
A N M E L D U N G

☐ Frau      ☐ Mann

Name  .....................................................................       Vorname ....................................................................

Geburtsdatum  ....................................................

Adresse ...............................................................................................................................................................

Telefon Privat .......................................................       Mobile .........................................................................

U N T E R S U C H U N G

☐ Gastroskopie      ☐ Koloskopie        ☐ Proktoskopie

☐ Ultraschall      ☐ Konsilium          ☐ H2-Atemtest (Lactose/Fructose)

☐ Anderes  .........................................................................................................................................................

Dringlichkeit:   ☐ hoch        ☐ elektiv        ☐ Termin bereits vereinbart für: ...................................

Bericht:            ☐ E-Mail       ☐ Brief           ☐ Fax        ☐ Telefon

K L I N I S C H E  A N G A B E N ,  F R A G E S T E L L U N G

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

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

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

☐ Antikoagulation          ☐ Aspirin, Plavix, NSAR          ☐ Allergie

Vorbefunde und aktuelles Labor falls vorhanden bitte beilegen.

Datum .....................................................................     Zuweisender Arzt .....................................................

G A S T R O E N T E R O L O G I E  
A A R A U  A G

Gastroenterologie Aarau AG  |  Wiesenstrasse 25  |  5000 Aarau  |  T 062 824 90 90  |  F 062 824 90 91
gastroenterologie-aarau.@hin.ch  |  www.gastroenterologie-aarau.ch  |  GLN: 7601002541329
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