JULES STEIN PREOPERATIVE EVALUATION CENTER
Jules Stein Eye Institute
100 Stein Plaza, UCLA
Los Angeles, CA 90095

YOU MUST HAVE TRANSPORTATION ON THE DAY OF SURGERY—NO EXCEPTIONS
YOU MUST HAVE AN ADULT PICK YOU UP AFTER SURGERY (TAXI DRIVERS ARE NOT
ACCEPTABLE) OR YOUR SURGERY WILL BE CANCELLED

MEDICAL CONSULTANT CHECKLIST

Your patient is having eye surgery at the Jules Stein Eye Institute on

The type of surgery will be

The type of anesthesia will be: (') monitored local () local () general

So that the patient can be seen and assessed by the anesthesia department prior to the surgery date, please perform
the following preoperative evaluation:

1. Fill out the attached history and physical form and provide patient with a complete copy of ALL forms
and test results.

2. Please perform the following laboratory tests:

a. Healthy patients:
Male- Under 50 years old - H&P
Female-Under 60 years old- H&P

b. Healthy patients:
Male-50 years & older — H&P and EKG
Female-60 years & older - H&P, EKG

c. Patients with a history of anemia or bleeding tendency, cardiac, renal failure, or pulmonary disease,
hypertension, diabetes, chemotherapy in the last 6 months or other serious medical illness require:
Complete Medical Evaluation, H&P, EKG, Radiology, CBC and Lab work according to their

medical illness

3. Ifthe EKG is abnormal, please also send a copy of an EKG within the previous 6 months to 1 year. Our
anesthesia team will contact you in the event of a question and will evaluate the patient at their preop visit.
Please fax EKG tracing, with interpretation and old EKG if indicated
Stress Test/Echocardiogram: As indicated, please send any study done within 2 years

4.  Lab reports are good for one month. Schedule your appointment between:
EKG’s are good for six months.
H&P’s are good for one month.
CXR’s are good for six months. to

Once the above is completed, please provide the patient with a copy of all requested results. You may also FAX the
completed H&P along with the copy of the EKG tracing with your interpretation, lab values and x-ray reports (if

indicated) to the Jules Stein Preoperative Evaluation Center. FAX # (310) 206-8239

In any case, in order to avoid delays for our patients and referring physicians, we must have this information on or
before at so the patient can be evaluated by Anesthesia.

If there are any questions about the medical evaluation, call the Jules Stein Preoperative Evaluation Center at (310)
794-9665 or 794-9667.




Patient Name: AGE M/F
Date of Examination Date of Surgery:
Medical History:

Allergies: NKDA
Medications: both prescription and over-the-counter (including doses):
Alcohol Drinks per () None
Street drugs () Yes () No () Type:
Blood/Fluid Precautions: ( ) Yes ( ) No
Past Surgical History/ Type of Anesthesia/ Complications:
1.
2.
3.
4,
ROS: HEENT:
Sleep apnea or compromised airway () Yes ( )No CPAP: ( )Yes ( )No

02?2 ( )Yes ( )No

Cardiovascular:

Walk 1-2 blocks: () Yes ( ) No
Climb flight of stairs: () Yes ( ) No
Prior Ml () Yes ( ) No
Palpitations ( ) Yes () No
Prior CHF () Yes ( ) No If Yes, when?
Angina ( ) Yes () No
Angioplasty () Yes ( ) No If Yes, when?
CABG () Yes ( ) No If Yes, when?
Arrythmia () Yes ( ) No If Yes, when?
PVD () Yes ( ) No
Able to lie flat () Yes ( ) No Number of pillows:
Pacemaker () Yes ( ) No Last check date [ ]
Exercise Tolerance:

Respiratory:
COPD () Yes ( ) No
Chronic cough () Yes ( ) No
Productive ( ) Yes ( ) No
Smoker () Yes ( ) No Pack-years:
Other:

Gastrointestinal:
GERD () Yes ( ) No Controlled () Yes ( )No
Elevations of LFT’s () Acute () Chronic
Hepatitis () Yes ( ) No Type
Other:

Renal:
Dialysis () Yes ( ) No Number of years
CRI () Yes () No

Patient Name




Gyne:

Possibility of untreated pregnancy () Yes () No
Last menstrual period:
Endocrine:
Diabetes () Yes ( ) No
Graves () Yes ( ) No
Hypothyroid () Yes ( ) No
CNS:
CVA ( ) Yes ( ) No When? Residual?
Seizures ( ) Yes ( ) No Date of last seizure
Family History:
Family history of anesthetic complications ( ) Yes ( ) No
Other:
Physical Examination: BP Pulse RR T Wagt Ht:
HEENT:
Lungs:
Heart: Rate/minute: Rhythm:
Murmurs: () Yes () No IfYes, please attach last echo
Abdomen:
Extremities:
Neurological:
Laboratory: EKG Any change? Date:
ECHO Ejection Fraction Date:
Stress Test Date:
CBC: Lytes:
LFTs: TSH:

Patient’s medical condition is optimal for planned procedure: () Yes ( ) No

Recommendations:

Signature of examining physician: Date of exam:

Printed Name: Telephone :

H&Ps done by nurse practitioners and/or physician assistants need MD co-sighature. Thank you.
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