
 
 

 
 

 
 

Questionnaire 
 

1. Patient personal details 

First name:………………………………………………………………………..  

Last name: ……………………………………………………………………….. 
 

2. Details from the medical history (in the last month) 
 Alcohol consumption:   yes / no 

if yes: frequency: occasionally/monthly/weekly/dayly 
amount (g/day):…………………………………  

 
 Guide for estimation of the amount: 

1 dl beer (4.5 vol. %) = ~3.5 g alcohol 
 1 dl wine (12.5 vol. %) = ~10 g alcohol 
 1 dl hard drink (50 vol. %) = ~40 g alcohol 

 
 Smoking:  yes  / no 

if yes: amount (cigarettes/day):…………………    
  
 Drug abuse:  yes / no       Prescribed medication should not be included here. 

if yes:  type of drug:…………………………………….  amount:…………………………………………. 
 (if there are more drugs, please describe them in the NOTES section at the end) 

  
 Any re-hospitalization?:  yes / no        
  

if yes:   cholecystectomy: yes no 
   recurrent AP:  yes no 
   other:   ………………………………………… 

 
 Medications taken regularly in the last month:  yes / no     

Please specify the name of the active substance (e.g.  
“acetylsalicylic acid”). Please specify the amount using the International System of Units –SI (e.g. milligram, gram)  

if yes:  
name:………..……………..active substance:…………..……………dose(gram,milligram, etc.)……………… 

if fluid, concentration (e.g. 10%, 1g/2ml, etc.)……………………how many times per day (e.g. 3) 
type of administration:………………………………………………..other notes: ………………………………………
   
 
name:………..……………..active substance:…………..……………dose(gram,milligram, etc.)……………… 

if fluid, concentration (e.g. 10%, 1g/2ml, etc.)……………………how many times per day (e.g. 3) 
type of administration:………………………………………………..other notes: ……………………………………… 
 
name:………..……………..active substance:…………..……………dose(gram,milligram, etc.)……………… 
if fluid, concentration (e.g. 10%, 1g/2ml, etc.)……………………how many times per day (e.g. 3) 
type of administration:………………………………………………..other notes: ……………………………………… 
 
 

 
GOULASH No: 

(Automatically generated) 



 
 

 
 

 
 

3. Complains, symptoms 
Abdominal pain:  yes / no 

 if yes:  since when (hours):….……………………………………….. 
  type: cramping / dull / sharp 

intensity (1-10):…………………………………….. 
location: diffuse / localized 
Please mark the location!  
radiation:……………………………………………….. 
 

Nausea:   yes / no 
 
Vomiting:   yes / no 

 if yes: how many times:……………………………………. 
contents of cast:……………………………………… 

 
Subfebrility/fever:  yes / no 

 if yes: since when:………………………………………………………. 
degree (⁰C):…………………………………………………….. 

 
Appetite:   good / retained / bad 
 
Weight loss:   yes / no 

 if yes: how much (kg):……………………………………………. 
  How long did it take? (weeks):………………………… 

 
Jaundice:   yes / no 

 if yes: for how long:………………………………………………. 
 
Stool: normal / diarrhea / constipation / fatty / putrid / undigested food/bloody/mucus 
Please refer to the period just before your symptoms has started. 

4. Complications  Please register pancreatic complication of fluid collection/pseudocyst/necrosis  

only if you had imaging proof on the day of admission, otherwise, please mark “no data”.  

    
Pancreatic:  yes  no  no data 

 if yes:   fluid collections /pseudocyst / necrosis  / diabetes  
 

Organ failure:  yes   no   
 if yes:,   lung /heart / kidney /other 
 

Death:    yes  no 
  If yes: the exact date of death: ……………….. e.g. 10.25 or 22.45 

5. Epicrisis A short summary (what happened with the patient after the hospitalization, any recommended control 

examinations, surgery). 
…………………..…………………..…………………..…………………..…………………..…………………..…………………..……………… 
DATE: 
YEAR: ………………  MONTH: ……………. DAY: ……………… HOUR …………………. MIN: …………………………………… 
 
 
NAME OF THE DOCTOR   : ………..…………………..……………SIGNATURE: ………..……… 


