**PLEASE EITHER BRING THIS FORM WITH YOU WHEN YOU COME FOR YOUR PRE-ADMISSION TESTING OR,
TO EXPEDITE THE PROCESS, FAX TO: 631-654-7786"*

Brookhaven Memorial Hospital Medical Center PRE-ADMISSION TESTING WORKSHEET
Patient Name Age Home Phone Number Family Physician
Emergency Telephone # Person to Contact Language Spoken: O Eng“sh O Other

Language Read: O English O Other
Interpreter (type & by whom):

Present lliness: Why are you having this surgery/procedure?

How long have you had this condition or problem?

Past Surgical History: (previous surgeries, operations, procedures) Give approximate dates:

Past Medical History: i you have ever had it. Circle appropriate condition when box contains more than one condition.

Medical Condition Onset Medical Condition Onset Medical Condition Onset
Arthritis High cholesterol Kidney stones
Back/neck problem Irregular heartbeat Prostate problems
Bleeding problem Poor circulation Urinary Tract Infection
Blood transfusion Ever? 0ONo O Yes Diabetes: Mental Health
Have a reaction? ONo O Yes Pills  ONo O Yes Disorder
Transfusion in last 3 mos? ONo O Yes Insulin ONo O Yes
Cancer (location) Eyes: Cataract Pulmonary: Asthma
Glaucoma

Cardiac/Circulation: Gl: Bronchitis/Pneumonia
Heart Attack Hepatitis/jaundice
Automatic implantable Hiatal hernia/ Emphysema/COPD
cardiac defibrillator GERD
Pacemaker Ulcer/diverticulitis Sleep apnea

Use CPAP machine?
Congestive heart failure Polyps in intestine Tuberculosis (TB)
Heart murmur GU: Renal failure Seizures
Heart valve disease Dialysis Stroke (CVA/TIA)
High blood pressure Thyroid

Hypo- Hyper-
Coronary artery
disease

PRESENT MEDICATIONS, including over-the-counter medications such as Aspirin, Vitamins, or Herbal:

Medication/Dose/Frequency Medication/Dose/Frequency Medication/Dose/Frequency

Allergies: (List what allergic to including foods, latex, & environmental, and type of reaction) 0 Check if NO ALLERGIES
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**PLEASE EITHER BRING THIS FORM WITH YOU WHEN YOU COME FOR YOUR PRE-ADMISSION TESTING OR,
TO EXPEDITE THE PROCESS, FAX TO: 631-654-7786"*

Brookhaven Memorial Hospital Medical Center PRE-ADMISSION TESTING WORKSHEET

Anesthesia: Have you had anesthesia in the past? [ No [ Yes

If “yes’, did you have any serious complications? O No [ Yes If “yes”, describe:

Body Piercing: site(s) O Advised to remove before surgery Tattoos: site(s)

Family History:
Is your father?: O living [ deceased age: cause of death:
Is your mother?: [ living [ deceased age: cause of death:

cause of death:
cause of death:

deceased:
deceased:

Brothers: How many living:
Sisters: How many living:

Is there a family history of?:

(grandfather, father, sister, etc)

(grandfather, father, sister, etc)

Medical Condition

Which relative?

Medical Condition

Which relative?

Diabetes

Tuberculosis (TB)

Heart problems Emphysema

Cancer Kidney problems

High blood pressure Other

EXISTING PROBLEMS

Do you have to wear: (please circle): contact lenses intraocular lenses glasses hearing aides

Dentures

dental crowns

dental bridges

prosthesis of any type

Do you have? (If so, please describe):
Any disability or handicap?
Any urinary problems?
Any bowel problems?
Any recent weight change?
Any diet restriction? If so, what:

Do you use tobacco, alcohol or drugs: If yes, indicate type and frequency, how much and how long?

If you no longer use these substances, please indicate when you stopped:

For women:

What was the date of your last period?

How many pregnancies have you had?: Miscarriages: Abortions: Deliveries:
What was the date of your last PAP Smear? last Mammogram?

Do you use birth control? [JYes [ No If yes, what type?

Occupation: If retired, please indicate what you did:

Will you return to your present address after you leave the hospital? [ Yes O No

Do you live with someone, who can assist with your care, if necessary, after you leave the hospital? [J Yes 0 No

If “yes”, please indicate who?
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