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PHYSICIAN’S PRE-OP EVALUATION 

 

 

PATIENT’S NAME:_________________________________SURGERY DATE:__________________ 

 

DIAGNOSIS:________________________________________       DOB:_________________________ 

 

SURGICAL PROCEDURE:_____________________________________________________________ 

 

CURRENT MEDICATIONS: 

_________________________DOSE_______________________________________________________ 

_________________________DOSE_______________________________________________________

_________________________DOSE_______________________________________________________

_________________________DOSE_______________________________________________________ 

 

SIGNIFICANT MEDICAL HISTORY:____________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

 

ALLERGIC REACTION TO: (state type) Latex Allergy:___YES___NO 

____________________________________ 

____________________________________ 

____________________________________ 

 

B/P:____/____PULSE:________RESP:________WEIGHT:_________HEIGHT:_________ 

BLOOD SUGAR____________  LAST A1C______________ 

 

LUNGS:____________________________________ 

CARDIO-VASCULAR:_______________________ 

ABDOMEN:________________________________ 

EXTREMITIES:____________________________ 

NEURO/PSYCH:____________________________ 

 

MEDICAL DIAGNOSIS:________________________________________________________________ 

______________________________________________________________________________________ 

 

CLEARED FOR SURGERY:  ____YES____NO 

 

IF DIABETIC, RECOMMEND PLAN FOR SURGERY:_____________________________________ 

______________________________________________________________________________________ 

 

 

PHYSICIAN’S NAME & ADDRESS: (Please Print or Use Stamp) 

_______________________________________________________  

_______________________________________________________ 

_______________________________________________________ 

 

 

PHYSICIAN SIGNATURE:_______________________________________DATE:________________ 


