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JOHNS HOPKINS

M EDICINE

THE JOHNS HOPKINS
HOSPITAL

PATIENT HISTORY
PREOPERATIVE CENTER for addressograph plate

PATIENT INSTRUCTIONS: This questionnaire helps the physicians and nurses evaluate your health and plan
your care. Please answer all the questions using a PEN. Indicate with a check mark or write your answer in the
space provided. Bring completed form with you and/or complete on the day of admission/treatment.

Today’s Date:

Name of Patient: Age:
Name of person completing form (if NOT patient):
. Reported Reported
S | Patient’s Telephone Number: Weight: Height:
E Please indicate a phone number we may use to contact you the night before surgery:
_§ Contact person in case of emergency: Phone #
é Type of Surgery: Surgeon:
-% Are there any cultural/religious/family beliefs or values we should be aware of in planning/providing your care?
% | CINo [ Yes (explain)
Do you have an Advance Directive? (Example: Living Will or Durable Power of Attorney) [ JNo []Yes
If ‘yes’, specify:
Last menstrual period: L[] N/A Are you willing to provide a urine sample for pregnancy testing? [ 1 No [ Yes
We routinely screen all patients for abuse or violence in their lives. Is this a problem for you in any way? [ INo []Yes
Do you want help with this today? [1No []Yes
Have you had an unexplained loss or gain of weight recently? [ ] No [] Yes (describe)
oy
_‘g Are you on a special or restricted diet? [ ]1No [] Yes (describe)
o

Do you have any problems with swallowing? [ 1No [] Yes (describe)

Do you wear or have: Do you wear or have: (Check all that apply) Brought with you? | Unit ¥ ekcaion
(Check all that apply) [] Removable dentures [ Partial [JFull [ Upper [ Lower COYes [No
= [] Colostomy [] Hearingaid [JRight [ Left OYes [No
__§ 3 [] lleostomy [ ] Glasses OYes [ONo
§ % [ Indwelling bladder catheter | [] Contact lenses OYes [No
- ] Infusion Catheter [] False Eye ORight [ Left OYes [ONo
Type: [ ] Prosthesis(es) e.g. Artificial Limb (describe): OYes [ONo
[] Other (e.g. wheelchair): [Yes [INo
How have you managed these activities during the past year?
Need Need
Independent Assistance Comments: Independent Assistance Comments:
% Feeding ] U Meal preparation [ L]
o | walking O O Toileting [ O
® | Bathing O O Transportation [ ]
Dressing O] L] Stair climbing ] []

Do you have any problems sleeping? [INo [ Yes (describe)
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Patient Name: History Number:

What special equipment or home services are you using now or have you used in the past 12 months? (Check all

[ Cane [] High-Rise Toilet Seat [] Housekeeper that apply)
[ Crutches [] Commode [_] Companion / Sitter (Specify provider)

[ Wheelchair [ ] Oxygen [ 1 Home Health Aide (Specify provider)

[ 1 Walker [ Phone Amplifier or TDD  [] Visiting Nurse (Specify provider)

[] Hospital Bed [] Glucose Meter [] Meals on Wheels

Other special equipment or devices used at home:
[] None of these apply

Do you have a preferred home care agency? [ No [] Yes (specify)
Other Community Services:
Who provides care for you at home? []Self [ Other:
Would you like to see a Social Worker? (for assistance with medical coverage, housing, etc ....) [[INo []Yes

Discharge Planning

1) Have you or any blood relatives had any problems with Anesthesia?

Comments?

2) Can you walk up (2) flights of stairs without chest pain or shortness of breath?
Comments?

3) Do you exercise regularly? What type of exercise?
How often? How far can you walk without stopping?

4) Do you ever wake up short of breath?
5) Have you ever had Asthma, wheezing, other breathing problems or any lung disease?
Comments?
If yes to Asthma or wheezing, when was your last wheezing spell?
6) Any history of seizures, strokes, unexplained vision changes, sudden numbness, sudden weakness or fainting?

