
Temecula Valley Day Surgery
25495 Medical Center Drive STE 101, Murrieta, CA  92562

Name 

PATIENT INFORMATION

ADDRESS  

PLEASE FILL OUT ALL INFORMATION COMPLETELY

Last                                        First                                Middle
Birth Date            /         /

Month    Day    Year
Female Male Age

Street No. or P.O. Box City                                       State                               Zip

Home Phone (            ) Cell Phone (            ) SS #

Yes NoCurrently Employed? Single MarriedMarital Status? Separated Divorced Widowed

Patient/Responsible Party's Employer Phone

Employer's Address
Street No. or P.O. Box City                                       State                               Zip

Emergency Contact Relationship Phone

Spouse's Name Employer Phone

INSURANCE INFORMATION

Primary Insurance Co. Secondary Insurance Co.

Name of Policy Holder Name of Policy Holder

SS # DOB SS # DOB

ADDRESS  
Street No. or P.O. Box

City                                       State                               Zip

ADDRESS  
Street No. or P.O. Box

City                                       State                               Zip

Phone Phone

WORKERS COMPENSATON INFORMATION

Name of WC Ins. Co Contact Person

ADDRESS  
Street No. or P.O. Box

City                                       State                               Zip

Contact Person

Verified By Phone Injury Date

Claim/Case No

Y NCondition related to accident/ injury? Date of Occurence Attorney's Name (if any)

Consultation Requested By Name of Primary Care Physician

TO ENSURE THE BEST QUALITY CARE, WE NEED THE NAME AND CONTACT NUMBER OF THE INDIVIDUAL 
TRANSPORTING YOU HOME

NAME:

PHONE NUMBER:

I certify that the above information is correct; I also understand that even though I have some type of insurance coverage, I am responsible for 
payment of services.

Signature of Patient or Responsible Person: Date

Email Drivers License #



Patient Signature

MEDICATION RECONCILIATION LIST 
HOME MEDICATIONS

List Attached

ALLERGIES:

NO KNOWN DRUG ALLERGIES I deny taking any home medications

LIST OF CURRENT MEDICATIONS

Include oxygen, supplements, vitamins, and any other medications

Medication Dose Route How often Reason Dose May resume / date

for physician use only

RN Signature Date Time

NURSE IS TO READ BACK & VERIFY MEDICATION(S) AS STATED

Discharge Medication Information

No change to your current home medications. If you have any questions, please contact your doctor.

NEW Medication:

Medication Name Strength How to Take Reason for MedicationHow Often

I have reviewed this information with the patient / family

RN Signature Date TimePatient/Representative Signature

Date TimePhysician Signature

Phys:   
Age: DOB: 
Sex: 

DOS: ID / Visit:  / 



Name:______________________________________

Date of Birth:________________________________

PATIENT PRE-OPERATIVE QUESTIONAIRE
To be completed by the patient or their representative

General Information:
Allergies: No known allergies to medication I have medication allergies, please list:

YES  NO

I have had an unexpected problem during or after anesthesia or after surgery

I have had a family member who had an unexpected problem or died during anesthesia or surgery.

I have an Advance Directive. If I can’t make my own decisions, my decision-maker is:

I have had blood transfusions

I will accept a blood transfusion or blood products

Take or treated with steroids, cortisone, prednisone

I wear contact lenses 

I have dentures, partial, bridge, caps, or loose teeth

left eye right eye I have glaucoma

YearList of Past Operations List of Past Hospitalizations Year

Cold, flu, or other infection within the past two (2) weeks

Is there any chance you could be pregnant

Lung Disease (TB, bronchitis, asthma, emphysema, chronic cough)

Smoke, if YES how many packs per day?

Short of breath  
Sleep apnea     
Heart Disease (heart attack, heart murmur, rheumatic fever, heart failure)    

Irregular heart beat (atrial fibrillation, fast or slow heart rate)

YES  NO

Bleeding disorder or on blood thinners

Hepatitis, jaundice (yellow eyes/skin) or other liver problems

Neurological Problem: 

Kidney disease, infections, or nephritis

GI Problems such as:  
Immune disease (such as Lupus, porphyria),  muscle or nerve disease
Endocrine Problem such as: 

Back problems, herniated disc

DO YOU NOW OR HAVE YOU EVER HAD:

History of infection  
History of excessive alcohol, drug, or medication use/abuse

at rest or sleeping walking/exercising

Sleep with head up on pillows or in a chair  Use CPAP machine 
High BP Low BP

Paralysis or stroke, if YES date:         Epilepsy, Seizure, Fainting Spells

I am on dialysis

Additional information I want you to know about me . . .

Completed
by:

Print Name: Signature: Date:

If completed by someone other than the patient, please indicate your relationship:

Hiatal herniaHeart burn Irritable BowelStomach Ulcers

Low Blood SugarDiabetes Thyroid

HIVMRSA
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