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Information for the patient 
Hygiene guidelines 

Good physical hygiene reduces the risk of infection.

A number of points requiring attention
•	 Wash thoroughly (preferably under the shower) on the day before the intervention and the morning on the 

day of the intervention. Ordinary soap is sufficient unless your doctor gives other instructions.  
•	 Give special attention to the armpits, breast folds, groin, navel and furrow of the buttocks and also in be-

tween the toes. Rinse your body off properly to ensure that no soap residues remain, and dry with a clean 
towel. Put on clean clothes. 

•	 Also, wash your hair using an ordinary shampoo. 
•	 Brush your teeth.
•	 Make sure that the nails of your fingers and toes are short and clean, without nail polish or artificial nails.
•	 Do not apply any makeup or body lotion on the morning of the intervention.
•	 Jewels such as piercings, rings, necklace, watch, bracelet, ear rings, etc. may not be worn during the opera-

tion. Contact lenses must also be removed. Like all other valuable objects, it is best to leave them at home.  
•	 Hair removal is best done in the hospital, using a medical pair of clippers.

HYGIENE: AN IMPORTANT MEASURE TO PREVENT INFECTION
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Questions of the patient for the multi-disciplinary 
team (doctors, nurses, social service, physiotherapy, 
ergotherapy, etc.)
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
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_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
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_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
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PRE-OPERATIVE questionnaire for ADULTS
ANAESTHETICS DEPARTMENT
Please complete this questionnaire and consent form as accurately as possible and present it to the charge nurse / nurse of 
your department on admission. This information will help us to provide you with the best possible care before and during 
your operation, adapted to your health condition. If you are unable to answer these questions in writing yourself, the persons 
accompanying you will be asked to do this for you.

 Family name: _ _  _  _  _  _  _  _  _  _  _  _  _ 	 First name: 	 _ _  _  _  _  _  _ 	 Sheduled operation: □ Right / □ Left

 Date of birth: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _ 	 _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

 Height: _ _  _  _  _  _  _  _  _  _  _  _  _  _  cm 	 Weight: _ _  _  _  _  _ kg_ _  _  _  _  _  _ 	 _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

 Blood group: _ _  _  _  _  _  _  _  _  _  _  _  _ 	 GP: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _ 	 Surgeon: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

 Are you allergic to latex (for example rubber gloves) ? 	 □ Yes    □ No	
 If “YES”, please tell your physician at az groeninge.

Have you ever had an operation under a local or general anaesthetic?	 □ Yes    □ No
If “yes”, please indicate the year of the operation(s) and what the operation(s) was(/were) for:

In: _ _  _  _  _  _  _  _  _ For: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

In: _ _  _  _  _  _  _  _  _ For: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

In: _ _  _  _  _  _  _  _  _ For: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

In: _ _  _  _  _  _  _  _  _ For: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

When did you last have surgery in our hospital? In: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

Have any members of your family ever had problems with anaesthetics?	 □ YES    □ NO
If “yes”, please give details: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Have you had an unusual reaction in the past to an anaesthetic?	 □ YES    □ NO
If “yes”, please give a detailed description of this reaction:_ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Do you have a heart disease or do you ever get chest pain? If “yes”, please give details:	 □ YES    □ NO
If “yes”, please give details: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Do you suffer from high or low blood pressure?	 □ YES    □ NO
What is your average blood pressure? _ _  _  _  _  _  _  _  _   / _ _  _  _  

Do you get breathless quickly or do you get chest pain when you exert yourself?	 □ YES    □ NO

Do you ever have swollen feet and legs in the evening?	 □ YES    □ NO

Do you have varicose veins?	 □ YES    □ NO

Have you ever had phlebitis?	 □ YES    □ NO
If “yes”, please indicate the year when you had it: _ _  _  _  _  _  _  _

Do you suffer from any breathing disorders, asthma or chronic bronchitis?	 □ YES    □ NO
If “yes”, please give details: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Have you ever had a stomach disorder?	 □ YES    □ NO

