
 

 

 

Aufnahmeformular / Intake form 
 
Name: ____________________________________________________________________________ 
 
SV Nummer / social insurance number or name private insurance: ____________________________ 
 
Geburtsdatum / DOB: ________________________________________________________________ 
 
Adresse / Address: ___________________________________________________________________ 
 
Handy /cell phone: __________________________________________________________________ 
 
E-Mail/ email: ______________________________________________________________________ 
 
Arbeitgeber / Employer: ______________________________________________________________ 
 
Vorerkrankungen / medical history: 
 

Operationen / Surgical procedures:  
__________________________________________________________________________________ 
 
__________________________________________________________________________________ 
 
__________________________________________________________________________________ 

 
Chronische Erkrankungen / Chronic diseases:  

__________________________________________________________________________________ 
 
__________________________________________________________________________________ 
 
__________________________________________________________________________________ 
 
Medikamente / Medication:  
 
__________________________________________________________________________________ 
 
__________________________________________________________________________________ 
 
__________________________________________________________________________________ 
 
Allergien  /Allergies: _________________________________________________________________ 
 
 
Familienanamnese (Eltern und Geschwister) / family history (parents and siblings): 
 
__________________________________________________________________________________ 
 
__________________________________________________________________________________ 



 

 

 
 
 
Aktuelle Beschwerden/ current complaints: ______________________________________________ 
 
__________________________________________________________________________________ 
 
__________________________________________________________________________________ 
 
Größe und Gewicht/ Height and weight (in cm and kg): _____________________________________ 
 
Letzte Vorsorgeuntersuchung / last health check: __________________________________________ 
 
 
 

Datum / date ________________________Unterschrift / signature: ___________________________ 


