
  

 
 
 

CONFIDENTIAL PRIVILEGED ATTORNEY CLIENT WORK PRODUC T 
 

Digitek ® (Digoxin) QUESTIONNAIRE 
 

Client Information:  
 
Name:               
   First   Middle    Last 
 
Address:               
   Street    City   State   Zip 
 
Phone: (                  )     Phone 2: (                  )      
 
 

E-mail:              Age:      Sex:   M     F 
 
DOB:   / /  Social Security #:   - -     
 
  
Diagnosing Physician and address:__________________________________________________ 
 
______________________________________________________________________________ 
 
 
Digitek Related Medical Events:  (Please check all that apply) 

   

� Low Blood Pressure     

�  Cardiac Instability 

� Bradycardia   

� Death 

� other 

 
 
Date of injury caused by Digitek?    / /  
 
 
If you were diagnosed with low blood pressure, Cardiac Instability or Bradycardia, explain what 
happened and what problems persist:       
 
               



  
 
               
 
Were you hospitalized due to low blood pressure, Cardiac Instability or Bradycardia as a result of 
Digitek?   
� Yes    � No 
 

If yes, please list name and address of hospital:         
 
              
              
Please list the name, address and phone number of the doctor who prescribed your contacts: 
 
Name:       Phone:        
 
Address:              
 
Do you have or can you get proof of the prescription or administration of Digitek?    
 
� Yes    � No    � Unsure 
 
Please list the name, address and phone number of the place where you received Digitek: 
 
Name:        Phone:       
 
Address:              
 
Please list all other prescription and over-the-counter drugs at the time of your Digitek injection:  
 
               
 
Tests / Procedures at time of injury:  
 
Test / Procedure             

If yes, to any of the above procedures, when, where and do you know any results?    

               
 
               
 
               
Have you ever been diagnosed with low blood pressure, Cardiac Instability or Bradycardia previous to 
your use of Digitek?  � Yes    � No    � Unsure 
 
 If yes, when, where and do you know any of the results?        
 
              
              
               
 
Please check or list below any medical conditions you were diagnosed with prior to your Digitek use? 
 



  
Heart attack  � Yes    � No      Obesity  � Yes    � No     
Tachycardia  � Yes    � No      High blood pressure � Yes    � No     
Heart disease  � Yes    � No      Bradycardia  � Yes    � No 
Diabetes  � Yes    � No      Vision Problems  � Yes    � No      
Blood clots  � Yes    � No      
Other (List Below) � Yes    � No       
 
Explain:              
 
               
 
Spouse:      DOB:   SSN: 
 
Minor Children:     DOB: 
  
  
  
 
Decedent Information: 
 
If you are filling this questionnaire due to the death of a loved one, please answer the questions below. 
 
Your Name:              
   First   Middle    Last 
 
Your Address:               
   Street    City   State   Zip 
 
Your Phone: (                  )     Phone 2: (                  )     
 
Relationship to Decedent:      Date of Death:        /    /  Age at Death:    
 
Was Digitek mentioned as a possible contributing cause of death?   
 
� Yes    � No   
  
 If yes, please explain:             
 
               

�(Please attach any additional comments or medical documents and return to us as soon as possible)� 
 

HEALTH INSURANCE INFORMATION  
 
Name of Insurance Company( Blue Cross, Medicare, Medicaid,): ______________________________ 
 
Insurance Account Number: ________________________________________________ 
 
Has Insurance paid for any expenses related to your use of Digitek? 
 
� Yes    � No   
  
 If yes, please explain:             



  
 
               
 

 
 

               
Signature        Date 
 


