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246 Portage Avenue                       Phone: (204) 779-7779 

Winnipeg, MB R3C 0B1                 Fax: (204) 594-5768 

www.greenwoodsdental.com           Email: SurgicalServices@greenwoodsdental.com 

__________________________________________________________________________________________________________ 

Pediatric Day Surgery Pre-Operative Assessment 
THIS PAGE IS TO BE COMPLETED BY PATIENT’S PARENTS 

Patient’s Name: _______________________________________  Date of Birth: ______________________________  

Address: _____________________________________________  Phone: ___________________________________ 

Planned Dental Treatment: ____________________________________________________________________________________ 

1. Has your child been seen or treated in a hospital?  Yes / No 
  If yes, when? 
__________________________________________________________________________________________________________ 

2. Any complications?  Yes / No 
If yes, please describe: 

__________________________________________________________________________________________________________ 

3. Has your child ever had an anesthetic?  Yes / No 

4. Did your child have any problems with an anesthetic? Yes / No 
If yes, please describe: 

__________________________________________________________________________________________________________ 

5. Has anyone in your family had a problem with an anesthetic? Yes / No 
If yes, when? 

__________________________________________________________________________________________________________  

6. Does your child have any allergies?  Yes / No 

If yes, please describe: 
__________________________________________________________________________________________________________  

7. Was an allergy due to:  a) medicine Yes / No  if yes, please describe: ______________________________ 
    b) food  Yes / No  if yes, please describe: ______________________________ 
    c) other  Yes / No  if yes, please describe: ______________________________ 

8. If your child has an allergy, do they have:  a) rash or hives  Yes / No   
      b) trouble breathing Yes / No    
      b) high fever  Yes / No     

9. Has your child had a cold or cough in the past week? Yes / No  if yes, please describe: _______________________ 

10. has your child been exposed to any infectious diseases in the past month? (e.g. chicken pox, measles, etc)    Yes / No 
If yes, please list: ______________________________________________________________________________ 

10. Does your child have:    a) breathing problems  Yes / No  if yes, please describe: _______________________ 
    b) heart problems Yes / No  if yes, please describe: _______________________ 
    c) seizure disorder  Yes / No  if yes, please describe: _______________________ 
    d) developmental delay Yes / No  if yes, please describe: _______________________ 
    c) diabetes  Yes / No  if yes, please describe: _______________________ 
    c) other   Yes / No  if yes, please describe: _______________________ 

11. Is your child receiving any medication now? Yes / No  if yes, please list: __________________________________ 

12. does your child or anyone in the family have a bleeding problem?  Yes / No 
If yes, please describe: 

__________________________________________________________________________________________________________ 
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__________________________________________________________________________________________________________ 

THIS PAGE IS TO BE COMPLETED BY A PHYSICIAN 

 
Height: ______________________    Weight: ___________________  

Temperature: ________________    Pulse: _____________________  

Respirations: _________________    Blood Pressure: _____________ 

Hemoglobin: _________________    Sickle Cell Test: _____________  
 

Physical Exam:______________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

Nose and Throat: ___________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

Heart: ____________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

Lungs:_____________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

History of Present Illness: _____________________________________________________________________________________ 

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________ 

Diagnosis: __________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Proposed Procedure: _________________________________________________________________________________________ 

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________ 

 

Date: _______________________________________  Physician’s Signature: ______________________________ 

         

Physician’s Name: _________________________________ 
           (Please Print) 
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