
Nursing Pre-Admit Screening Flow Sheet
Treasure Coast Center for Surgery

1411 East Ocean Boulevard, Stuart, FL 34996
(772) 286-8026 Fax (772) 283-6628

Place Patient Label Here

CHECK ANY PROBLEMS/CONDITIONS WHICH PERTAIN TO THE PATIENT (Past or Present)

COMMUNICATION
� Speaks English

�

�

�

�

�

Language Barrier

Translator: __________

Slurred Speech

Other: ______________

______________________

Barriers to Learning

______________________

______________________

MOBILITY
�

�

�

�

�

�

�

�

�

�

�

�

No Problem

Numbness/Weakness

Paralysis

Pain on Movement

Gait Unsteady

Hx of Falls

Arthritis

Walker

Cane

Wheel Chair

Hx of Falls

Other ___________

REPRODUCTIVE
� No Problem

�

�

�

�

�

�

�

Discharge/Bleeding

Translator: __________

Date

LMP ___________ N/A

Pregnant

Hysterectomy

Tubal Ligation

Other ______________

ENDOCRINE
� No Problem

�

�

�

�

�

Thyroid

Diabetes

NIDDM/IDDM

Diet Control

Other ______________

NEURO/HEAD/NECK
� No Problem

� Stroke

� Seizures

� Dizziness/Fainting

� Freq. Headache/Migrains

� Cervical Problems

� Vertigo

�Muscle Disorders

� Tremors

� Paralysis

� Other ________________

________________________

MOUTH/STOMACH
�

�

�

�

�

�

�

�

No Problem

Ulcers

GERD/Indigestion

Nausea/Vomiting

Weight gain / loss

Hiatal Hernia

TMJ

Other _______________

VASCULAR
�

�

�

�

�

�

No Problem

Phlebitis

GERD/Indigestion

DVT

Neuropathy

Other _______________

______________________

EYE/EARS

�

�

�

�

�

�

�

�

�

�

No Problem

Vision Impaired

Glaucoma R L

Cataracts R L

Contact Lenses

Glasses

Hearing Impaired

Hearing Aids

Hard of Hearing

Other _______________

______________________

CARDIAC
�

�

�

�

�

�

�

�

�

�

�

�

�

�

No Problem

Hypertension

Chest Pain

CHF

Heart Surgery

Pacemaker/Defib

Heart Attack/MI

Bleeding Problems

Clotting Problems

Mitral Valve Prolapse

Any Value Replacement

Irreg Heart Rate

Atrial Fib

Heart Stents

RESPIRATORY
�

�

�

�

�

�

�

�

�

�

�

�

�

No Problem

Pneumonia

Emphysema/COPD

Asthma

Bronchitis

Cough

SOB

Sleep Apnea

C-PAP at home

O2 Use _____________

Inhaler

TB

Other _______________

BLOOD/LIVER
�

�

�

�

�

�

�

No Problem

Cirrhosis

Anemia

Bleeding Problems

Taking Coumadin

Taking Plavix / Aspirin

Other _______________

_______________________

SKIN PROBLEMS
�

�

�

�

�

�

�

No Problem

Rashes

Wounds

Breakdown

Hx of Bruising

Shingles

Other _______________

BOWEL
�

�

�

�

�

�

�

No Problem

Constipation

Diarrhea

Uses Laxatives

Ostomy

Abd Pain

Other _______________

_______________________

BLADDER/KIDNEY
�

�

�

�

�

�

�

No Problem

Dialysis

Incontinence

Stone

Prostate Problem

Hx Flomax Use

Other _______________

_______________________

BEHAVIORAL
�

�

�

�

�

No Problem

Anxiety

Depression

Claustrophobia

Other _______________

______________________

______________________

INFECTIOUS DISEASES
� No Problem

� Tuberculosis

� Hepatitis B or C

� HIV+

� AIDS

�MRSA act./hx

� Other _______________

SOCIAL HISTORY

Tobacco use anytime in the past year Yes No

Packs per day ____________

Quit __________________ X _________________ years

Alcohol Use Social Daily

Street Drugs __________________________________

� �

� � �

�

SUPPORT SERVICES

� �

� �

Lives Alone Lives with ______________________

Primary Caregiver ________________________________

Admitted from Nursing Home ______________________

Are there any situations in your life that makes you feel

unsafe or fearful. Yes No

If yes, refer to nurse: _____________________________

Are you allergic to Latex? No Yes reaction ________________________________________________

Are you allergic to Eggs? No Yes reaction ________________________________________________

Are you allergic to Soy? No Yes reaction ________________________________________________

Are you allergic to Shellfish? No Yes reaction ________________________________________________

ENVIRONMENTAL ALLERGIES ____________________________________________________________________

� �

� �

� �

� �

�

Allergies / Sensitivities (Reactions) � No known drug allergies = NKDA

� REFER TO MEDICATION RECONCILIATION FROM

DRUG REACTION DRUG REACTION

SURGERIES YEAR SURGERIES YEAR

(IF YES NOTIFY NURSE)



NursingPre-AdmitScreeningFlowSheet
TreasureCoastCenterforSurgery

1411EastOceanBoulevard,Stuart,FL34996
(772)286-8026Fax(772)283-6628

PlacePatientLabelHere

PatientName:___________________________________________________Age:__________Sex:MaleFemale

DOB__________________________________PriorVisit__________________SpokewithPatientor________________

Phone#Home____________________________Work_________________________Cell__________________________

Surgeon_____________________________________________Procedure_________________________________________

DateofProcedure_____________________________________ArrivalTime_______________________________________

Height______________Weight______________lbs/Kilo

��

*if>300poundsbringtoNursesAttention.

