[bookmark: _GoBack] Questionnaire 
Name of patient: …………………………………………………………………..
Nationality: ………………………………………………………………………….
Sex (M/F) Date of birth/ age: ………………………………………………..
Weight: …………………kg              Height: ………………cm 
Main diagnosis: ……………………………….......................................
………………………………………………………………………………………………
1- Date of the stroke/ accident/ surgery / illness etc: ……..........
2- How patient controls sphincters (urine, bowels): ………………………………….………………...........................................
3- Patient has bed sores: ………………………………………………………..
4- Patient can breathe without any support: ………………………….
5- Patient walks without any support: ……………………………………
6- Patient use wheelchair: ………………………………………………….....
7- Patient walk only few steps: ………………………………………………
8- Patient takes food without help: ……………………………………….
9- Patient is able to dress himself: …………………………………………
10- Patient has labile diabetes mellitus: ………………………..........
Kind and dose of insulin: …………………………………………………
11- Patient has heart problems: ……………………………………………
12- Patient has extreme hypertension (blood pressure): ……………………………………………………………………………………………
13- Patient has infectious diseases: ……………………………………….
14- Patient has acute thrombophlebitis: ……………………………….
15- Is the patient suffering from depression: ………………………..
16- States of consciousness cooperation speech cognitive function: …………………………………………………………………………..
17- Medication: ……………………………………………………………………
18- Allergy: ………………………………………………………………………….
19- Expectations, target rehabilitation: ……………………………….
20- Self-sufficiency: ……………………………………………………………..
If Patient has other important diseases or complications, if yes please specify: ………………………………………………………………..............................
Date of investigation:
Signature:
