEEEY) ? Are you taking any medication ?
6. EEAIEREE ? EH > FRNES/VIE? Do you smoke ? How many cigarettes_____ per day ?
7. BEHEEEAEE ? ER 0 §FRAKLIERZ/D ? Do you drink alcohol? Howmuch ___~ perday ?
8. BEY —LEly YIS HM RIS A BEE ? 555 H:
Do you have allergies to food, medicine or anything else ?
9. BEHMY - 324 ? Do you have loose teeth, dentures, or caries tooth ?
10. B IE B (5 EBNZME ? Are you currently suffering from flu or cough ?
11. 2EFEFES ? (2K N)  Are you or could you possibly be pregnant? (For female patient .)
12. AAIEEE R » ELTHAEHRR (5 LU /NE)
Born prematurely? If so, by how many weeks? ___ (For children under 5 years old)
. 5 AN THME? . . =
Yes No Did you EVER have the following problems? Yes No
a I&’;ﬁﬁ;ﬁ?ﬁﬁiﬁﬁ%ﬁiﬁf} irregular beats n. 24 4% 77 Received blood transfusion before
b. /3 Chest pain/angina o. 5%/ 5 Gastric problems/heartburn/GERD
c. =i EE High blood pressure p- Eli fa t‘itij:\ /{iﬁa%l}jfi Eyfﬁf\ir problems
d. X[ E/ 2 B /K fl Waking up at night short of breath/ ankle swelling q. BHESERNEER Kidney / bladder problems
rapm————— o
) &Lﬁiﬁﬁfiﬁf :?teﬂfwalking up two flights of stairs r. HFRHRERS Thyroid problems
f. [ElF Asthma s. #EFKYE Diabetes
g THEER /fiti%HE Bronchitis / emphysema t. R ~ #li#& Epilepsy/fits / seizures
h. fifi#% Tuberculosis u. HfE Stroke
i. HAUAGEER Other lung disease v. ‘#H% Fainting spells / dizziness
j. BEHRZEERE Obstructive Sleep Apnea Syndrome (OSAS) w.JLZEE Muscular dystrophy
k. &1 / #rySE 1N Anaemia / Thalassaemia X. A FEHIES / BAEGR Scoliosis/arthritis
1. Rk (-5 597 E Excessive bleeding or bruising y. ¥ 1575 Psychiatric illness
m.G6PD EAZ 1 / SR IR - I\gilgiai rﬁfﬁfn// fi%iilo
G6PD deficiency/other congenital problems physical disability pmental delay /
* N HAfEERE > 555F%1 Do you have any other medical problems that we have not mentioned? Please state
s%s ﬁ HiEF#w AMA For Day Surgery patient only
I Tt E A RS AREEEZZ 2 Will there by a responsible adult person to accompany you home after the operation?
L [E1ZR 1% EARE AR Y NS R —UIREE ?
Will there be a responsible adult person staying overnight with you after the operation?
Preoperative orders: Fasting Time:
Medication []No known drug allergy [] Drug hypersensitivity Signed:
Prescription Administration
Date Medication Dose Route Frequency | Signature | Date/Time | Signature
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