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COAGULOPATHY WORK-UP 
PATIENT QUESTIONNAIRE 

FAX Completed Forms to: (918) 744-2885 

 
 

 
 

 

PATIENT HISTORY 
 

YES NO  

 Are you Fasting? 
   

YES NO Have you ever had any of the following: 
  Have you ever had a Blood Clot? 

  A Heart Attack (MI)? 

  A Stroke? 
   

YES NO Are you now taking: 
  Coumadin? 

  Heparin? 

  Xarelto? 

  Eliquis? 

  Pradaxa? 

  Savaysa? 

  Other anticoagulant (Blood Thinner)? 

  If so, please list: 

 

 

 

 

 

 

 

Patient Name:              

Date   of   Birth:  Sex:     MRN#:      

Diagnosis:           

Ordering Physician:    Physician Phone#:     


