Beacon Orthopaedics Surgery Center

fax # 513-823-2887
Kirsten Hechler RN, BSN

Email khechler@beaconortho.com

Patient

D.O.B.

Surgery date

Surgical Procedure

Medical History

Circle if Applicable

Assessment

Previous Surgery YES o NO o

Sys NOR!ABN| Comments

List. |

Cold / Chronic Cough / Tuberculosis

HEENT

Bronchitis / Emphysema/ OSA

Asthma / Shortness of Breath

NECK

Rheumatic Fever / Heart Murmur

High Biood Pressure

CHEST

Swelling of Feet / Fluid in Lungs

Heart Attack

HEART

Allergies YES o NO

o= T NI w2 T ) R (.- 5% T Y T Y

Irregular, Fast Heartbeats

List;

<)

Bruises, Bleeding Easily

ABDOMEN

10 |Sickle Cell Anemia / Anemia

11 |Diabetic / Low Blood Sugar

EXTREM.

12 F’regnanf' No.of weeks

13 [Kidney Disease

M.D. Notes

Medications YES o NOCo

14 iJaundice / Hepatitis

List:

15 [Hiatal Hernia / Ulcer/ GERD

16 |Convuisioins / Epilepsy / Stroke

17 [Meningitis / Paralysis

18 |Back Pain / Slipped Disc / Arthritis

19 |Psychological Disease

20 [Thyroid Disease

21 |Glaucoma

22 |Skeletal Deformities/ Disease

23 {Loose Teeth / Caps on Front Teeth

24 |History Anesthesia Complications

Seif / Family

25 |Cancer / Leukemia / HIV

* K if on Diuretics

Smoker : Pack / Day

* EKG needed for 50 or older or

Family History:

Alcohal intake:

cardiac history

Drug Abuse:

Menstrual History:

Menopause:

Hysterectomy:

LMP

V3

Patient is medically cleared for surgery
YES o NO o

Height

Weight

Physician's Signature/ Date




TEL: 513.354.7657 FAX:513,823.2887
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BEACON ORTHOPAEDICS SURGERY CENTER )
PRE-OPERATIVE TESTING ORDERS FOR TOTAL HIP AND PARTIAL/TOTAL KNEE ARTHROPLASTY

*Please give this form to your Prlmary Care Physician to fill out and fax to Beacon within 30 days of your surgery, but
at least 7 days prior to surgerv ' :

Patient’s Name:

Pre—Opera'tive Diagnosis:

Surgical Procedure:

Surgery Date: __

Histawatﬁ#hysiealvw&h%n 30 udys of surgerydate _ .
Please draw’ the followmg iabs on EVERY patient within 30 days of surgery date

a. CBC w/dlfferentlal
b. BMP.

c PTT

d. PT/INR
- e. ALCTH diabetic

EKG -- A!i patlents 50. years of age or older regardiess of cardiac health w&thln 3 months or patients with
h;story of cardlac dlsease M, Angina, Stent placement or CABG

The foi_lowing is to be ordered by PCP and/or Anesthesiologist

C'he_s't_ )(-_Ray — Only if clinically indicated by changes in condition of the patient suggesting unstable
cardiac or pulmonary condition.

Other:

’7m

Physician Signature Date

***f the patient is on Warfarin, the PT/INR level should be drawn 2 days prior to their procedure
after stopping their Warfarin

**Fax all testing plus history and physical to (513} 823-2887 at least 72 hours prior to surgery date
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ANTICOAGULATION GUIDELINES EACON
NeuraX|a| Pl‘ Ocedures Orthapasdics & Sgors Medicine

Risk Spinal Hematoma with
Neuraxial Procedures*

D neuraxial | infection
; c _ : ar ne raxaarfnewecatheter pfacement

e B

lrnc::xr:u:narm (l.ovenox) — a0 mg 5G daz!y ' o e hours

i
i

Enoxaparln (Lovenox) — aO mg s5Q q h : ' ‘ = 24 hours

Enoxaparln (Lovenox) —-1 g mg (= :
or? mg kg 5Q qh : N ‘ =24 hours .

-Fcndapannux (Anxtra) IR R : 26-42 hours

:
Apixaban (thuls) ~25mg BID -5 mg BiD . 72 haurs

? R:vr;r;::xaban (Xarelto) - 15- ’JO mg dai iy . , 72 hours
Betrlxaban (Bevyxxa) —_ 8:) mg cias!y R . ) 72 hours

' Edexaban fSavaysa) - :JO 60 aale] dasl ] | 72 hours
Dablgatran (Pradaxa) - /5—-]50 mg BID E 5 days/120 hours

: Warfarm (Caumadm) ' R 4-5 days — verify normal INR ‘

May continue unless otherwise recommended by surgeon

7 days per surgeon recomimendation

/dlpyr damale (Aggrenox) ) : 24 hours

} : Cangrelcr (Kengreal) IV mfus;on - ' ‘ 3 hours

7 days

_ _ 10 days
T:_agreior(Brllmta) S C i 7 days

Cilostazol {Pletal) 4 days

risks with multlple thera
expert(s} as needed 2
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