*Ifyestoeitherquestion-Bringtonursesattention

��

��

NOYESHaveyoueverhadaproblemwithanesthesia?Difficultyintubation,breathingdifficulty,highfever,other.

NOYESHaveanyrelativehadproblemswithanesthesia?

��

��

��

��

��

���

NOYESDoyouhaveaPrimaryCarePhysician?Who?____________________Ph#_____________________________

NOYESHaveyoubeentoanyphysiciantoget“cleared”forthissurgery?Who?___________________________

NOYESHaveyouhadanyblooddrawn,urine,oranyotherlabworkdone?Where?__________________________

NOYESHaveyouhadaEKGorothercardiactestingrecently(i.e.stresstest)?Where?__________________________

NOYESDoyouhaveanAdvanceDirective?______Bringacopyalong.

NOYESN/ADoyouhaveanMedicalPOA?______Bringacopyalong.

Comments:_________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

Anypatientwithserioushealthconditionsmustbeclearedpriortosurgery;ifpatienthadlabsandEKG,theyprobablyneedclearance

aswell.Ifpatienthasstated“noclearance”andhashealthconditions,refertoAnesthesiologist.Ifpatientreportsanyheartrelated

problemsviaseriousillnesses,surgeries,medications,refertoAnesthesiologist.

Arethereanymedicationsyourdoctorhadyoustopforthisprocedure?(Listabove)

Bloodthinners(Coumadin,Aspirin,Plavix,AspirinProducts,certainanti-inflammatories,vitamine,herbalremedies,etc.)Your
surgeonshouldhavegivenyouinstructionsaboutcontinuingorD/C;ifhehasntasyet,patientmustdiscusswithsurgeonASAP.

Diabetics:noinsulinordiabeticmedspriortoarrival;bringinsulinalongtheAMofsurgery.
Exception:SpecificM.D.ordersorforprocedures11:00AMorlater,refertoAnesthesiologist.STOPGlucophageand
Glucovanceone(1)daypriortogeneralanesthesia.

Takeheart,BPandotheroralmedstheAMofsurgerywithsmallsipofwaterifyounormallytakeintheAM.
___________________________________________________________________________Drugstobetaken.

��

��

NOYESAreyoutakinganydietdrugs?___________________________________________

NOYESAreyoutakinganyherbalremedies?_______________________________________

Allpatients:WecannotdoyoursurgeryunlessyouhavesomeonedriveyouhomeandstaywithyouuntilthefollowingAM.
WhowilldriveYou?_________________________________Whowillstaywithyou__________________________________

Doyoudesireandpermitthephysicianand/ornursetospeakwithisindividualabouttheoutcomeandplanafteryourprocedure?
NOYES

Patientsupto18yearsold.ItisMANDATORYthataparentorguardianremaininthefacilityduringtheprocedureandrecovery
time.

Wearcomfortableandlooseclothing.Nonakeup,hairpins,clipsorrollers.Nobuttondownshirts.

NoJewelry(exception-somepatientscantremovetheirweddingring,wewilltapeoverit).Wearenotresponsibleforanyarticles
ofvalue(likejewelry)thataregiventousatthecenter.DONOTBRINGVALUABLESWITHYOU(Ringsoneffective/operative
site,mustberemovedorcutoff).

��

�� NOYESDoyouwearglasses,contactlenses?Contactsmustberemoved.Bringcontainer/case.

Bringeyebagprovided(ifapplicable).

Bringyourinsurancecardstocopyforcorrectbillinginformation;bringco-paymentifinstructed.

BringphotoID

Walkerorcrutchesforarthroscopyprocedures;centerdoesnotprovide.

�� NOYESHaveyouhadinstructionsgivenabouthowtousecrutches/walker?(TCCSdoesnotdo)Ifpossibletowetshave
operativekneewithoutcuttingsite.

Doyouknowwherewearelocated?

AdultGeneral/MACanesthesia-NPO12midnight.Ifsurgeryscheduled1:00PMorlater,mayhave½to1cupofclearliquidup
to8:00AM.Ifasmoker,shouldnotsmokeDOS

Childrenuptooneyearofage-4-6oz.formulaorclearjuice6hourspriortoadmission;theNPO

EndoscopyNPO12midnightexceptforyourphysiciansspecificinstructions(i.e.prep)Clearliquidaincludeblackcoffee,tea,
gatorade,clearjuicessuchasapplejuiceorcranberry.Nocitrus;Nomilk;childrenshouldbringbottle,sippycup,specialtoyor
blanket.
Thelegallyresponsibleparentmustaccompanytheirchildandsignconsent;ifalegalguardian,bringdocumentsofguardianship.

Doyouhaveanyquestionsreguardingyoursurgery?

Phonenumberwhereyoucanbereachedsurgerydayintheeventofaschedulechange?_________________________________

IhanereviewedtheinformationpreviouslygiventotheCenterasdescribedabovebymeormydesignee,andtothebestofmy
knowledgetheinformationisaccurate.


