SURNAME:……………………………..

FIRST NAME:…………………………..

D.O.B:…../……/…….

TELEPHONE NO:……………………….



TO ASSIST US IN PROVIDING YOU WITH THE SAFEST, QUALITY HEALTH CARE PLEASE COMPLETE QUESTIONS BELOW AND RETURN TO PENINSULA ENDOSCOPY CENTRE PRIOR TO BOOKING YOUR APPOINTMENT. 

Creutzfeld- Jakob disease (CJD) is a rapid degenerative disease. It is imperative we are aware of any patient that may have a history or risk factor of CJD prior to having a procedure.

Creutzfeld Jakob Disease





      Yes         
No       

Have you had a dura mater graft between 1972-1989?

Have you had Brain or Back surgery between 1972-1989?



Do you or any members of your family have a history of CJD?





Have you received human pituitary hormones (growth hormones, gonadotrophins) prior to 1985?



Have you /patient suffered from a recent progressive dementia (physical or mental), the cause of which has not been diagnosed?



Are you currently taking any of the following Blood thinning Medication?





   Yes           No

Information sheet given

Plavix (Clopidogrel)




Iscover (Clopidogrel)




Ticlid/Tilodene (Ticlopidine)




Warfarin

Coumadin  (Warfarin)

Marevan




Aspro

Asasantin SR

Aspalgin

Astrix

Cardiprin    (Aspirin)

Cartia

Dindevan

Persantin




Do you take any medication for Diabetes?

List……………………………………………………….

Are you allergic or sensitive to any medication /foods/ LATEX or RUBBER.

List………………………………………………………..

Do you have a Defibrillator Pacemaker ?         YES
NO

Have you had LapBanding/Gastric Balloon?   YES     NO



How much do you weigh?………..


What is your height?
  ……..……..

Have you been overseas in the last 10 days? 
YES
NO             Date completed……….
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BMI:……………..
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