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Diagnosen:_____________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Derzeit benötigte Medikamente: 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Ist die Patientin / der Patient frei von meldepflichtigen Krankheiten nach dem 
Infektionsschutzgesetz § 6 Abs.1 Nr. 1 - 5? 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Allergien? 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Allergiepass: ja (   )  nein (...) 

Name:  Vorname:  

Geburtsdatum:    
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Besteht eine Suchtkrankheit, wenn ja welche? 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Wie ist die psychische Verfassung der Patientin / des Patienten? 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Besteht eine körperliche  Behinderung, wenn ja welche? 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Ist Diät oder Schonkost erforderlich, wenn ja welche? 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Hinweise, Bemerkungen: 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Ort:       Datum:     

_________________________________________ 
Stempel und Unterschrift des behandelnden Arztes 
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