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ANMELDUNG/ ZUWEISUNGSFORMULAR 
 

 

 

 

 

 

 

 

 

 

 

 

 
* bei Retournierung per Fax oder Post alternativ Praxisstempel 

Patientendaten 

Name: .......................................................................................  Vorname: ........................................................................................  

Strasse: .....................................................................................  PLZ / Ort: ........................................................................................  

Krankenkasse: ..........................................................................  Geburtsdatum: ................................................................................  

Telefon, P: ....................................................  G: ............................................................  Mobile: .....................................................  

Klinische Angaben, Fragestellung, Indikation: 

.............................................................................................................................................................................................................  

.............................................................................................................................................................................................................  

.............................................................................................................................................................................................................  

.............................................................................................................................................................................................................  

  PAVK   Dilatative Arteriopathie   TIA/cerebrovaskulärer Insult 

  Thrombose   Hypertonie/Nierenversagen   Unklare Beinbeschwerden 

  Varikose   Raynaud/Kollagenose   Vaskulitis  

  Venenmapping    Thoracic outlet/inlet     Wundheilungsstörung 

  Shuntmapping   Aneurysma spurium   Kontrolle nach EVAR 

  sonstiges ........................................................................................................................................................................................  

Dringlichkeit: 

  Notfall   Patient hat bereits einen Termin 

  Elektiv   Patient bitte aufbieten,  Wunschtermin: Datum ………….……………….…….….  Zeit …………...…………...  

 

Absender/Zuweiser*  

Name: .......................................................................................  Vorname: ........................................................................................  

Strasse, Nr.:..............................................................................  PLZ / Ort: ........................................................................................  

Telefon: ....................................................................................  Fax: ................................................................................................  

E-Mail: .................................................................................................................................................................................................  

Korrespondenzwunsch:   E-Mail   Fax   Post 

Stempel*: 

 

Zuweisung senden 

Formular drucken 
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