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NORTHSTAR SURGICAL CENTER, DEPT. OF LUBBOCK HEART & S 

PATIENT NAME 

ADDRESS 

SEX 

SOCIAL SECURITY # 

HOME PHONE: ( 

CELL PHONE: ( 

MARITAL STATUS: 

RACE: 

OCCUPATION: 

DISABLED: ( )YES 

RESPONSIBLE PARTY: 

ADDRESS: 

SOCIAL SECURITY # 

HOME PHONE: ( 
CELL PHONE: ( 

MARITAL STATUS: 

OCCUPATION: 

INSURANCE CO. NAME: 

)NO 

LAST NAME 

STREET 

( )M ( ) F 

FIRST NAME 

CITY 

DATE OF BIRTH 

WORK PHONE: ( 

EMAIL: 

M.I.

ZIP 

( )Single ( ) Married ( ) Divorced ( ) Legally Separated ( ) Widow 

( ) African American ( ) Caucasian ( ) Hispanic ( ) Asian ( ) Native American 

EMPLOYER NAME: 

ADDRESS: 

GUARANTOR INFORMATION 

LAST NAME FIRST NAME M.I.

ZIP 

SEX: () M 

STREET 

( ) F 

CITY 

DATE OF BIRTH 

WORK PHONE: ( 

( )Single ( ) Married ( ) Divorced ( ) Legally Separated 

RACE: ( ) African American ( ) Caucasian ( ) Hispanic ( ) Asian ( ) Native American 

EMPLOYER NAME:---------
ADDRESS: ----------

INSURANCE INFORMATION 

SUBSCRIBER (INSURED) ID#: 

GROUP NAME: 
---------

GROUP NUMBER:�·----------

SUBSCRIBER (INSURED) NAME: ________________ _ 

INSURED DATE OF BIRTH:--------

INSURED SOCIAL SECURITY #:--------

HOSPICE PATIENT ( )YES ( )NO 
SKILLED NURSING FACILITY PATIENT ( )YES ( )NO 

SEX: ( ) M ( ) F 

Physician Name: 
Date of Service:----------

***IF THE ANSWER TO EITHER QUESTION IS YES 
PLEASE SEE RECEPTIONIST*** 



NORTHSTAR SURGICAL CENTER 

ANESTHESIA QUESTIONAIRE 

Name 

Name of Surgeon 

o No Known Drug Allergies

Allergy _______ _

Allergy _______ _

Allergy _______ _

Allergy _______ _

Allergy _______ _

Medication Dose 

Reaction 

Reaction 

Reaction 

Reaction 

Reaction 

Frequency 

Surgery 

Medication Dose Frequency 

Please circle any of the following medical conditions that apply to you: 
Heart Problems I High Blood Pressure I Stroke I Diabetes I Breathing Problems I Sleep Apnea I 

Bleeding Disorders I Seizures I Reflux I Hepatitis I HIV/AIDS I Migraines I Neurological Disorders 

Arthritis/Lupus I Kidney Problems/Dialysis I Cancer I Psychological Diagnoses I Chronic Pain 

Please circle any of the following that apply to you: 
Pacemaker I Defibrillator I Dialysis shunt J IV Catheteer I Ostomy I Hip Replacement I Knee Replacement 

Heart Valve Replacement I Heart Stents I Artificial Limbs I Amputation I Dentures/Partials 

Braces/Retainer I Loose/Chipped/Missing Teeth I Hearing Aid I Contacts I Walker/WC/Cane 

Have you ever had any trouble with anesthesia? 
Nausea/Vomiting I Delayed Awakening I High Fever (Malignant Hyperthermia) I Intubation 

Explain:--------------------------------

Please list any surgeries that you have had: 

I I 
Do you drink alcohol? _____ Smoke? ______ Illegal Drugs? _____ _ 

How much?------------------------------

Is there anything you would like for your anesthesia doctor to know? 
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