Anesthesiology

Comments?
;3 Do you smoke? [ 1 No []Yes [] Cigarettes [ ] Cigars [ ] Pipe = Amount smoked daily:
c . :
'_g'g Have you smoked in the past? [INo [lYes Year quit:
O
‘%E' Do you drink alcohol? [] No [] Yes How much each day? Beer Wine Liquor
Are you allergic to any medicines? [INo [ Yes (specify)
What kind of reaction do you have?
Are you allergic to any foods? (ONo [JYes (specify)
m Are you allergic to latex/rubber products? (Example: Balloons, Condoms, Painty [ No  [] Yes (specify)
]
= Eﬁ‘,, Patients with bladder extrophy, myelomeningocele and/or a history of chronic or recurrent instrumentation of the
% ﬂE genitourinary tract, spina bifida, or an allergy to avocados, bananas, kiwi, or passion fruit implement the Latex Protocol.
Are you allergic to dyes used for x-rays? [ INo []Yes (specify)
Are you allergic to iodine or seafood? [(ONo [JYes (specify)
Any other allergies? [ 1 No [ Yes (specify)
» | Please list all of your current medications on the “HOME” Medication List.
_5 (Please include all over the counter medications and supplements.)
8 | Are you taking any Herbal Supplements? [ ] No [ Yes If yes, please list on “HOME” Medication List.
©
[
= | Do you use any “recreational” or “street” drugs? [ 1 No []Yes What type?
PATIENTS: Please continue with NEXT PAGE >
@ Validation Signatures|/Titles Time | Date Validation Signatures|/Titles Time | Date
&
c
=
(7
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Patient Name: History Number:

+%| Have you had more than one fall in the past 6 months?  [1No [ Yes If yes, implement high fall risk
| interventions for the duration of the hospitalization.

Fall

PATIENTS PLEASE CONTINUE: Check all that apply to you now, or have applied to you in the past.
Describe your exercise tolerance

[] Bedridden [ Able to walk with assistance [] Active (climb two or more flights
] Limited (less than 1 flight of steps) of stairs with ease)
L] Moderate (1- 2 flights of steps or comparable) [] Regular exercise
Heart Disease
[l High Blood Pressurg::-:- [[] On medication for high blood pressure
[] Chest Pajn - -erreeeeerseeereennnnnns [ With activity ««eeeeeeeeenes [ ] At rest
[] Chest Pain combined with: [ difficulty breathing [ sweatiness [] nauseated feeling
[l Heart attack Date: Give name of hospital where treated:

] History of heart attacks in your immediate family (parents, brothers, or sisters)
[] Heart surgery or angioplasty

Date: Give name of hospital where treated:
[] Heart rhythm problem or palpitations [ Pacemaker Last Checked:
[ ] Heart valve problem or congenital abnormality. Describe:

Special Heart Testing: (Please bring all NON-JOHNS HOPKINS medical reports with you.)

L] Exercise stress test Date: Hospital/Dr.

[] Echocardiogram Date: Hospital/Dr.
> L] Thallium Date: Hospital/Dr.
..3 [] Cardiac catheterization  Date: Hospital/Dr.
T [] Electrocardiogram (EKG) Date:  Hospital/Dr.
S | Lung Disease
§ [] Asthma/Wheezing [ Bronchitis [ Emphysema [ Cystic Fibrosis [ Sleep Apnea
= ] Lung Cancer [] Tuberculosis L] Other:

Regarding the above lung problems, have you ------------- (Check all that apply)

[] been on steroids (prednisone, medrol, or cortisone) within past 2 years? When?

[] been admitted to the hospital within past 2 years? When?

[] been seen in an Emergency Room within past 2 years? When?

[] been on antibiotics within past 6 months? When?

