
PRE-ADMISSION 
BOOKLET

The following forms should be completed and returned as  soon 
as possible prior to your admission: 

Request for Admission & Consent Forms (pages 9, 10 and 11) to be completed by 
your referring doctor. 

Pre- admission form (pages 13 & 14) 

Patient History form (pages 15 & 16) 

Completed forms should be returned to: 

Adelaide Day Surgery, 18 North Terrace, Adelaide SA 5000 
OR 
Fax: 08 8239 4910 
OR 
Email: reception@adelaidedaysurgery.com  
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Adelaide Day Surgery

Adelaide Day Surgery is proud to be fully accredited to ISO 9001:2008 and to have contracts with all Health 
Insurance Providers.
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To be completed by Patient or Doctor 
Please PRINT clearly 
We depend on you to provide accurate health screening information to assist with planning for your admission and caring for you during your stay.                                                                                              

         
What is your   
Weight: 

  
                             

kilos
 

Height:                      cm 

Anaesthetics 
Have you had an anaesthetic before?

 
Yes No 

  
Have you, or any blood relatives, had problems with 
anaesthetics in the past? 

Yes No 
  

Cardiac 

Have you ever had a heart attack? Yes No Year? 

Have you ever had heart surgery? Yes No Year? 

Do you have a pacemaker/internal defibrillator? Yes No 
Make:                           Model:                    
Last Checked   /  /  

Do you have a prosthetic heart valve Yes No 
 

Do you have cardiac stents Yes No 
Type:   Bare Metal or Drug 
Eluting?     Date Implanted    /  / 

Do you have angina? Yes No   

Do you use: Glycerol Trinitrate Patches? Yes No   

  Sublingual Spray? Yes No Please bring spray with you 
Do you have any other heart problems?  Yes No If Yes, please specify: 

  Palpitations Yes No   

  Irregular heart beat Yes No   

  Rheumatic fever Yes No   
Tendency to bleed, clot or bruise easily? Yes No 

 
Have you ever had high blood pressure? 
 

Yes No 
  

Respiratory 

Do you Smoke?  
Yes No 

Daily amount   
or date ceased      /     /      

Do you have: Asthma, Bronchitis, Hay fever? Yes No   

  Emphysema? Yes No   

  Sleep Apnoea? Yes No   
Do you use a nebuliser, puffer or EPAP/CPAP machine, 
home oxygen? Yes No 

If yes, please specify:  

Please bring puffers with you 

Have you ever had throat, nose or lung surgery? Yes No   

Have you ever tested Positive to Tuberculosis? (TB) Yes No  

Diabetes 

Do you have diabetes?  Yes No   

If Yes,    Type I        Type II    Unsure        
Controlled by: Diet           
Tablet            Insulin    

If you take insulin have you spoken with your GP or 
diabetes specialist about your surgery? 

Yes No 

  

If No please call them for advice.        

Gastrointestinal 

Have you ever suffered from reflux or heart burn? Yes No   

Do you have hiatus hernia/ gastrointestinal ulcers? Yes No 
 Do you have any special dietary requirements? Yes No   

Do you have a gastric band in place? Yes No   

If Yes, is your admitting surgeon aware of this Yes No 
  

 
 
 
 
 
 
 

Skeletal/ 
Mobility 

 
 
 
 
 

Do you have Back/Neck/Jaw problems? Yes No   

Have you ever had Back/Neck/Jaw surgery? Yes No   

Do you have arthritis? Yes No 
 Have you had joint replacement? E.g. Hip, Knee Yes No   

Have you experienced fainting, dizziness or fallen in the 
last 12 months? 

Yes No 

 Do you use: Walking stick, Crutches, Walking frame? Yes No   

Do you use a wheel chair? Yes No   

Can you weight bear?  Yes No   
Level of assistance required to transfer from wheel chair? 
 

 

 
PATIENT HISTORY FORM 

PATIENT NAME

.................................................
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