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Fax to (786) 596-3676 Baptist Pre-Surgery Office Date of Examination___________________

Must be completed:   G 3 Days     G 7 Days (major surgery)   before surgery

Patient Name _________________________________________________ Age________ Sex ________

Date of Surgery__________________  Location of Surgery Baptist Hospital

Physician _________________________________   Surgeon __________________________________

Specialist _________________________________   Specialist _________________________________

Proposed Surgical Procedure  ____________________________________________________________

Indication for Surgery  __________________________________________________________________

Medical Problems         G None

 1. _______________________________________________________________________________

 2. _______________________________________________________________________________

 3. _______________________________________________________________________________

 4. _______________________________________________________________________________

 5. _______________________________________________________________________________

Cigarettes ___________________________________________   Alcohol  ________________________

Medications  _________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Allergies  G None  ____________________________________________________________________

Prior Surgery  G None  ________________________________________________________________

____________________________________________________________________________________

Previous Surgical Complications G None  __________________________________________________

History of Excessive Bleeding  G None                G Patient       G Family

Physical Exam:

BP _____________    HR ____________    Ht ____________    Wt ____________    LMP  ___________

HEENT  _____________________________________________________________________________

Neck  _______________________________________________________________________________

Chest and Lungs  _____________________________________________________________________

Heart  _______________________________________________________________________________

Abdomen  ___________________________________________________________________________

Extremities  __________________________________________________________________________

Neuro/ Mental Status  __________________________________________________________________

Other Pertinent Findings: ________________________________________________________________
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Pertinent Diagnostic Data:  See attached ASA  Recommendations

 Not Indicated Preop Tests Date Results

 G EKG ____________ _________________________________________

 G CXR ____________ _________________________________________

 G U/A ____________ _________________________________________

 G CBC ____________ _________________________________________

 G Chemistry ____________ _________________________________________

 G PT/PTT ____________ _________________________________________

 G Cardiac Echo ____________ _________________________________________

 G Stress/Cath ____________ _________________________________________

 G HgbAlC (Diabetic patients) ____________ _________________________________________

 G SCrCl (PCN allergy) ____________ _________________________________________

 Other ___________ ____________ _________________________________________

Recommendations:

G The patient is not in optimal medical condition for the proposed surgery for the following reason(s):

  _________________________________________________________________________________

  _________________________________________________________________________________

G Delayed - Surgery should be delayed for the following reason(s):

  _________________________________________________________________________________

  _________________________________________________________________________________

G The patient is in optimal medical condition to undergo surgery at this time

 Further Recommendations:  ___________________________________________________________

  _________________________________________________________________________________

Instructions to patients:  _________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Signature__________________________________________________

MD Name _________________________________________________

Specialty_________________________________  Date ____________




