
PATIENT INFORMATION SHEET 

Patient Name: 
Last 

Local Mailing Address: 

Daytime Phone: ( 

Social Security # 

First Middle Initial Maiden Name 

Street# / Apt# City State Zip 

) Alternate Phone: ( ) 

Date of Birth: mm/dd/yyyy 

EMERGENCY CONTACT INFORMATION 

Name: 

Relationship: 

Phone: 

Mobile: 

Address: 

Place Patient Label Here 



LAKE MARY SURGERY CENTER - Pre-Anesthesia Assessment 

The amount of medication given to you during your procedure is adjusted according to your height 
and weight. 
(La cantidad de medicacion dada a usted durante su procedimiento es ajustada segun su a/tura y peso). 

Current: Height? 
Altura? 

Weight? 
Peso? 

Age? 
Edad? �--------� 

Have you had surgery before? Yes D 
Ha teniedo usted cirugia antes? Que c/ase? 

No D If so, when and what kind of surgery? 

Have you or any members of your family had problems, INCLUDING FEVER, with prior anesthetics? 
Usted o a/gun miembro de la familia a tenido problemas despues de cirujia,inc/uyendo fiebre con anestesicos previos? 
Yes D No D if yes, explain: 

Explicar? 

Have you had any drug reactions or drug allergies? Yes D No D 
Ha teniedo usted alguna a/ergialreaccion a a/gun medicamento? 

If yes, please list the drug and describe the reaction 
Describa la medicina y la reaccion 

Circle if you have any of the following allergies: Circule si usted tiene alguna alergia a: Iodine/Betadine (yodo l 

betadine) Seafood / Shellfish (mariscoslmarisco) Morphine / Demerol (morfina I demoroljSulfur I Eggs (azufre I huevos) 

Do you have or have you had any of the following? 
Tiene usted o ha teniedo usted alguno de las siquientes? 

A. Thyroid or goiter problem 
(Problemas de la Tiroide o boc 

s 
io)

B. Diabetes or hypoglycemia
(Diabetis o hipog/ucemia)

C. Epilepsy or seizures
(Epilepsia o convu/ciones)

rokeD. High blood pressure or st 
(Precion a/tao ataque de co razon )

Ive prolapse

Yes No If Yes give additional information ' 

E. Heart disease or mitral va 
(Enfermedad def Corazon o pro/apso de la valvula mitral)

F. Chest pain or angina
(Dolor de pecho o angina)

G. Lung disease or emphyse 
(Enferrnedad de pulmones o e 

ma 
fisema) 
r shortness of breath H. Chronic cough, asthma, o 

(Tos cronica, asma o fa/ta de o xigeno)
I. Hepatitis, cirrhosis, or jau 

(Hepatitis, cirrosis o ictericia)
ndice 

J. Kidney disease
(Enferrnedad de las Riflones)

K. Ulcers or hiatal hernia
(U/ceras o hernia hiatal)

ase L. Anemia or sickle cell dise 
(Anemia o enferrnedad de cicle 

M. Recent weight loss
(Perdida de peso?)

mia) 

? Are you now or have you ever been m a drug recovery program . Yes D No 

Usted ah sido recluido en un programa de reabilitacion par drogas? 

Do you drink more than 2 alcoholic beverages daily? Yes D No D If so, how many? 
-----------------------, 

Usted consume bebidas alcholicas mas de 2 veces al dia? 

[
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AGREEMENT TO MEDICAL AND SURGICAL PROCEDURES: The undersigned agrees to the procedures which may be performed including 
but not limited to laboratory, radiology, medical or surgical treatment or procedures, anesthesia or outpatient services rendered to the patient under 
the general and special instructions of the patient=s physician. 
INFORMATION FOR CONSENT: I understand that my physician has determined that the procedure(s) to be performed may be beneficial to me. 
All surgical operations, diagnostic and therapeutic procedures involve risks of unsuccessful outcomes, complications, injury or even death from both 
known and unforeseen causes. No warranties or guarantee has been made as to result of care. As a patient I understand I have the right to receive as 
much information as I need in order to give informed consent or to refuse the recommended course of treatment. Except in emergencies, my 
physician should describe in language I can understand, the nature of the ailment and the nature of the proposed procedure, the material risks or 
dangers involved, the alternate courses of treatment or non-treatment, including the respective risk of unfortunate consequences associated with the 
procedure, and the relative probability of success of the procedure. Ifl have questions, I understand I am expected to consult with my physician(s) 
prior to giving my consent to any procedure. I understand I have the right to consent or refuse any proposed procedure prior to its performance. 
ACKNOWLEDGMENT OF INFORMED CONSENT: I certify that I fully understand the necessity, nature and risks of the procedure(s) for 
which I have given consent to my physician, as well as the treatment alternatives; the explanations to any questions I may have had are understood by 
me; all my questions have been answered; and my consent was given freely, voluntarily and without reservation. I understand that I have the right to 
refuse medical and surgical procedures and treatment. 
ADULT COMPANION: I understand that I am required to have a competent companion accompany me after my procedure and that I will be 
released to that person=s custody and must rely on him/her for my return home and supervision as instructed. 
OBSERVER AND/OR FILMING: I agree an observer or clinical or technical representative(s) may be present for my procedure at my physician=s 
direction. I understand a video tape or a film may be made of all or part of the procedure for research, training, or medical records. 
LABORATORY TESTING FOR EXPOSURE TO INFECTIONS: In the event of blood or fluid exposure to medical personnel involved in my 
care, I authorize and consent to the drawing of my blood for the purpose of conducting HIV or Hepatitis testing. In the event that such exposure does 
occur, I will be notified and the exposure will be recorded in my medical record. I understand that the test is not 100% reliable and may, in some 
cases, indicate a false positive or a false negative. A second test may be necessary to confirm results. If there is a positive test result, health care 
practitioners who were directly responsible for my care will be informed of this result so that proper treatment can occur. My identification and 
results of the test are confidential and protected against further disclosure to the extent provided by law. 

AUTHORIZATION: Having read and fully understood the above, and having received and fully understood information from my physician, I 
hereby authorize my physician and any of his/her associates or assistants to perform the above-named procedure(s) and to provide additional services 
as may be deemed medically reasonable and necessary, including, but not limited to: 
1) Those resulting from conditions or discoveries, which in the opinion of the professional make a change or extension advisable.
2) Administration and maintenance of anesthesia considered necessary or advisable by the professional responsible for such services.
3) The implant of medical devices.
4) Services involving pathology and radiology.
5) Related follow-up care.

I hereby acknowledge the above statements. 

Patient Date Witness Date 
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(In the event the patient isa mino;, unconsci;us, or is oth�f\\'l�e not competent to acknowle<lg;;���derstanding du� t�physical or mental 
condition, complete the following.) 
If patient's personal representative, state relationship and 
authority: 

Patient's Representative Date 

MED RECORDS 300C Clinical Admission Form 

Witness Date 

PLACE PATIENT I.D. LABEL HERE 
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460 St. Charles Court

Lake Mary, FL 32746

The Lake Mary Surgery Center is committed to providing you with quality 

customer service. Our commitment to service means that we strive to provide 

quality service in a timely fashion, and to meet the overall satisfaction of all of our 

patients. 

We need the same level of commitment from our patients, with regards to 

keeping scheduled appointments. If you are unable to keep your scheduled 

appointment, you must notify the surgery center 24 hours in advance. 

Appointments that are not cancelled 24 hours in advance, will be considered to 

be a no show, and assessed a $50.00 fee after two (2) no show appointments. 

To cancel or re-shcedule an appointment, please call (407) 585-0263.

Customer Signature Date 












