
 

Name: …………………………………………………… 

MRN: ………………………… 

Contact Nr.: ………………………… 

 

 

Extra question (1) Do you currently take Vitamin D tablets/drops or supplements that 

contain Vitamin D?  □Yes    □No 
 

Extra question (2) Questions are answered mainly by?  □The patient    □The relative 

 

 

Vitamin D level: ………………………… nmol/L. 

 

 

 

 

Thank you       


