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Past Medical History: 

Yes No 
  Abdominal aortic aneurysm 
  Adrenal disease 
  Alzheimer’s disease/dementia 
  Anemia 
  Arthritis 
  Asthma 
  Bleeding Disorder 
  Blood clots/DVT 
  Cancer 
  Carotid artery disease 
  Crohn’s disease 
  COPD 
  Congestive heart failure (CHF) 
  Coronary artery disease 
  Diabetes Type I or Type II 
  Emphysema 
  Fibromyalgia 
  Epilepsy/Seizures 
  Heart attack/MI 
  Heart murmur 
  Heartburn, reflux, or GERD 
  Hepatitis 
  Liver disease 
  High blood pressure 
  High cholesterol 
  HIV/AIDS 
  Irregular heartbeat 
  Kidney disease 
  Lung disease 
  Supplemental oxygen 
  Malignant hyperthermia 
  Metabolic disorder 
  Osteoporosis 
  Pacemaker/Defibrillator 
  Pulmonary embolus 
  Rheumatoid disease 
  Serious infection 

 
Yes No 
  Sickle Cell disease 
  Sleep apnea 

 Yes, Use CPAP at night 
  Snoring 
  Spine/Neck disorders 
  Stomach ulcers 
  Stroke 
  Thyroid disease 
  Vascular disease/stents 
  Other    

 
Past Psychiatric History: 
Yes No 
  Anxiety 
  Bipolar Disorder 
  Depression 
  OCD 
  PTSD 
  Suicidal Ideation 
  Previous Ketamine therapy 
  Other    

 
Social History: 
Yes No 
  Smoke tobacco 
  Use Alcohol 
  Use Illegal drugs 
  Other    

 
Drug/Food Allergies:  None  Yes 
If yes, list name and reaction below: 

 
 

 

 

 

 

 

Last Name:  First Name:    DOB:  Age:   
Gender:  M / F    Height:        _ft          in     Weight:  lbs.  Assistive Devices: No  Yes,     
Preferred Care Provider:  ______________Mental Health Provider:      
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Previous Surgeries/Procedures:  None Year 
 
 

 

 

 

Anesthesia History:  None 
Please explain any yes answers below 
Yes No 
   Have you had general anesthesia or sedation before? 
   Did you have any complications with the anesthesia? 
  Were you told it was difficult to insert the breathing tube? 
  Have any of your blood relatives had problems with anesthesia other than nausea or slow 

awakening? 
Explanation:   

Previous Hospitalizations:  None Year 

 

 

 

 

 
 

Current Medications (Prescribed/OTC/Supplements):  None 
Medication Dose Directions for Use Reason 

 
 

 

 

 

 

 

 

 

 
 

 

I understand that withholding any information about my health history could jeopardize my safety. Therefore, I 
have completed/reviewed this health history carefully and have answered all questions truthfully and to the best 
of my knowledge. I hereby give permission to Mobile Anesthesia Care to discuss/share/obtain pertinent medical 
information with the below provider(s) and/or hospital as needed. Check all that apply below: 
 PCP (as listed on page 1)  Psychiatrist (as listed on page 1)  Hospital/Other:    

 
Patient Signature:  Date Completed:    
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