To be completed by the patient and returned to
Dr. Anzarut's office [fax:250-597-1297 or
email: dranzarutplastics@gmail.com]

Sesfleld Surgical Cantre foaroi
Health Mistory Questionaire OR Date:
Surgeon: _Alexander Anzarut_ -
Hetght: Welght
Yes No Yes No
Jxidney Problems/Dislysis
~ |eteeding Disorders
|oiabetes
Thyrold Problems
JCOPD
|asthma
|emphysema
|Back/Nedk/loint prablems
Stroke
|Rhewmnatold Arthritis
WV
Yes No
Mave you smoked in the past 12 months? ~ |amount_
you use Maruana? |amoumey,
Do you drink Alhof? ~ |amount?
Have you ever used streat drugs? |
ofdrug:
Last use;

ALLERGIES / REACTION:

Name of responsible adult driver: Inume:




Pre-operative history and physicals for cosmetic
surgery are not insured services through MSP and
should be billed directly to the patient. The patient is
aware.

¢ surgical
m..w .« %}’ CE ntreSmc
FAX (250)-741-0225
PRE-SURGICAL HISTORY & PHYSICAL

NAME:

DATE OF SURGERY
SURGEON Alexander Anzarut, MD

PRE-OPERATIVE DIAGNOSIS:

REVIEW OF SYSTEMS:

E.E.N.T. Endrocrine:

Carciovascular: Neuro-psych:

Respiratory: Hematological:

Genito-urinary: Tobacco Use:
Gastro-intestinal: Alcohol Use:

ALLERGIES: Obstructive Sleep Apnea/CPAP:

FAMILY MEDICAL HISTORY:

PATIENT HISTORY:

MEDICAL:

SURGICAL

MEDICATIONS: _

PHYSICAL EXAMINATION: B BMI:

B.P___ RESPIRATIONS PULSE WEIGHT HEIGHT
Head & Neck: Abdomen:

Lymph Modes: G.U:

Chest: Extremities:

c.v: C.N.S:

ASSESSMENT SUMMARY:

PRE-OP TESTS ORDERED:
ALL PATIENTS OVER THE AGE OF 50 MUST HAVE AN ECG

Date Signature of physician Physician (print name)

Please FAX DIRECTLY TO SEAFIELD SURGICAL CENTRE (250)-741-0225 from

your office , fax to Dr Anzarut (250)597-1297 / dranzarutplastics@gmail.com and

provide a copy to the patient



	seafield patient history
	seafield pre-op history and physical



