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  ________________________________________ 

   ________________________________________ 

    ________________________________________ 

 Geburtsdatum: _____ . _____ .__  

 Geburtsort/-land: ________________________________________ 
 

 

1)  ________________________________________ 

  ________________________________________ 

2)  ________________________________________ 

  ________________________________________ 
 

 [      

 
O  Herz- - Bluthochdruck O  ______________________________ 

 O  ______________________________ 

 O  ______________________________ 
 

 
 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

 
Bekannte Allergien oder  

  O   

 O   O  

O  ____________________ O  ____________________ O  ___________________ 
 

Bekannte Krankheiten oder Diagnosen 

  O   O  Bluthochdruck  

 II) O  Epilepsie 

O  ____________________ O  ____________________ O  ___________________ 
  

 

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

            Raucher   O Ja   O Nein 

___________________________________________________________________________ 

 
……………………………. ……………………………………………………………………. 
Ort, Datum  bei Minderjährigen) 
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