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- FOR COMPLETION BY PATIENT -

PENINSULA HEALTH R N B R i e

PRE ADMISSION SERVICE SURNAME........ Rﬁ.g&d_ﬁ.s/. .............................................................................
QUESTIONNAIRE = )

GIVEN NAMESW‘('\H~W’MY

|_Patient to Complete | DATE OF BIRTH......2- %/ I s il

Please fill in if no Pat[ent Label avaiiable

PLEASE COMPLETE FOLLOWING 3 PAGES OF THIS QUESTIONNAIRE ACCURATELY.
Incomplete or unreturned forms will cause your surgery to be delayed.

You may wish to ask a family member, friend or carer to help you. If you require further information, your local

Doctor may be able to assist. To contact the Pre Admission Service - phone 9784 7340, durmg business hours.

HEIGHT/WEIGHT/AGE

i Please complete th:s section carefully Itis |mportant to give an ACCURATE weight and helght to av0|d
= unnecessary cancellation.

How old are you? .................. What is your weight

| Has your weight changed much in the last 3 months L] No [ vYes -increase / decrease

MEDICATIONS: Please list all medications you are taking including any drugs or medicine not prescribed by a doctor:

OFFICE USE ONLY

What is your height feet and inches | (8mi > 35 not suitable for |
Rosebud) i

NAME DOSE FREQUENCY NAME DOSE FREQUENCY
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ALLERGIES Medicine or Product What reaction
@ | Are you allergic to any Medications? ol ol i) el yool 70 Jainies. o) et 28 |
3 Are you allergic to Latex or rubber products? TR - R U s e
“:i.lJ Are you allergic to anything else? ' ;
& |e.g. bandaids, tapes, food etc. LI OO B S S N )
S SURGICAL HISTORY
g SURGERY YEAR SURGERY YEAR
E ./’/
b el
¥ e
< g
2 B
a T
g Please v boxes as appropriate.  If you answer Yes to any questions, please give as much information as possible.
ol You may attach a separate piece of paper if you need to write more information.
Do you have or have you ever had any of the following
No Yes / 2
1. High blood pressure 0 ¥~ when .4, WW_\KMBO .....
2. Angina or chest pain, (1 [ Ifnogoto Question3 ~
(a) Howsefieldosyoigetanging?s . = 0 Bl e e e e
(b) Do you get angina during activity Or BXeICISE? e
3 (c) Do you get angina when resting or at night? o
- (o] es
g 3. Hear.t aftack : Wl L WHEL e
g 4. Palpitations or irregular heart beat T L] RN ot
5. Insertion of heart valve, coronary stent or pacemaker (specify) T[] VREN ,.onsrismmmmiomeirammmsmentasanios
6. Rheumatic fever I MR S R




