MARTINA HANSENS

HOSPITAL

Name and date of birth

SELF DECLARATION —- HEALTH INFORMATION

NB! BOTH SIDES of this form should be filled out.

NB! If you fill out at home: BRING IT WITH YOU when you come to the appointment.

NB! If there is anything you are unsure about get in touch wth your general practitioner

If you tick YES to any of the questions, please bring documentation of this with you, for example copy of the
consultation with the spesialist.

QUESTION AND ANSWER : TICK NO or YES, and which type of operation / iliness For
hospital
notes

Previously operated ? No [ ves ]  [ISpecify:.

{where and when?)

Problems with previous No [0 Yes 1  Typeofproblem? .. ... S SR

Anesthetic?

Heart Disease ? [IBypassoperation [ Heart stent [ Heart flap

(hospitalized? Where and No UJ Yes []

when?) [Heart attack High blood pressure Arrythmia

Last blood pressure measured [JAngina [(J Breast pain [ Palpitations [ Fainting (1 Other

(date and value)

Lung Disease? No [ ves ]  [CAsthma [J Kols [J Emphysema O Snoring/sleep apnea

(hospitalized? Where and )

when?) [1Use CPAP Wheezing O Other

Kidney, Liver, or . . . . "

Stomach Disease? No () ves D  [IKidney disease [] Liver disease (1Esophageal hernia

hospitalized? Wh d

( OSprI;a e erean [ Acid regurgitation 0 Stomach ulcer [other

when?)

DIABETES? [IDiabetes treatment: O Diet I Tablets [J Insulin

(hospitali No [J Yes [

Metabolic disease ? Lif diabetes: Last HbA1c measured (date and value):

Recent Infection? No [] Yes [] LICovid-19 [J Urinary tract 1 Respiratory tract [ Teeth

L IOther?

Infectious Disease? No J Yes[] [IHepatitis [1 HIV O Tuberculosis [ Other?

Admitted to hospital/ No [ Yes I  [ITestet for MRSA (resistant bacteria).? Date: ... .. . . ..

Operated abroad? ) . .

[LJAdmitted to hospital / dental treatment abroad wthin the last 12
months

Pre\f,ious Biood Noll ves(] [leg [Lungs 0 Brain TEyes

clot?

CHereditary blood clotting tendancy [J Other?

Blood Disease? No [J Yes [J Specify .

Brain/ No () ves )  [IEpilepsy U MS (O Parkinson [J Stroke

Neurological Disease [Other / specify

Nol] Yesl]
Cancer? Type of cancer / year / treatment ?
Other illnesses? No [ Yes (] SPECIHY ...ttt s s s




Other questions:

For sykehusets

notater
[IMedication [ Anesethesia — specify
Allergy ? Nol[l Yes [ [CIOther Allergies — specify
Blood thinners? No [J Yes [ [JAlbyl E O Asasantin [ Marevan [ Lixiana
(remember medication list!)
CPlavix/ Brilique/ Efient (1 Xarelto/ Eliquis/ Pradaxa
No [] Yes [
Other medication? Name of tablets and dosage:
(remember medication list!)
Smoke? No [] Yes[J (ODaily [Now and then [ Stopped (when?)
—— No  Yes [CIDaily [Now and then [ Stopped (when?)
SPECITY cissmrmmsnmessmmmpspeemammams e
Other drugs?
Do you drink alcohol? No [] Yes []

Your height.................. CM Your weight.....c..cooo.... KG For Legen pa MHH:
Blodtrykk:

Date of birth : NAME (capital letters)
Puls:
Cor:

DATE: SIGNATURE: Puim:

NB! MEDICATION LIST! Please bring a list of your medications, Halskar:

including dosage from your General

Practitioner.

A new example of this form can be found on our website: internettside: https://www.martinahansen.no/praktisk-

informasjon#egenerklaering---helseopplysninger
For bruk pa sykehuset: For use by the hospital

O Skjema scannes for mulig senere bruk

O Pas er ortopedisk klarert og meldt til Inntakskontoret for operasjon (DIPS)

O Pas er henvist til ortopedisk tilleggs-u.s., og svar ma foreligge for

OPF. TYPE ULS.. .. st et s s v aalh Vols v b i s eais #35

0 Det skal innhentes ort. tilleggsopplysninger (for hva, fra hvor 0g NAr): .........ooooiiiii i

Antikoagulasjonsbehandling: O Standard regime O Se ‘Kommentar-feltet i DIPS

Pasientens papirer skal vurderes av anestesilege: O Nei

O Ja — Pasientens papirer skal vurderes av anestesilege

Hvis tvil om anestesimessig klarering — ring 2525 (vakthavende anestesi-lege)

O NB! Det skal innhentes medisinske tilleggsopplysninger:
(type dokument, hva det gjelder, hvor og nér vurdert)

O Pasienten er henvist til ekstern spesialist for:
O Pasienten er henvist til rtg c-col. med problemstilling:

0O Det er bedt om oppfelging hos fastlege for:

Date....................Init. ortoped.............. [ ..Signortoped ...



