
 

                  RHODE ISLAND VASCULAR INSTITUTE 
 
Pre-procedural Assessment 
Please complete this form and bring with you to the hospital on the day of your 
procedure. 
 

Name _________________________________________        Age _________ 
How do you wish to be addressed? __________________            Height _________  Weight _______ 
 
Planned Procedure ______________________________________________________ 
Circle procedure side (if applicable)   Right Left Both 
Doctor performing your procedure ________________________________ 
Family Physician _______________________________   Physician Phone # ______________________________ 
Do you speak English? _______    If not, what is your primary language? ________________________________ 
Do you live alone? ______  Who will help you at home after discharge? __________________________________ 
Whom should we contact in case of emergency? ____________________________________________________ 
What phone number can we use to reach your emergency contact? _____________________________________ 
Do you have any religious or cultural customs that would affect your care? ________________________________ 
___________________________________________________________________________________________ 
Please list the illnesses that you have had           Please list all medications you take and their doses. 
_________________________________           (Include prescription and non-prescription) (Or attach list) 
 
_________________________________ 
  
_________________________________ 
 
_________________________________ 
 
_________________________________ 
 
_________________________________ 
 
_________________________________ 
 
_________________________________ 
 
_________________________________ 
 
 
Please list any Allergies or reactions you may  
have had to medications, food, IV or CAT scan  
dye or latex. Describe the reaction. 
__________________________________ 
 
__________________________________ 

___________________ 
List any surgeries you have had and the approximate date it was performed 
____________________________________________     ___________________________________________ 
 
____________________________________________     ___________________________________________ 
 
____________________________________________       ___________________________________________ 

Medications Dose Times / 
Day 

   

   

   

   

   

   

   

 
 

  

 
 

  

   
 

  



 
 
Please answer the following questions 
 

 
 

Have you ever had heart trouble?  Yes   No 

     Murmurs / Irregular heart beat?  Yes   No 

     Congestive heart failure?  Yes   No 

     Leg swelling    Yes   No 

     Shortness of breath after climbing  

           1 flight of stairs?   Yes   No 

     Heart Attack?    Yes   No 

     Angina?    Yes   No 

     Stress Test?    Yes   No 
 
Have you ever been treated for High 

     Blood pressure?   Yes   No  

 

Have you ever had a stroke?  Yes   No 

     Seizures    Yes   No 

     Frequent headaches?   Yes   No 

     Neck or back problems?   Yes   No 

 

Do you have any lung diseases?  Yes   No 

     Asthma    Yes   No 

     Emphysema    Yes   No 

     Pulmonary embolism   Yes   No 

     Tuberculosis    Yes   No 

     Chronic cough    Yes   No 

     Sleep apnea    Yes   No 

     Abnormal chest x-ray   Yes   No 

     Do you smoke?   Yes   No    

     Smoked in the past?   Yes   No 

      How many packs per day?  ___________ 

      When did you quit?            ___________ 

 

Have you ever had liver disease?  Yes   No 

     Hepatitis    Yes   No 

     Jaundice    Yes   No 

     Cirrhosis    Yes   No 

     Do you drink alcohol regularly?  Yes   No 

           How much?    Per day____________ 

                                   Per week __________ 

     Have you ever used intravenous drugs?      Yes   No 

 
Do you have bleeding problems?  Yes   No 

     Clotting problems?   Yes   No 

     Sickle cell anemia?   Yes   No 

     Received a blood transfusion?  Yes   No 

 

 

Have you had recent weight gain or loss? Yes   No 

Do you have thyroid disease?  Yes   No 

Do you have diabetes?   Yes   No 

 Take Insulin?   Yes   No 

Have you ever had kidney disease?  Yes   No 

     Prostate Disease   Yes   No 

     Been on Dialysis   Yes   No 

 

Have you ever had stomach ulcers?  Yes   No 

     Hiatal Hernia    Yes   No 

     Esophageal reflux   Yes   No 

 

Have you had recent exposure to measles, 

     Mumps or chicken pox?   Yes   No 

     Have you ever been hospitalized for  

infection?   Yes   No  

     Are you HIV positive?   Yes   No 

 

 
Could you be pregnant?   Yes   No 

 

Do you wear glasses?   Yes   No 

      Contact lenses?   Yes   No 

 

Do you wear dentures?   Yes   No 

      Have  loose teeth?   Yes   No 

 

Do you use: 

     Wheelchair?    Yes   No 

     Cane or walker?   Yes   No 

     Hearing aids?             Left    Right                      No 

     Oxygen?    Yes   No 

     CPAP     Yes   No 

     Any other medical device?  Yes   No 
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