Are you being treated for diabetes?	 □ YES    □ NO
If “yes”, please state what medication you use:_ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
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Do you use insulin? 	 □ YES    □ NO
Please give name/type, dosage and, if possible, the times you take it: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Are you currently receiving treatment for a nervous disorder?	 □ YES    □ NO
If “yes”, please give details: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Are you currently receiving treatment for an eye disorder?	 □ YES    □ NO
If “yes”, please give details: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Have you had the flu recently (over the last month)?	 □ YES    □ NO

Have you recently had a cold?	 □ YES    □ NO

The following question is for women under the age of 50 only.
Could you possibly be pregnant?	 □ YES    □ NO

Are you suffering from or have you suffered from hepatitis?	 □ YES    □ NO

Are you HIV positive (seropositive)?	 □ YES    □ NO

Do you suffer from any other disease not mentioned here? 	 □ YES    □ NO
If so, please describe in detail: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Do you take any medicines?	 □ YES    □ NO
If so, please fill out the table below as completely as possible. If you are staying in an institution (residential home and care 
centre, etc.), please enclose the institution's medication sheet.

Medication scheme
Date:..../..../....

Dosage Break-
fast

Lunch Evening 
meal

Sleep Remarks

hour hour hour hour

1/ Dafalgan 500mg co 3 x1/d example only

2/

3/

4/

5/

6/

7/

8/

9/

10/

11/

12/

13/

14/

Also think of the following:
Blood thinners, medicines for diabetes, sleeping pills, painkillers, inhalers, medicated plasters, eye drops, hormone 
preparations, medicines for upset stomach, sprays, ointments, etc. 
Vitamins and/or other food supplements, medicinal herbs, homeopathic remedies, etc.

Do you smoke? 	 □ YES    □ NO
If “yes”, how many cigarettes a day? _ _  _  _  _  _  _  

Do you drink alcohol? How many units a day? _ _  _  _  _ 	 □ YES    □ NO

Do you take illicit drugs?	 □ YES    □ NO

Do you suffer from prolonged bleeding after an injury or dental extraction? 	 □ YES    □ NO

Have you ever received a blood transfusion?	 □ YES    □ NO
If “yes”, please state why and when this was:
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
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Have you ever had any adverse reaction to a blood transfusion?	 □ YES    □ NO
If you have had such an adverse reaction, please give details: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Do you have dentures or loose teeth?	 □ YES    □ NO

Do you wear:	 - contact lenses?	 □ YES    □ NO
	 -  a hearing aid?	 □ YES    □ NO

Have you ever had a prosthesis or implant fitted? 	 □ YES    □ NO

Do you have difficulty making certain movements, which are not related to the operation? 	 □ YES    □ NO
If “yes”, please give details: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Are you allergic to any medicines?	 □ YES    □ NO
If “yes”, please give details: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Are you allergic to latex (rubber)?	 □ YES    □ NO

Are you allergic to any fruit/vegetables such as bananas, kiwi fruit, avocados, tropical fruit, tomatoes, etc.?	 □ YES    □ NO

Are you allergic to plasters or to certain disinfectants?	 □ YES    □ NO
If so, please give details: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

If you want to make any additional comments or provide any additional information, please use the space below.
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

This questionnaire was completed by
□ the patient
□ the GP
□ the consultant
□ the patient with the assistance of a nurse

CONSENT FORM

I, the undersigned: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _ 	accept that I will undergo a surgi-
cal procedure and consent to a general or local anaesthetic. I will strictly follow the guidelines regarding preparation for the 
operation and aftercare.

- I give my consent for transfusion of blood products if medically necessary (cross out if you do not agree)
- I give my consent for using my medical data anonymously in retrospective research (cross out if you do not agree)
I have carefully completed the pre-operative questionnaire and I have understood all the questions.

I agree not to eat or drink anything before the operation. I understand that I must not eat, drink or smoke from midnight on 
the day of the operation until the operation itself. I will not take any medicines on the morning of the operation, unless other-
wise prescribed by the attending physician. I understand that I will not be able to leave the hospital unaccompanied. I will be 
accompanied by the following person: 	
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ person’s telephone number _ _  _  _  / _ _  _  _  _  _  _  _  _  

I will not be allowed to drive a car, ride a moped or bicycle or operate machines for 24 hours after the operation. I will not 
drink any alcoholic beverages until 24 hours after the operation. I will not be at home alone during the first 24 hours after the 
operation. I will not sign any documents, and in particular legal documents, and I will not take any important decisions during 
the first 24 hours after the operation.

