
This section to be completed by surgeon

Patient Name ___________________________________________________________________________________

Pre-Op Diagnosis ______________________  Proposed Surgery ___________________________________________________

Indications for Surgery: ____________________________________________________________________________________
 
This section to be completed by examining physician or surgeon

Allergies ________________________________________________________________________________________________

Medications and Supplements ________________________________________________________________________________
________________________________________________________________________________________________________
PAST MEDICAL HISTORY (Including active medical issues)
______________________________________________________________
____________________________________________________________
______________________________________________________________
PAST SURGICAL HX (Including any anesthetic related issues)
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________

PHYSICAL EXAMINATION 
HT: _________    WGT: _________    BMI: _________    AGE: _________   
B/P: _________    P:  _________    SaO2 :  _______ on room air 
GENERAL APPEARANCE: _____________________________________

IF NO SIGNIFICANT FINDINGS, CHECK BOX (Describe abnormal findings)

q  HEENT   ___________________________________________________
q  LUNGS ___________________________________________________
q  HEART ___________________________________________________
q  GI/AB  ___________________________________________________
q  GU  ___________________________________________________
q  BACK  ___________________________________________________
q  EXT  ___________________________________________________
q  NEURO  ___________________________________________________
 
IMPRESSION (Please sign below) 
After examining the patient and reviewing the preoperative data, I find this patient to be medically stable for the proposed surgery as an outpatient at Wills Eye Hospital.

Signature _________________________________________________  Date ___________________

Printed Name _____________________________________  Phone __________________________

DAY OF SUGERY PRE OP REVIEW BY ATTENDING 
I have reviewed this History and Physical and assessed the patient for changes since its performance. Based upon my assessment no changes have occurred and the 
patient may proceed with the planned procedure.

Signature _________________________________________________  Date ___________________

Latex Allergy:  q Yes  q No   Smoker:  q Yes   q No   ETOH:  q Yes   q No

Please check applicable boxes:
q  A normal healthy patient No organic, physiologic, or 
psychiatric disturbance; excludes the very young and very 
old; healthy with good exercise tolerance.
q A patient with mild systemic disease No functional 
limitations; has a well-controlled disease of more than one 
body system or one major system; no immediate danger 
of death; controlled congestive heart failure (CHF), stable 
angina, old heart attack, poorly controlled hypertension, 
morbid obesity, chronic renal failure; bronchospastic 
disease with intermittent symptoms.
q A patient with severe system disease Some functional 
limitation; has a controlled disease of more than one body 
system or one major system; no immediate danger of death’ 
controlled congestive heart failure (CHF), stable angina, 
old heart attack, poorly controlled hypertension, morbid 
obesity, chronic renal failure; bronchospastic disease with 
intermittent symptoms.
q If patient has pacemaker &/or defibrillator, a recent 
interrogation of the unit within the past 6 months is 
required including response to magnet. Please attach report.
q If patient is on Hemodialysis, recent post dialysis labs 
(including serum potassium & Hb) within the past 2 weeks 
is required. Please attach report.
q If patient has cardiac stenting, please describe type of stent 
and comment on plan for peri-operative anti-platelet therapy. 
q If patient has significant CARDIAC history, please 
attach most recent relevant cardiac studies (stress test, ECG, 
echocardiogram, cardiac cath, etc).
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PATIENT LABEL

History And Physical Evaluation Form
Please fax completed form to _______________________ 

(Name & Fax Number of Surgical Coordinator)
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GUIDELINES FOR OUTPATIENT
PREOPERATIVE TESTING

These laboratory guidelines have been selected as a minimum standard for routine procedures to be performed at this
center. Patients with complicated medical conditions may warrant further work-up as deemed appropriate by the primary
medical physician, surgeon and anesthesiologist.

1. CBC with or without differential
• Patients undergoing cataract or plastics are NOT routinely required to have this test, unless anemia is suspected.

2. PT/PTT
• If a coagulopathy is suspected or coumadin therapy.

3. SMA 7
• Recommended for patients with diabetes, renal disease, or taking diuretic therapy.

4. EKG’S
• Required for patients 60 years or older, and patients under 60 with hypertension, cardiac disease, diabetes, or renal disease.

5. Bleeding Time
• NOT required for routine surgery.

6. Chem 19/22
• NOT required for routine surgery.

7. Chest X-Rays
• NOT required for routine surgery

TESTING PERFORMED OUTSIDE WILLS EYE SURGERY CENTER WILL BE ACCEPTED UNDER THE
FOLLOWING GUIDELINES:

1. EKG tracings MUST have physician interpretations and be signed to be accepted.

2. The following expiration limits prior to surgery will apply: Bloodwork: 30 days
EKG: 6 months

3. Laboratory results must be reported on a Laboratory Reporting Form with documentation as to where and when the specimen 
was analyzed.

GUIDELINES FOR HISTORY AND PHYSICAL

1. The surgeon (physician of record) may complete the medical clearance H/P form for the patient, or defer it to the primary 
medical physician.

2. The H/P’s need to be done within 30 days prior to date of surgery.
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