
MEDIESE VRAELYS / MEDICAL QUESTIONARE 
Pasient naam/name: ………………………………………………… VC:  ………………………… 

Pasiënt lengte/height: ……………… Pasiënt gewig/weight: ……………… 

Rook/Smoking  J/Y  / N 

Diabetis/Diabetes J/Y / N 

Indien “Ja” - watter medikasie/If “Yes” - which medication 

Hoë Bloeddruk/High blood pressure  J/Y / N 

Indien “Ja” - watter medikasie/If “Yes” - which medication 

Cholesterol J/Y / N 

Indien “Ja” - watter medikasie/If “Yes” - which medication 



Allergies vir medikasie/Allergic to any medication J/Y / N 

Indien “Ja” - watter medikasie/If “Yes” - which medication 

Gebruik u enige bloed- verdunnende medikasie?/ Do you take blood thinning medication? J/Y / N 

Indien “Ja” - watter medikasie/If “Yes” - which medication 

Gebruik u enige ANDER medikasie nie bo genoem nie? (bv. Epilepsie; vitamienes; kortisoon ens) 

Do you take any OTHER medication not mentioned above? (eg: Epilepsy; vitamins; cortisones etc) 

Indien “Ja” - watter medikasie/If “Yes” - which medication 

Vorige chirurgie - watter jaar?/Previous surgery – what year? 

Ouers/Broers/Susters kanker gevalle/Parents/Brothers/Sisters cancer cases 

Wie/Who ? …....................................................... Watter tipe/What type? …........................................ 
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