
 
 

 
ANESTHESIA QUESTIONNAIRE 

REQUIRED FOR ALL SURGERY PATIENTS 
 

Name                                                                                                                                  Date:  
 

1. What is your height? 
What is your most recent weight? 

______ft 
_______ 

______in 
lbs 

2. Have you had any cardiac event within the last 3 months (including heart attack/MI, cardiac 
stent placement, or cardiac bypass surgery)? � Yes � No 

            If yes, date of cardiac event: __________________ 

3. Have you had a stroke or TIA (mini-stroke) in the last 3 months? � Yes � No 
          If yes, date of stroke or TIA (mini-stroke):  

4. Have you had a seizure in the last 3 months? � Yes � No 
          If yes, date of seizure? __________________ 

5. Do you require continuous oxygen therapy for any breathing disorder (for example COPD, 
emphysema, pulmonary fibrosis)? � Yes � No 

6. Are you currently on any form of dialysis? � Yes � No 
7. Are you currently undergoing medical workup for chest pain, shortness of breath, abnormal 

heart rhythm, heart valve conditions, seizures, strokes/TIA(mini-strokes), or a clotting 
disorder? 

� Yes � No 

8. Do you have difficulty with shortness of breath or weakness doing everyday activities (such 
as walking, cleaning, showering, etc?) � Yes � No 

9. Have you been to a cardiologist in the last 3 years? � Yes � No 
           If yes, for what reason? __________________ 

10. Have you been hospitalized or evaluated in the ER for any reason within the last month? � Yes � No 
           If yes, then where? __________________ 

11. Are you currently receiving radiation or chemotherapy for metastatic cancer? � Yes � No 
12. Have you had an allergic or adverse reactions to the medications Versed (midazolam), 

Propofol, or opioid pain medications? � Yes � No 

            If yes, what medications? __________________ 
            What was the reaction you had? __________________ 

13. Have you ever been told that you are a difficult intubation or that a medical provider had 
difficulty placing a breathing tube? � Yes � No 

14. Do you have any of the following: � Yes � No 

    � Implantable Defibrillator    � Implantable Pacemaker    � Combined Defib/Pacemaker � None 
15.  Do you take Ozempic or Wegovy? � Yes � No 

 

 
 
 

THANK YOU! 
Please give this form to the technician or the doctor during your appointment. 

We look forward to seeing you at your upcoming Cataract Evaluation.  In an effort to ensure your surgery is 
scheduled at the appropriate location, please take a brief moment to fill out the anesthesia questionnaire below.  
Our technicians will collect this from you and your surgeon will review your answers. 

Anesthesia Questionnaire 11/22/2023 


	PRIOR TO CATARACT SURGERY
	If you are using prescribed eyedrops (NOT IMPRIMIS eyedrops), please follow the eyedrop instructions supplied to you by your surgical coordinator.
	If prescribed, discontinue Xiidra/Restasis/Cequa, in the surgical eye only, beginning the morning of surgery.  START XIIDRA, RESTASIS or CEQUA on:_________________in the _______eye only.
	SURGERY PREPARATION

	 Please follow the eye drop chart you were given at the time of booking. 
	DURING CATARACT SURGERY
	Prednisolone-Moxifloxacin-Nepafenac
	Eyedrops following surgery:

	PAYMENT IS DUE A MINIMUM OF 1 WEEK PRIOR TO SURGERY.
	AUTHORIZATION TO PERFORM SERVICES - Cataract Surgery with an upgrade

	Cataract Surgery with Advanced Presbyopia reducing Intraocular Lens and Monofocal Toric Intraocular Lens
	Informed Consent for Cataract Surgery
	WHAT IS A CATARACT?
	HOW WILL REMOVING THE CATARACT AFFECT MY VISION?
	UNDERSTANDING THE MAJOR RISKS OF CATARACT SURGERY
	UNDERSTANDING HOW VISION CORRECTION OF THE EYE WORKS
	LENS IMPLANT OPTIONS AND VISION AFTER CATARACT SURGERY
	FOR ALL DISTANCE AND INTERMEDIATE vision tasks.
	CHOICE #4 - I want to see clearly in the distance AND near with a reduced need for glasses.
	If you have an astigmatism and choose a standard lens implant, which is not designed to treat astigmatism, you will need to wear glasses for all distance, intermediate and near tasks.


	PATIENT CONSENT
	Lens Choice and Informed Consent for Cataract Surgery
	Please indicate which lens selection you and your doctor have agreed on. You only have to complete the section that applies to your agreed upon lens choice:
	For either of the STANDARD lens options above:
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