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Sedation Assessment 
Part 1: Patient to complete: 

Patient Name  Date  

Date of birth  Age  Gender M / F 

Contact phone 

numbers 
H W M 

Email Suburb 

Emergency Contact / Relation to patient / Phone: Translator req’d? / language? / Who? 

Do you / have you ever had any of the following? (Please explain) 
Illness, medical conditions or 

infectious diseases 
Yes / No 

Lung problems eg. asthma, emphysema, 

COPD 

Yes/No 

Take any medications, supplements 

complementary medicines 
Yes / No 

Heart valve problems eg. Rheumatic 

fever, heart murmur, endocarditis 

Yes/No 

On Ozempic, Mounjaro, Weygovy? Yes / No Heart disease / blood pressure: ↑ / ↓ Yes/No 

Drug reactions or other allergies Yes / No Brain disorders or mental illness eg. stroke, 

anxiety, depression, epilepsy, ADHD, autism 

dementia, psychosis, bipolar, schizophrenia,  

Yes/No 

Previous surgeries, sedations? Yes / No 

*Any problems, including cannulation? Yes / No 
Difficulty breathing through your nose, 

sinusitis, hay fever or mouth breathing Yes / No 
Bone problems eg. osteoporosis, arthritis 

/ artificial joints, neck mobility 

Yes/No 

Sleep apnoea or heavy snoring Yes / No Immune system disorders Yes/No 

Sleep head up / extra pillows Yes / No Cancer / Radiotherapy / Chemotherapy Yes/No 

Motion sickness (eg. Sea / car / air)  Yes / No Bleeding problems or DVT history Yes/No 

Recreational drug use (eg. smoke, 

vape, alcohol, other) & how much? 

Yes / No Stomach / bowel problems eg. reflux, 

ulcer, IBS, Crohn’s 

Yes/No 

Meal Habit: More 3meals/day or snack / graze? Diabetes / thyroid problems Yes/No 

Fainting or funny turns? Yes / No Liver / kidney / bladder problems Yes/No 

Wear contact lenses? Yes / No Females: Could you be pregnant 

Are you breast feeding 

Yes/No 

What is your weight?           kg Height:         m 

Details: Please also list all medications and when taken. Attach additional sheets if required: 

Why are you having sedation for this procedure? 

Appointment Details (if known) Sedationist:  

Practice  Dentist/Surgeon  

Planned procedures  

Appt: date, time, duration, quote  

Part 2: Patient Coordinator to complete: Name: _____________ Date: _________Sig:_____ 
Confirmed: Patient received instructions / consent _______Appointment details confirmed_______ 

Instructions reviewed: Fasting/Meds____ Carer/transport ____ Dress____ Consent____ Fees ____ 

Part 3: Sedationist to complete: Name: __________________________ Sig: _____________ 
Review done (date): _____________  Medical assessment & approval required? Yes / No 

Further instructions given (if req’d): ___________ ASA: ____ Fit to Sedate: Yes / No 
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