I also agree that I may have to stay in the hospital should this prove to be necessary.

Date: _ _  _  _  _  _ /_ _  _  _  _ / _ _  _  _  			   Signature: 

If you wish to talk to an anaesthetist in advance, you can make 
an appointment for a consultation: 

t. 056 63 30 35
t. 056 63 30 30 

In case you take Aspirin, Plavix or Ticlid: consult your physician
Stop eating, drinking and smoking 6 hours before the operation.
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For the GP: checklist pre-operative preparation 

Questionnaire completed?	 □ YES    □ NO

Case history (important information not mentioned in the questionnaire)	 □ YES    □ NO

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Lab: blood group: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  Antibodies found?	 □ YES    □ NO

Relevant details from clinical investigation:
Cardiac/haemodynamic  _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

Respiratory_ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

Abdomen/gastrointestinal  _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

Urogenital _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

Neurological _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

Orthopaedics/motor system _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

Other _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

Specify ASA-classification:		  I	 II	 III	 IV
(see p. 11 of site az groeninge)

Pre-operative investigations (case history/clinical investigation/table)              see p. 11
ECG 		  □ YES    □ NO

Chest X-ray		  □ YES    □ NO

Lab	 	 □ YES    □ NO

Specific tests _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  

(Please give the results to the patient to bring along on the day of admission.)

Medication agreement
In accordance with the schedule enclosed (see pp. 12-13)

Fasting (in case of elective surgery):

FOR ADULTS (2-6 rule) FOR CHILDREN (2-4-6 rule) 
You may take a glass of water up to 2 hours before the 
intervention.

Glass of water up to 2 hours before the intervention.

Breast feeding allowed up to 4 hours before the inter
vention.

No solid food from 6 hours before the intervention. No solid food (including bottle feeding) from 6 hours 
before the intervention.

Informal care
After surgery the patient 
- can go home	 □ YES    □ NO

- will be cared for by relatives/carers 	 □ YES    □ NO

  name: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _ telephone number: _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  

Identification of the GP (stamp and signature)
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Information for the general practitioner 
Guidelines for the pre-operative examinations to be carried out by the general practitioner.
Please indicate the ASA classes in the table below.
Look for the corresponding pre-operative examinations in the table for class and type.  
Please indicate the score on the pre-operative questionnaire.

C
la

ri
fi

ca
ti

o
n

Age ASA I ASA II ASA III ASA IV

    

Normal healthy 
patient

Patient with mild sys-
temic disorder

Patient with disabling 
systemic disorder lim-
iting normal activity 

Patient with dis-
abling systemic 
disorder this is a 
constant threat to 
life 

□	 healthy person 
with good ef-
fort tolerance   

□	 properly treated hy-
pertension

□	 properly controlled
	 diabetes
□	 mild obesity
□	 anaemia
□	 mild chronic
	 bronchitis

□	 seriously disregulated 
hypertension

□	 uncontrolled or disre-
gulated diabetes

□	 morbid obesity
□	 moderate angina pec-

toris
□	 insipient cardiac com-

pensation 

□	 angor pectoris at 
rest

□	 pulmonary  
	 insufficiency
□	 renal insufficiency
□	 cardiac insuffici-

ency
□	 liver insufficiency

Lo
ca

l a
n-

ae
st

he
tic

 
b

y 
su

rg
eo

n 

Not necessary, as agreed with surgeon Not necessary, as agreed with surgeon

D
ay

  
ho

sp
ita

l < 55 y lab - ECG - cardiopulmonary

> 55 y ECG lab - ECG - cardiopulmonary

M
in

o
r 

in
-

te
rv

en
tio

n < 55 y lab - ECG - cardiopulmonary

> 55 y ECG lab - ECG - cardiopulmonary

M
aj

o
r 

in
te

r-
ve

nt
io

n*

lab - ECG - cardiopulmonary lab - ECG - cardiopulmonary

Description of the examinations 
Laboratory: complete (Hb, Htc, Rbc, Wbc, Thromb), ionogram (Na, K, Cl), glycaemia, renal function (urea, creat.), 
coagulation (ptt)
ECG: protocolled ECG
Cardiopulmonary: clinical examination with report by GP or internal medicine specialist (cardiologist, pneumolo-
gist) 
Chest x-ray: only on clinical indication (e.g. heart failure, COPD, etc.)

