
  

DRAFT OBSTETRIC Theatre Pre-Operative Checklist v1 20190715 

 

       

 

 

      

 WARD THEATRE 

Identity Confirmed   

Notes   

Consent Form Checked & Correct   

Identity Band   

Allergy Band   

Drug / IV Chart   

Surgical Site Marked – Yes No N/A   

Fluid Balance Chart   

Peripheral Vascular Device Form   

X-Ray – if applicable   

Electrocardiograph (included)   

Make-up / Nail Varnish Removed   

Jewellery/Piercings Removed or Taped   

Dentures Removed    

Caps/Crowns/Loose Teeth Noted Yes No NA   

Hearing Aid/Glasses remain with patient   

Contact Lenses Removed    

Prosthesis removed (state where)   

Pacemaker – Yes or No   

Internal Metalwork Identified   

VTE Form Complete - Yes No N/A   

Compression Stockings – Yes or No   

Size applied on admission   

Bed Rails insitu – Yes or No    

Is the Patient diabetic – Yes or No   

Blood Results Available & Checked  
(Blood Group, FBC, MRSA) 

  

Type Specific Blood Cross Match Yes or No   
 DATE TIME 

Food Last Taken   

Drink Last Taken   

Passed Urine   

Bowel Opened   

Anti-coagulants stopped – Yes or No or N/A   

 

 

 

 

 

 

Patient Name / Label 

 

 

OBSTETRIC Pre-Operative 

Checklist 
Ward:    Date:    

MATERNAL VITAL SIGNS: Date:       Time: 
 
BP: 
 
Heart Rate: 
 
Oxygen Saturation: 
 
Respiratory Rate: 
 
Temperature: 
 
Weight (Kgs):  
 
BMI: 
 
BM (if applicable): 
 
Abdominal Palpation: 
 
Fetal Observations Performed: 
 
If LSCS for Breech Presentation, USS 
performed prior to surgery: 
  

Relevant Handover Information: 

Registered Practitioner in Theatre Check: DATE:     TIME: 

SIGNATURE:     PRINT NAME:   DESIGNATION: 

Registered Practitioner on Ward Check: DATE:     TIME: 
SIGNATURE:     PRINT NAME:   DESIGNATION: 

 

Operating Surgeon/Practitioner Check: DATE:     TIME: 

SIGNATURE:     PRINT NAME:   DESIGNATION:    

Ward checks completed and patient is ready to 
transfer to theatre 

THEATRE SUITE CONFIRMATION 
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