
UTTAR PRADESH UNIVERSITY OF MEDICAL SCIENCES
SAIFAI, ETAWAH - 206130 (U.P.)

Hosp/Anes-38

Department of Anaesthesiology

Pre Anaesthetic Checkup (Outpatient)

Alerts! Blood Group

PAC Sr. No. .......................... IPD / OPD No. ........................................ Date :.............................

Name :..................................................... Age/Sex : .............Wt.(Kg).......... Height :............... BMI :...................

Address :...............................................................................................................................................................

...........................................................................................................Mob. No. ....................................................

Department :.........................................................................Admitted Under :.......................................................

Diagnosis :........................................................ Name of Operation:....................................................................

Presenting complaints :..........................................................................................................................................

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

History of present illness :.....................................................................................................................................

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

History of past medical illness :.............................................................................................................................

Obstetric History :..................................................................................................................................................

Medication History :...............................................................................................................................................

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

History of allergy :..................................................................................................................................................

History of anaesthesia & Surgery :........................................................................................................................

Physical Examination

General Condition: ..............................................................GCS:...................Pulse......................BP..................

RR :.................... SPO2 :.................... BHT :................................................METS.............................................

Pallor :................. Icterus :.................. Clubbing :............... Cyanosis :............... Edema :.................................

JVP :................... LNP :....................... Others :...................................................................................................

Systemic Examination:

Respiratory:...............................................................

GIT :..................................................................

CNS:..........................................................................

 

Cardiovascular:..................................................................

Urogenital :.........................................................................

Musculoskeletal/Spine:......................................................



Airway:
Mouth Opening :.................................................................... Oral hygiene :......................................................................

Mallampati Score :................................................................. Neck Movement :................................................................

ASA Status : I/II/III/IV/V/E...............................................................

Concerns :......................................................................................

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

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

Fitness of Anesthesia : (Provisional) : Y/N

Preoperative order

(1)  NPO before ............................ hours of Schedulded Surgery.

(2)  Written Informed Consent for Anaesthesia :.............................

(3)  Arrangement of Blood if any  :..................................................

(4)  Premedication :.........................................................................

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

(5)  Special instructions if any :.......................................................

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

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

Review :

Referred Consultations

Name & Sign. of Anesthesioiogist

Date:
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Investigations:

< <
Loose teeth :....................................................................... Buck teeth :..........................................................................

Tm Joint :............................................................................ TMD .....................................................................................

Patency of Nares :............................................................. H/O Snoring / OSA :..............................................................

Fixed

Removable

Partial

Complete

Teeth : Absent 

Artificial Denture 
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