PRINT NAME:

D.O.B.

YOUR CURRENT MEDICATION LIST

Prescription Drugs

or eye drops.

Please include all tablets, capsules, puffers, nebulisers, patches, diabetes medication, steroids, aspirin, blood thinners

Please consult your GP or Surgeon if you are unsure of any details about your prescribed medications or which
medications should be ceased prior to your surgery.

Medication

Strength

Route

Dose

Frequency

Non-prescription Medication

or vitamins, please specify:

If you are taking any non-prescription medication e.g. complementary therapies, natural therapies, herbal preparations

Name

Strength

Route

Dose

Frequency

DIETARY REQUIREMENTS

Do you require a special diet?

Please specify:

[ Yes

No

FAMILY SUPPORT

Do you live alone?

If not, with whom?

[] Yes

No

Who is your main carer?

COMMUNITY SUPPORT

Community Nursing

Community Aid

Were you receiving community support prior to admission? L] Yes
Please specify what type of support and how often:
Meals-on-Wheels

[] No

Home Care

DISCHARGE ARRANGMENTS

Who is to escort you home?

Name

Name

Relationship

Phone

Who will be caring for you in the first 24hrs following surgery?

Phone

Relationship

I have carefully read all the details in this document and | certify that all the information | have given on the Admission and
Medical History forms is correct and true to the best of my ability. | have read the Patients Rights and Responsibilities
and Privacy information in the patient booklet or on display in the Day Surgery.

Patient/Guardian Signature:

ADMISSION PATIENT HISTORY VER.4 28/9/07

Date:

0

\/
W@W\DAY SURGERY

HORNSBY

1a Northcote Road,
HORNSBY, NSW 2077

Telephone: 02 9476 2900
Fax: 02 9476 2921
info@hornsbydaysurgery.com.au

ADMISSION/PATIENT HISTORY

To facilitate a smooth admission, please note the following

IMPORTANT
Complete the following forms and forward to the San Day Surgery

Hornsby at least 3 WORKING DAYS prior to your admission.

Admission & Patient History (this form)
Consent and Doctor’s Referral (1 double-sided form)

® Your OPTIONS for forwarding the above forms are:

If your admission date is more than 5 working days away mail to the
San Day Surgery Hornsby, 1A Northcote Road, Hornsby, NSW 2077

OR

If you admission date is within 3 working days, fax to (02) 9476 2921
Please ensure that your name is clearly printed on each page of the form and bring the
original form with you on the day of surgery

OR

Hand Deliver to the San day Surgery Hornsby, reception

® The San Day Surgery staff will contact you between 4pm - 6pm, the working day prior to
your surgery. At that time we will inform you of your admission time, fasting instructions and
any expenses you may incur.

Note: Although we attempt to keep to scheduled times, please be aware that occasionally
unforeseen circumstances can cause delays in surgery times.



PRINT NAME: D.OB. / /
SURGEON: DATE OF ADMISSION:
Please tick the Yes/No box regarding your Medical History
PLANNED OPERATION: Have you had or do you now have:
YES | NO YES | NO YES | NO
Have you had a previous admission to the San Day Surgery Hornsby? [ YES [[] NO YEAR: Recent cold Stroke Are you pregnant?
_ o ) ) Bronchitis Glaucoma Previous blood transfusion
Have you had a previous admission to the Sydney Adventist Hospital? [ | YES [ | NO YEAR: Asthma Back injury/problems Contact lenses
) . Hayfever Convulsions /epilepsy Past history of drug abuse
TITLE (please tick) | SURNAME (please print) GIVEN NAMES DOB
Emphysema Polio, meningitis Do you drink alcohol /day
LIDr [ Ms X -
Om O M Shortness of breath Limb paralysis /weakness Have you had problems
5 ' 198 AGE SEX Any other lung problems Anaemia with anaesthetics?
Mrs M [TF Have you ever smoked? /day Jaundice, Hepatitis e.g.vomiting
ADDRESS MARITAL STATUS Do you presently smoke?  /day Thyroid trouble Any blood relatives with
[ ] MARRIED [ ] SINGLE Rheumatic Fever Diabetes controlled by: anaesthetic problems
] DIVORCED [ ] DE FACTO Heart murmur a) diet Anaesthetic within last 6 mths
POSTCODE [ ] WIDOW/ER [ ] SEPARATED High blood pressure b) tablets Do you have Creutzfeld -
HOME TELEPHONE WORK TELEPHONE MOBILE Chest pain, angina c) injection Jacob Disease (CJD)
Heart Attack(s) Do you have a LATEX Have you had:
Pacemaker allergy? a) Human Pituitary Growth
OCCUPATION RELIGION COUNTRY OF BIRTH LANGUAGE SPOKEN Palpitations Cancer Hormone prior to 19857
Kidney trouble Depression /mental illness b) Neurosurgery prior to
Arthritis Gastric ulcer/reflux 19857
"] INTERPRETER REQUIRED
PERSON FOR RELATIONSHIP ADDRESS TELEPHONE What is your HEIGHT: WEIGHT:
NOTIFICATION
Home: Please list any previous surgery or any other condition you have that may require further explanation
Work:
Mobile:
PRIVATE HEALTH FUND [ | YES [ ] NO MEMBERSHIP No. CONTRIBUTOR'S NAME
NAME OF FUND
MEDICARE No. VETERANS AFFAIRS? WORKERS COMPENSATION? [ | YES [ NO
Ll el [ [ | [ |e || yes EInNoO INSURANCE COMPANY
CARD No.
REF No. (Number next to your name) I_I
EXPIRY DATE [ ] GOD [ WHITE | CLAIM No.

ALLERGIES AND SENSITIVITIES

Please document any known allergies or sensitivities, e.g. medications, latex, food, plants, tape

TO BE COMPLETED ON ADMISSION
It has been fully explained to me that following a GENERAL ANAESTHETIC or SEDATION and a short stay in hospital

(either as a Day Surgery patient or Overnight Short Stay patient), it is inadvisable and dangerous to drive a motor

Allergy Sensitivity Reaction

vehicle or drink alcohol for 24 hours and that it is advisable that | remain in the care of a responsible adult for 24 hours

after anaesthetic.

| have been informed of likely costs and | accept responsibility for accounts rendered by the San Day Surgery Hornsby

Information on programs, services and activities of either the Sydney Adventist Hospital or the San Day Surgery Hornsby

may be sent to you. Please indicate with a X if you do not wish to receive this information. [

Patient Signature: Date:




