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ATTORNEYS AT LAW



Surgical Mesh 
Questionnaire
	Contact Information

	Today’s Date
	

	Your Name
	

	Relationship to injured person
	

	Home Phone
	

	Work Phone
	

	Mobile Phone
	

	E-Mail Address
	

	Mailing Address
	

	City, State  Zip
	

	How did you hear about us? (i.e., television, radio, newspaper, website, referred by a friend, etc.)
	


	Information Concerning the Injured Person

	Name of Injured Person
	

	Date of Birth
	

	Mailing Address
	

	City, State  Zip
	

	Home Phone
	

	Work Phone
	

	Mobile Phone
	

	E-Mail Address
	

	Is the injured person married?
	 MACROBUTTON CheckIt ( Yes
 MACROBUTTON CheckIt ( No

If yes, name of spouse:  


	If You Are Responding for Someone who has Died

	Date of Death
	

	Cause of Death
	

	Autopsy?
	


	General Information Concerning Surgical Placement of Mesh

	Where did you receive your surgical mesh?

Please provide the name of the facility, address and telephone number.
	Facility:

	
	Address:



	
	Phone:

	Please provide the name of the surgeon that implanted your mesh, including full name, address and telephone number.
	Surgeon:

	
	Address:



	
	Phone:

	Why were you receiving the surgical mesh?  Or briefly, what was the reason for the surgical procedure?
	

	When was the procedure performed?
	Date:

	Were you given any warnings or did your physician or surgeon discuss any possible risks involved with using the surgical mesh?

If yes, what were you told and who gave you the information?

If you were provided any written information, do you still have it?
	Warnings:

	
	Physician/Surgeon:

	
	Documents: 

	Do you have, or have you been treated for, Diabetes?
If so, when were you diagnosed and what was your treatment?
	Yes  ______                 No  ______

Date of diagnosis or treatment?
Treatment?




	General Information Concerning Symptoms and Treatment after your Procedure

	Following your procedure, when did you first begin developing symptoms?
	Date:

	Describe the symptoms (i.e., abdominal pain or painful intercourse, infection, bleeding, erosion/protrusion of the mesh; inflammation, vaginal discharge, urinary incontinence, vaginal prolapse):  

	Following your procedure, when did you first seek treatment for these symptoms?
	Date:

	Where and with whom, did you seek treatment or report these symptoms?   
For each physician or facility, please list the name, address and telephone number.

Please use the back of this page for additional entries.
	Doctor:

	
	Address:



	
	Phone:

	
	Doctor:

	
	Address:



	
	Phone:

	
	Facility:

	
	Address:



	
	Phone:

	
	Facility:

	
	Address:



	
	Phone:

	What was your diagnosis?
	

	When were you diagnosed?
	

	Describe any general treatment you have received since your diagnosis:  

	For each follow up surgical procedure, list the date, the type of procedure, and the name of the surgeon and facility where the procedure was performed.  If possible, please include the address and telephone number for the surgeon and facility.  

Please use the back of this page for additional entries.
	Date:

	
	Type of Procedure:

	
	Surgeon:

	
	Facility

	
	Date:

	
	Type of Procedure:

	
	Surgeon:

	
	Facility

	
	Date:

	
	Type of Procedure:

	
	Surgeon:

	
	Facility

	Please describe any continuing symptoms or problems:

	How has this injury affected your life?


	Please Return This Questionnaire To:

	FONVIELLE LEWIS FOOTE & MESSER

3375 Capital Circle N.E., Building A

Tallahassee, Florida 32308

Phone:  800-876-7773 or (850) 422-7773

Fax: (850) 422-3449
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