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	SURNAME                   MEDICAL QUESTIONNAIRE 
Please upload your medical questionnaire via the website.
https://www.
Or email to Drmickreid@gmail.com
 


	GIVEN NAMES

	DOB

	ADDRESS

	

	STATE                                                                         POST CODEPlease answer the questions by ticking the applicable boxes. Add any necessary details in the space provide. Where there is not enough space, please tick the box and attach an additional information sheet. This information is kept medical-in -confidence and temporarily stored in a digital document vault. 






	Name of your surgeon
	

	Date of Surgery 
	

	Hospital 
	

	Name of GP
	

	Age
	Height (cm)                                                                    Weight (kg)

	Do you have any allergies to medication, antiseptics (ie betadine), latex?

	Do you take any regular medication, including herbal supplements. If you need more space, please attach a list. 

	Have you or any member of your family had any problems with anaesthesia? If Yes - what happened?
Yes              No 



	Do you have any difficulty opening your mouth or have any limitations in neck movement?

Yes              No



	Have you been diagnosed with Rheumatoid Arthritis or Ankylosing Spondylitis?

Yes              No




	Do you have any of the following?

	High blood pressure
	Yes
	
	No
	
	Comments 
	

	Heart attack or angina
	Yes
	
	No
	
	Comments
	

	Pacemaker or Heart Valve problem
	Yes
	
	No
	
	Comments
	

	Asthma 
	Yes
	
	No
	
	Comments
	

	Chronic Bronchitits
	Yes
	
	No
	
	Comments
	

	Emphysema 
	Yes
	
	No
	
	Comments
	

	Sleep Apnoea 
	Yes
	
	No
	
	Comments
	

	Acid Reflex/heart burn
	Yes
	
	No
	
	Comments
	

	Hiatus hernia 
	Yes
	
	No
	
	Comments
	

	Diabetes 
	Yes
	
	No
	
	Comments
	

	Chronic Pain 
	Yes
	
	No
	
	Comments
	

	Blood Clots or bleeding disorder 
	Yes
	
	No
	
	Comments
	

	Anaemia 
	Yes
	
	No
	
	Comments
	

	Previous blood transfusion
	Yes
	
	No
	
	Comments
	

	Kidney condition 
	Yes
	
	No
	
	Comments
	

	Hepatitis or liver condition 
	Yes
	
	No
	
	Comments
	

	Is there a condition that runs in the family e.g thalassemia, muscular dystrophy
	Yes
	
	No
	
	Comments
	

	Rheumatoid arthritis 
	Yes
	
	No
	
	Comments
	

	Infectious Disease (HIV, Hepatitis or Tuberculosis
	Yes
	
	No
	
	Comments
	

	Are you pregnant 
	Yes
	
	No
	
	Comments
	

	Do you smoke or vape 
	Yes
	
	No
	
	Comments
	

	Do you drink alcohol 
	Yes
	
	No
	
	Comments
	

	Do you take recreational drugs
	Yes
	
	No
	
	Comments
	

	Form Completed by:
	Patient
	
	Carer
	
	Other (Please specify)
	

	Signature of person completing form:
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