
PARENTS/LEGAL GUARDIANS DETAILS

Name

Relationship to Child 

Do you have legal responsibility for the child                     Yes  ■ No ■

If no’ who is legally responsible ?

Address (if different to child)

Telephone Numbers

Home

Mobile                                                                                  Work    

Most reliable number to contact                                               Social Worker

TO BE COMPLETED BY SURGEON

OPCS Code Priority  ■ Urgent  ■ Routine  ■ Time frame  ■

Not suitable for registrar           Yes ■ No ■

Consultant Surgeon Case listed by

Date Diagnosis        

Planned Op:

Diagnostic:  ■                   Treatment: ■  

Estimated duration of surgery (excluding anaesthesia):    

Source of Referral  

X-ray required:  

Special Equipment: 

Admission Area:          Day              23.59                Inpatient                        Dental

OWL                 OWL                      OWL                       Chair   OWL   INPT

■ ■ ■ ■ ■ ■

Potential for Pooling

Consultant Surgeon           Yes ■ No ■

Parent/Guardian                Yes ■ No ■

Dates Unavailable:

From                        To  From To  

TCI                                                                        TCI Cancellation (reason)  

TCI                                                                        TCI Cancellation (reason)  

SOCIAL QUESTIONNAIRE

Please answer all questions

YES NO
Can you make arrangements for someone to collect you and your child, take you home following 

discharge ?

DETAILS
Name of person accompanying child on day of admission (parent or legal guardian)

Name of person caring for the child 24 hours after the operation if different from parent

I confirm to the best of my knowledge the above information is correct.

Signature Date 

Please give the completed form to the Pre-Op Assessment staff before

leaving the clinic

Paediatric Surgical Booking Form & Health Screening Questionnaire

Addressograph

Pre-operative Plan

Anaesthetic Review

Paediatric Booking form 12/16Paediatric Booking form 12/16



Health YES NO

Snoring/obstruction sleep apnoea/noisy breathing

Asthma/recurrent chest infections/breathlessness

Heart murmur/heart surgery/irregular heart beat

Fits and convulsions/other neurological disorder

Diabetes

Kidney or other urinary disorder

Jaundice or other liver disease

Acid reflex or other gut problems

Anaemia or blood disorders including sickle cell disease/thalaessaemia

Bleeding disorder/excessive bruising

Muscle disorder/weakness or skeletal deformities

Genetic abnormality or special needs/disability

Thyroid/other endocrine or metabolic disorder/or serious illness 

HEALTH SCREENING QUESTIONNAIRE
This form must be filled in today before your childs operation can be booked.

Does your child have or has ever suffered from any of the following? 

Does your child take any medication/tablets or herbal remedies?

Is your child able to take tablets?       Yes No

YES NO

Loose teeth/caps/crowns

Wear hearing aid/contact lenses

Drink alcohol/smoke/take recreational drugs (Note this document is

confidential

Was your child born premature

Has your child received any recent vaccination

Is your child due any vaccination

TO BE COMPLETED BY PRE-OP ASSESSMENT NURSE

HEIGHT

WEIGHT

BMI

Plotted Centile 50th Centile for Age

Date of last menstruation period:

If the answer to any of the above is yes please give details:

Does your child have any allergies/intolerance to drugs, sticky tapes, food, latex? (please
describe reaction)

Has your child had any previous operations/admission to date ? (please give deatails)

Has your child or your family had anaesthetic problems? (please give details)

Do you/your child understand the operation that is planned?

Does your child have any specific worries or fears regarding this procedure?
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