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SURGICAL ESCAPES

Yaurmadiaal tratel asldtion




Booking and Medical History Form

(Patient Information Form)

Please fill in all the fields of the Form.

Please remember that all the Bookings must be accompanied with payment of the non-refundable service charge.

________________________________________________________________________________________________

A) Personal Details

First Name:

Last Name:

Street Address:

Suburb:

Postcode:

Country:

Email:

Telephone:

Mobile:

Age:           Date of Birth:

Occupation:


________________________________________________________________________


B) Habits

Please specify the amount per day.

Smoke:

Alcohol:

Coffee:

Tea:

Cola:

Daily Exercise:

________________________________________________________________________

C) Medications

Please list your Prescription and Non-prescription Drugs taken daily with the dosage below:

Prescription Drugs:

Non-Prescription Drugs:


Please Check if Applicable:

- Regular Aspirin Use

- NSAID ( Advil, Motrin, Ibuprofen)

- Cortisone Injections Past Year

- Drug Allergy

- Latex Allergy

- Tape Allergy

Have any blood relatives ever had any of the following problems?

- Abnormal Bleeding

- Anaesthetic Problems

- Abnormal Clotting

- Kidney Disease

- Coronary Surgery

- Heart Attack

- Tuberculosis

- Diabetes

- Cancer

- Other Illness

________________________________________________________________________

D) Women's Health:

Are You Pregnant?

Did you breast feed?

Do you take an oral contraceptive?

Number of Pregnancies:

Number Of Children:

Bra Size:

Last mammogram Date:

Results:

________________________________________________________________________

E) Personal History:

Have you ever had?

- Abnormal Bleeding

- Abnormal Clotting

- Acid Regurgitation

- Anaemia

- Angina

- Asthma

- Depression

- Diabetes

- Drug Dependence

- Fainting spell

- Heart attack

- Hepatitis

- Psychiatric Illness

- Sleep apnoea

- Snoring

- Seizure

- Hypertension

- Weight change past 12 months

- Other Serious Illness

- How would you like Surgical Escapes to contact you?

- What treatment are you interested in?

- What are your personal goals for having surgery?

- Where did you hear about Surgical Escapes?

- Other treatments or questions:

________________________________________________________________________

F) Next of Kin

Name:

Email:

Telephone:

Relationship:

Which Procedure would you like to book:

Surgeon:

Preferred Hospital:

Which accommodation package would you like to book:

Areas of Interest in Argentina:

- Buenos Aires City Tour & Surrounding Areas (i.e. Tigre Delta)

- Gaucho & Asado Tours

- Golf Tours

- Wine & Estate Tours – Mendoza

- Spas & Health Resorts

- Other

Number of Travelling Adults:

Names of Other Persons Travelling:

Arrival Date:

Departure Date:

Number of Days:

Time of Arrival:

Airline and Flight Number:

Time of Departure:

Airline and Flight Number:

