Enter any other questions you have here or click Submit and we will respond as soon as we receive your information. Please start writing next to the x to have your answers in red. Thank you.
 
1)

2)

3)




FULL Name:   x 
 
Email Address:                     
 
Telephone Number w/Area Code:                  
 
Name of a friend or relative whom you may want contacted 
while you are away.   x 
 
Friend or Relatives Phone Number w/Area Code     x 
 
Street Address:  x 
 
City:  x
 
Zip Code:  x
 
Country   x
 
What Specialty Area of Medicine are you interested in?  x
 
For Dental describe your dental needs. x
 
Date of Birth:  x 
 
Age: x 
 
Height (Feet & Inches)    x'x" 
 
Weight (in pounds): x lbs. 
 
List all Medications you take, How often and the dosage amount.
 
x
x
x
x
x
x
x
x
 
List all over-the-counter meds, supplements, sports drinks, vitamins and herbs you take - OR WRITE NONE IF YOU DO NOT TAKE ANY.  x
 
List all ALLERGIES to medications, animals, the environment. OR WRITE NONE if you do not have any allergies.   x
 
Have you ever had an allergic reaction to rubber (LATEX ALLERGY)? x
 
Check the box next to any health issue you have now or in the past.
 
 
Heart - any palpitations, irregular heartbeat,etc 
Heart valves
Lungs - shortness of breath, asthma, COPD, etc. 
Circulation - blocked vessels, Raynauds, etc.
Bleeding or coagulation problems.
Snoring
Sleep Apnea - not breathing when you sleep.
Stomach or Digestive problems.
Sinus Problems
Swallowing problems
Skin rashes 
Diabetes or any other blood sugar problems
Blood clots such as DVT 
Varicose veins
Thyroid problems
Blood pressure problems 
Cancer of any type
Chemotherapy 
Kidney or Liver problems.
Is there any chance of pregnancy 
Hip, knee, etc, replacements
HIV +
Other 
NONE
 
 
If you checked any of the above please describe symptoms and time of onset. If you checked other describe that here. 
 
x
 
List all surgeries or births you have had with date and describe any complications.
 
A)  x 
B)  x 
C)  x 
D)  x 
 
Have you ever received a General Anesthetic?                          x
 
Have you ever been told or know that you had a problem with anesthesia?                      x
 
Do you have any surgically implanted, metal objects such as a hip or knee implant or any other objects such as screws or plates or implants in your body.                        x
 
 
Yes or No: Have you had a traumatic or unusually stressful situation within the past 12 months, such as a divorce, natural disaster, motor vehicle accident?                   x
 
Check any that apply.
 
I smoke tobacco now
I used to smoke tobacco
I have never smoked tobacco
I use drugs recreationally
I do not use any unprescribed drugs
I drink alcohol
I never drink alcohol
 
If you use tobacco, drugs or alcohol please describe how much and how often. If you do not use any tobacco, unprescribed drugs or alcohol OR WRITE NONE.   x
 
Describe any dietary restrictions or food allergies you have.   x
 
Name and Contact Information of your physician.     
 
DR.  x
 
PHONE:   x       
 
ADDRESS:   x
 
May we contact your physician if necessary?   x
 
When was the last time you flew anywhere?  x 
 
Do you know about in flight exercises to reduce your risk of blood pooling and clots?  x
 
Do you drink 4-8 glasses of plain water a day?  x
 
What languages do you speak?  x 
 
Yes or No: Have you ever traveled outside of the United States or your home country before?  x
 
Are you able to print out the before and after procedure instructions, invoices, receipts and information packet we will be emailing to you?  x
 
It is very important that you never withhold any information about your health issues from MTI, your doctor, dentist or any clinical caregivers throughout your surgery and travel. If there are any health matters not covered in this questionnaire that you think might be pertinent to your state of health, please describe them here or write NONE.  x
 
What is your biggest concern about traveling and having a procedure overseas? If NONE write NONE.                       
              x
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