* Major intervention   = intervention expected to last more than three hours
		      = intervention with blood loss > 30% of the circulating volume
•	 Vascular surgery: all arterial vascular interventions 
•	 Thoracic surgery: all intrathoracic interventions 
•	 Abdominal surgery: all major intraabdominal interventions (stomach, liver, pancreas, small intestine, colon, rectosigmoid, etc.)
•	 Urology: radical prostatectomy, cystoprostatectomy, nephrectomy
•	 Orthopaedics: hip and knee replacement, revision surgery, surgery on vertebral column including discal hernia
•	 Gynaecology: abdominal and radical hysterectomy (Wertheim), debulking
•	 ENT and maxillofacial surgery: laryngectomy, thyroid, parathyroid, all oncological surgery 
•	 Neurosurgery: all intracranial interventions, spinal surgery, excluding discal hernia
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Information for the general practitioner 
Guidelines on pre-operative medication policy for proper patient preparation.

    Continue taking all medication up to and including the morning of the intervention (with a small   
    amount of water) except:
	 1)	ACE  inhibitors and angiotensin receptor blockers: stop 24 hours pre-operatively.

	 2)	MAO  inhibitors (phenelzine, moclobemide): stop 1 week pre-operatively.

	 3)	D iuretics: no diuretic on day of intervention.
 
	 4) 	O ral antidiabetics:  - last dose evening before intervention 
				             - stop metformin 24 hours pre-operatively
 
	 5)	I nsulin:  -  Biphasic insulins (mixtard 30, Humulin 30/70, Humalog mix, Novomix, etc.):
			        half dose day of intervention
			     -  Fast-working insulins: no insulin on day of intervention

	 6)	A nticoagulants and antiaggregants: see flow chart below

FLOW CHARTS FOR ANTICOAGULANTS AND ANTIAGGREGANTS 

			   MONOTHERAPY 				    COMBINATION THERAPY 			 
			   e.g. ASPIRIN					     e.g. PLAVIX/EFIENT + ASPIRIN
	

		        Primary prevention?				              High risk of thrombosis? (1)			 
	    
				       Yes							       No
		            
		            No		  STOP				          Yes		          STOP 
											                   PLAVIX/EFIENT 		
											                   7d	
									         ASPIRIN 7d	        continue
			           								               ASPIRIN		
		       
		     CONTINUE ASPIRIN					     ONLY VITAL SURGERY 
									         CONTACT ANAESTHETIST		
		      EXCEPTION: 
		      Intracranial/spinal/posterior eye 			   Intracranial/spinal/				  
		      chamber surgery/TURP/ 				    posterior eye chamber 		      		
		      Prostadenectomy					     surgery

											           Yes				  
					          				         No
					     STOP						               STOP
					     ASPIRIN 7d					              PLAVIX/EFIENT 7d
											                    continue
											                    aspirin
								                    continue
								                    combination 
								                    therapy
		      NOTE:
		      (1) HIGH RISK OF THROMBOSIS:
		      < 6 weeks after AMI, PCI, CVA, bare metal stent
		      < 12 months after drug-eluting stent
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RISK STRATIFICATION for users of vitamin K antagonists

			   MODERATE/HIGH RISK OF THROMBOSIS

		  -	 All artificial valves

		  -	 CVA/TIA <6m

		  -	 AF with CHADS   score >2

			   CHADS2 score: Congestive heart failure, hypertension,

			   Age >75, diabetes, stroke

		  -	 DVT <12m, recurrent DVT, thrombogenic disorders

			   (protein C/S deficiency, active malignity, etc.)

Vitamin K antagonists

STOP VKA 7 days pre-operatively

If INR <2 

START LMWH (1)

High/moderate risk of thrombosis? 

