Health Declaration
	Name
	Phone (home)

	Date of birth
	Phone (work)

	Address
	Phone (mobile phone)

	County
	
	Next of kin

	Country
	Phone (next of kin)


	Height (cm)
	Body weight (kg) 
	Age (years)

	
	 Do you have, or have you ever had:
	YES       
	NO

	1. 
	Cardiovascular disease (chest pain, high blood pressure, heart attack, blood clots other)
	
	

	2.  
	Respiratory disease (Emphysema, asthma, chronic bronchitis, other)
	
	

	3.  
	Diabetes
	
	

	4.  
	Kidney disease
	 
	

	5.  
	Liver-/gallbladder disease (hepatitis, jaundice, gallstones, other)
	
	

	6.  
	Gastrointestinal disease (peptic ulcer, gastrointestinal bleeding)
	
	

	7.  
	Contagious blood disease (Hepatitis B/C, HIV, other)
	
	

	8. 
	Rheumatoid Arthritis
	
	 

	9a. 
	Previous general anaesthesia or local anaesthesia?
	
	

	9b. 
	If YES: Any adverse reactions?
	
	

	10. 
	Are you taking any medications?
	
	

	11. 
	Allergies (Drug allergy/hypersensitivity, other)
	
	

	12. 
	Mental illness (Have you been admitted to a psychiatric hospital)?
	
	

	13. 
	Do you consume alcohol daily?
	
	

	14. 
	Do you smoke? If YES; number of cigarettes/ tobacco consumption pr. day:
	
	

	15. 
	For women: are you or is there a possibility you may be pregnant?
	
	

	16. 
	Other conditions, disease or information, which may be relevant?
	
	

	17. 
	Have you been admitted to a hospital the last 6 months?
	
	 


	Medications (name/dose):



	Further details:


Date: …………..........Signature:……………………………………………………………………

Anestesivurdering

	[  ]Til op.
	[  ]Til anestesivurdering
	[  ]Avvises

	BMI:
	ASA [  ]1  [  ]2  [  ]3  [  ]4
	[  ]Diktert

	Planlagt anestesi: [  ]TIVA  [  ]Spinal  [  ]Plexus  [  ]Lokal  [  ]Annet:

	Innhent epikriser/annet:



	Kommentarer



	Dato/sign (lege)



