
 

Surname  Telephone  
First name  Mobile  
Title  E-mail  
Public insurance  Profession  
Private 
insurance 

 Employer  

Insurance 
number 

 Family doctor  

Date of birth  Recommendation from  
Adress  
  

 
 

Allergies:  Intolerances:  
Nicotine:  Alcohol: Drugs: 
 
 
Hereditary diseases  

Former diseases, 
operations, accidents. 
Please with date! 

 

Chronic/infectious 
diseases (i.e. 
hepatitis, AIDS, 
diabetes, …) 

 

Current medication  

Do You take substances for anticoagulation? 
(z.B. Marcoumar, Aspirin, Heparin, …), which? 

yes     no  

Females: Are You pregnant? yes     no  
complaints  

 
 
 
 
 
 
 

 
Date: 