[l had a chest x-ray within the last 6 months? (Bring all NON-JOHNS HOPKINS reports with you)

Where? When?
[] undergone breathing tests? (Bring all NON-JOHNS HOPKINS reports with you)
Where? When?
Other Medical Conditions
[ Kidney disease [] Fainting spells
(] Dialysis [ Transplant [] Neurologic disease

[] Bladder/Urinary disorder (infections) [] Parkinsons Disease

[] Adrenal disease [] Seizures [] on medication for seizures

[] Stomach ulcers [] Stroke ~ When?

L] Diabetes [] Hiatal Hernia

[ Insulin [ Pills [] Diet Controlled [] Unable to lie flat without heartburn
(] Thyroid [ on Thyroid medication (CONTINUED ON NEXT PAGE)
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Patient Name: History Number:
Other Medical Conditions (continued from previous page)

[] Sickle Cell [ Back Problems
[] Excessive Bleeding (dental work, easy bruising) [INeck [JThoracic [l]Low back
Describe: [] Previous back injury

[ I Previous back surgery

LI Family History of Excessive Bleeding [ Now taking blood thinners (Plavix, Lovenox,

[ ] Blood Clots (Legs or Lungs) when: Coumadin)

[ Prior Blood Transfusions? Within past 3 months No/Yes| ] Taken aspirin or aspirin containing
medications within the last week

) Neuromuscular Disease L] Taken anti-inflammatory medicines in the

Describe: past 4 days (Motrin-like products)

[ Arthritis:  JJaw [0 Neck [ Other joints |+ HIV
LI Cancer (type):

Medical History (continued)

L] Liver disease

O Hepatitis (yellow jaundice) When? [J Recent cold or flu (within 4 weeks)

(] Any other illness (specify):

[ Other liver disease?
Do you refuse blood transfusions? [INo [lYes

Have you donated your own blood for THIS operation? [INo [lYes

Have you ever had general anesthesia (put to sleep) for an operation before? [1No [ Yes

Have you ever had a spinal or epidural before? [INo [lYes

Were there any problems with either of the above procedures? (Include drug reactions) [1No [ Yes

If yes, describe:

Please list all past operations or hospital stays.

Anesthesia/Surgical History

Check here if you were
Reason Year admitted to Intensive Care
L]
L]
(]
]
]
(]
L]
[
FOR HOSPITAL STAFF ONLY:
Validation Signature/Title Date
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4& JOHNS HOPKINS

MEDICINE

THE JOHNS HOPKINS HOSPITAL
600 NORTH WOLFE STREET
BALTIMORE, MD 21287

“HOME*” MEDICATION LIST

Name of recorder Initials

Page of Addressograph Plate

Directions: List medications used by the patient prior to admission. “Home*” means the location of the patient just prior to
admission. Patients may complete the gray area or provide a list, which will be reviewed on admission. [IF MEDICATIONS ARE
ADDED AFTER THE INITIAL COMPLETION OF THIS FORM, INITIAL/DATE ENTRY AND COMMUNICATE
INFORMATION TO THE AUTHORIZED PRESCRIBER.

Allergies:

o “HOME*” MEDICATION LIST (CURRENT MEDS USED PRIOR TO ADMISSION) .
(prescriptions, over-the-counter medications, herbals, vitamins, inhalers, eye drops, creams, ointments, parenteral nutrition etc.)

MEDICATION NAME DosE RouTE FREQUENCY LAST DOSE
(e.g., by mouth or injection) (how often is it taken) (date/time)

USE ADDITIONAL FORM(S) AS NEEDED TO LIST ALL “HOME™*” MEDICATIONS.

Source of Medication History (check all that apply)

O Direct observation of O Patient provided list | O Pharmacy (name/phone number)
patient’s medications O Family provided list | Primary physician (name/phone number)

O Clinic note: date: O Patient verbal recall . )

O Obtaining history was not O Family verbal recall O Previous discharge paperwork (date: )
feasible (e.g., patient not O Other
conscious)

Signature of nurse verifying completion of the “Home*” Medication List

Date: Time:

PLACE AS THE FIRST SHEET BEHIND THE “MEDICATION” MEDICAL RECORD TAB
DO NOT THIN FROM CHART
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