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Supplementary Health Status Questionnaire for Phalloplasty
RFF - Radial Forearm Free-Flap

During the surgical procedure, the surgeons will remove a flap from your forearm consisting of skin, nerves, veins,
and an artery. Once the flap is positioned on the pubis, the veins and the artery of the flap will be connected to the
veins and the artery located in the groin (inguinal fold). The connection of these vessels will ensure adequate
blood supply, allowing the flap of skin to heal properly. Where blood supply is inadequate, complications can
arise, such as the partial or total loss of the flap that will form the phallus.

Some medical tests can help us identify a condition that could interfere with healing after the surgery. Your
surgeon will ask you about your medical and health history to determine if further preoperative examinations are
necessary.

Please complete this questionnaire and forwarded it to us as soon as possible.

If in doubt, please refer to your attending physician.

Have you ever been an injection drug user?

O NO
O YES, provide details:

Have you ever had surgery on your forearm?

O NO
O YES, specify:

Have you ever had surgery on your legs or groin?

ONO
O YES, specify:

Specifically, have you ever had a saphenectomy (removal of veins or varicose veins from the legs)?

ONO
O YES, specify the date:
Have you ever been diagnosed with vascular disease of the lower limbs such as:
— Arteriopathy or obstructive arteriopathy of the lower extremities
— Vascular or peripheral artery disease (atherosclerosis)
ONO
O YES, specify:

Please provide any other important information about your health:
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