
 

 Swiss Pain Clinic and Anesthesiology Partners   

 Anesthesia Request Form  

 
 

Patient Information  
 

Last Name: _________________ First Name: _____________________________ 

Initials: ______                       Medical Insurance: :______________________ 

Date of Birth: ____________ Medical Insurance number:______________________  

Home Phone #: _________________   Mobile Phone #: _________________   

Email: __________________________ _____________________________    

Surgeon/ Gynecologist/ Physician :  

 

 

Request  for: 

 

☐ General and /or Regional Anesthesia  

Date of the operation or  Procedure or Childbirth  :  

 

Please include the following items with the Anesthesia Request Form: 

 

 

✓ Last 1-2 office visit notes or medical  reports 

✓        Type of planned  Procedure / Operation  

✓ Medication List 

✓ Contact info of your Surgeon / Gynecologist or Family Physician  

 

Please E-mail or post Anesthesia Request Form with  medical records to:  

 

Swiss Pain Clinic 

Golgon 44A,3025, Limassol, Cyprus 

info@drmariosmoniatis.cy 

 

For questions, please contact our secretary by phone : 25323131  

 

Revised May 2024 

 
Dr. Marios Moniatis, MD, DESAIC, SSIPM 

Director of the Swiss  Pain Clinic and Anesthesiology Partners  

mailto:info@drmariosmoniatis.cy