See risk stratification 

  						           

						      Yes	          No

			   START LMWH in				    START LMWH in

			   therapeutic dose  (2)			                 prophylactic dose (2)

				         Check INR on the day before intervention

				         Last LMWH dose: day before intervention

	 NOTE:
	 (1) Do not use long-acting LMWHs
	 (2) Prophylactic dose:
		  Fraxiparin 0.05 ml/10 kg	 1 x d SC

		  Clexane 0.5 mg/kg		  1 x d SC

	      Therapeutic dose:
		  Fraxiparin 0.1 ml/10 kg		 2 x d SC

		  Clexane 1 mg/kg		  2 x d SC

	      Halve dose if renal failure (GFR< 30 ml/min)



14

Risk profile to be completed by the GENERAL PRACTITIO-
NER or HOME NURSE for the SOCIAL SERVICE 

This procedure measures the functionality and the likelihood of readmission to the hospital or admission to a 
residential and care centre or rest home.
For particular risk patients, a discharge plan should preferably be drawn up as early as possible. The purpose of 
this discharge plan is to enable patients to return home under optimum circumstances.

Conditions
- Score for every patient ≥ 65 years of age.
- This concerns the patient's condition prior to hospitalisation.
- The score sheet may be completed by the general practitioner or the home nurse.
- Circle the indication applicable.
- Calculate the total score by adding up the number of "yes" answers: the result is a minimum of 0 and a maxi-
  mum of 6.
- If total score ≥ 2: take action prior to admission.

Geriatric risk profile YES no

1 Presence of a cognitive disorder (e.g. disorientation, dementia, delirium) 2 0

2 Living alone or no help from cohabitant partner/family possible 1 0

3 Difficulty walking, transferring or falling in the past 6 months 1 0

4 Hospitalisation in the past 3 months 1 0

5 Use of > 5 medicines 1 0

Total score

If the total score is ≥ 2 and if there is a request for help on discharge or assistance at discharge, it is advisable 
to contact the az groeninge social service before admission:

056 63 63 63 (general phone number az groeninge)

You may also contact the social service of your sickness insurance fund.  

Contact made before admission:                □ yes          □ no

For the department: if there already is collaboration with the Geriatric Support Team (GST) and if the total 
score > 2 and patient > 75 years of age:

      Please contact the GST on admission (056 63 32 25 or 056 63 32 27 or
      azgeriatrischsupportteam@azgroe   ninge.be)
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Additional information of the general practitioner/
home nurse for the specialist or anaesthetist or 
nursing department
Please enter below any additional remarks you may have or any points requiring attention.

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
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To be completed by the patient

DECLARATION OF CONSENT
The undersigned

                

The undersigned,                                                                                                                                                                                                                                                                                 

[in his/her capacity of (legal/authorised) representative

of the under-age and/or incapacitated person]

hereby confirms to have been informed in understandable terms of the following, with regard to

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ [type of intervention] by Dr _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  

on _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

-	 established diagnosis

-	 nature (surgical technique) and aim of the proposed intervention

-	 precautions to be taken in connection with the intervention

-	 possible complications and side effects of the intervention

-	 alternatives to the intervention

-	 necessary pre- and post-operative examinations

I have been given sufficient opportunity to ask any outstanding questions and I have been given satisfactory ans-
wers.

By signing this consent form, I therefore acknowledge that I have all the information at my disposal that I deem 
necessary to be able to freely take a decision about undergoing the intervention, after due consideration.

I am prepared to strictly adhere to the instructions of the doctor treating me in order to ensure that the interven-
tion and recovery take place as favourably as possible. I am aware that, despite of the greatest precaution and 
efforts on the part of the attending physicians and the nursing team and myself, it is not possible to offer an ab-
solute guarantee of success.

I give my consent to have medical procedures other than the planned intervention carried out in the event of a 
medical emergency.

 Drawn up in _ _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _

Signature of patient or representative 					     Signature, name and stamp of doctor

Before signing, please enter the words "Read and approved" 
in your own handwriting. 

        

        	   

patiëntenklever

This patient's book forms part of the patient's file and should be scanned in in the patient's file.  


