Nanaimo Regional General Hospital
ANESTHETIC CONSULT REQUISITION FOR
OBSTETRICAL PATIENTS
Fax: 250-755-7679
(Please print clear and legibly)

Name:
PHN:
DOB:
Phone:

Today’s Date Referring provider:
Referring provider’s contact Fax
G P A L EDD (Book consult within

O Planned cesarean section/date

weeks of EDD)
O Planned vaginal delivery

Indication for anesthetic consult:
[ Back surgery or scoliosis

[ Diabetic O Type 1 [ Type 2

[0 Hematological Disorder

[ Increased BMI 2 40 (before or during pregnancy)
[ Language barrier

[ Malignant hyperthermia or family history of MH
[ Neurological Disorder

(] Placenta previa, accrete, percreta

[J Previous PPH requiring ICU admission

[J Severe respiratory/ cardiac disease

[J Substance use disorder

[ previous traumatic birth

(] Other complex medical conditions (please explain):

Appointment
date:

Time:

[J Patient aware

[J Faxed to referring provider
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