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                    Patient label - name 

Summerland Pre-Surgical Screening Questionnaire                          
 (PEDIATRIC 2-18years) 
 

PLEASE COMPLETE AND FAX BACK TO:  
250-763-5131  (Dr. Farquhar office) 

 
 

Anesthetic History of Patient 
Date:                                                                                                                                                                                                         Date:                                                                                                                                                                                                   

Date:  Date:  

 

Pt. or Family History Anesthesia Problems?    □ None    

□ Pseudocholinesterase Deficiency         □ Malignant hyperthermia    
 

Details/Complications:              

 

Was patient born prematurely?  □ Yes                    □ No                                     
 

SYSTEMS SUMMARY 

Cardiac                                                                                                                                             □  None                           

 Hypertension  Arrhythmia 

 Valve problems  Other 

 Murmurs   

Respiratory                                                                                                                                      □  None                                     

 Asthma (severity)  Recent URTI   

 OSA           □   Diagnosed    

Exercise Tolerance                                                                                                      □ 2 Flights stairs OK? 

Activity restrictions?                                                                                                                           □  None                                        

Neurological                                                                                                                                    □  None                                        

 TIA/CVA  Seizures/Head Injury 

 Migraines 

 Cerebral Palsy/Polio/Congenital/genetic 

 Other 

Endocrine/Auto Immune/Other                                                                                                     □  None                  

           Diabetes          IDDM  Type 2                    RA/OA/Joint Injury 
 Thyroid  GU/Renal/Continence Status 
 GERD/Hiatus Hernia  Clotting/Anemia/DVT/PE/Transfusion Hx 
 GI: Colitis/Crohn’s  Hepatitis/HIV 
 Chronic Pain  Organ Transplant 

Other: 

Allergies:            □  Latex                                                                                                               □  None                  

 

Medications:                                                                                                                                    □  None                  

  Drug                                             Dose          Freq      Drug                                    Dose        Freq     
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                     Patient label- name 
 

SUMMERLAND Pre Surgical Screening Questionnaire 
(PEDIATRIC 2-18years) 
                          

PLEASE COMPLETE & FAX BACK TO:  
250-763-5131   (Dr. Farquhar office) 

 
 

Cognitive/Behavioral:                                                                                                                      □  None                                        

                   Behaviorally challenged                                                                                                                                                     Mentally challenged 

 Anxiety/Depression  ADHD 

 Hx of physical attack on others  Autism  

Physical Examination                                                                                                                  
 Pulse HT  WT  BMI  

Head & Neck:  

Normal mouth opening:    □  Yes               □  No 

Heart: Lungs: 

Neurological: Other: 

Please attach any relevant investigations 

 
 

              
Physician Signature      Date Completed 
 
                     
Print Physician Name                                                                       
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