f@%ﬂtmore Cardiology

PATIENT HISTORY
Name: Home Phone Cell Phone
SS.# DOB: Age: Occupation
Patient Address: Emergency Contact Name & Phone #:
Pharmacy Name: Pharmacy Address:
Retired: Y or N If retired, previous occupation:
Marital Status: Single Married Separated Divorced Widowed Living Will? Yes No
Name of Spouse: Primary Care Doctor:
Referring Doctor: Primary Care Phone #:
Reason for Visit:
[ SOCIAL HISTORY
Tobacco Use Alcohol Use Cafieine Use
Yes Yes Yes
No No If YES, what?
Former Former No
Year Quit: How much?
Packs
Yrs Smoked: Exercise Active Sedentary Regular Ogcasional
_ : List problems with mobility or self care:
Drug Abuse/Use
Yés
No Do you use any medical equipment at home? (Circle all that apply}
Type Wheelchair Walker Crutches Cane Prothesis
Duration Home Oxygen  Other breathing davice
| FAMILY HISTORY
Family History of CAD? Yes No Unsure Adopted? Yes No
Mother Alive (age) Deceased Cause?
Health Problems:
Father Alive (age) Deceased Cause?
Health Probiems:
Brothers  Alive (age} Deceased Cause?
Health Problems:
Sisters Alive (age) Deceased Cause?
Health Problems:
Children  Alive {age) Deceased Cause?
Health Problems:
| MEDICATIONS

CURRENT MEDICATIONS

Drug

Dosage How many times per day?




DRUG ALLERGIES MEDICATIONS CONTINUED...

Drug Reaction(s)

ADDITIONAL ALLERGIES ( foods, adhesive tape, X-Ray confrast, latex, eic.) Yes No
Allergy ) Reaction
{ SURGERIES AND PROCEDURES
Heart Surgery?  Yes No Date
{i.e. Coronary Bypass, Valve Replacement, Transplant, atc) Facility
Surgery
Vascular Surgery? Yes No Date
(i.e. Bypass Graft, Angioplasty, Stents, etc) Facility
Surgery
Cardiovascular Procedures/ nfervention Date
Yes No Facility
{i.e. CathfAngiogram, Stents, PTCA, etc) Procedure
Do you have difficulty with anesthesia? Yes No
Other Surgeries:
Type: Date
Facility
Surgery
Type: ‘ Date
Facility
Surgery
FEMALES ONLY:
Have you had a total hysterectomy (ovaiies and uierus removed)? Yes No  Age:
Do you take birth control pills? Yes No
Have you gone through menopause? Yes No
Are you taking hormone replacement? Yes No

PERSONAL HISTORY AND RISK FACTORS

Have you heen diagnosed with:

Diabetes Yes No When:
Dyslipidemia (Increase of lipids in blcod) Yes No When:
Hypertension (High Biood Pressure) Yes No When:
Peripheral Vascular Bisease Yes No When:
Heart Valve Disease Yes No When:
Thyroid Disorder Yes No When:
Bleeding Tendencies Yes No When:
Kidrey Problems Yes MNo When:
Lung Disease Yes No When:
Stroke Yes No When:
Heart Attack (myoccardial infarction) Yes No When:

Have you ever experienced or have been diagnosed with:
Palpitations (racing heart or skipped beats}) Yes No When:

{




Fainting Yes No When:
Near-Fainting Yes No When:
Cardiac Arrest Yes ' No When:
Shortness of Breath Yes No When:
Chest Biscomfort Yes No When:
Leg Swelling Yes No When:
Congestive Heart Failure Yes No When:

HOSPITALIZATIONS

Reason for Hospitalization Year Hospital (City)

| ARE YOU CURRENTLY EXPERIENCING ANY OF THE FOLLOWING SYMPTOMS? (Please check all that apply) |

Difficulty Sleeping

Hallucinations

Genitourinary

Blood in Urine
Painful or Burning Urination

Frequent Urination

Hemetologic

Anemia

Bleeding or Bruising tendency

Cardiac/ Chest Pains or angina Il Swelling of feet, ankles, hands M
Vascular Palpitations M Leg pain with walking i
Syncope {fainting) L] Varicose Veins 1
Constitutional Recent Weight Change ] Fatigue £
Respiratory Chronic or Frequent Coughs [ Spitting up Blood N
Shortness of Breath on Exertion Il Shortness of Breath at rest il
Asthma or Wheezing L] Snoring ]
Gastrointestinal Loss of appetite ] Nausea or Vomiting ]
Blood in Stool L] Abdominal Pain 1
Musculoskeletal Joint Pain I Muscle weakness or pain L]
Skin/ Derm Rash i Skin Sores (]
Neurological Frequent Headaches [ Lightheaded or Dizzy N
Seizures [ Stroke or TIA ]
Tremors (1 Memory Loss ]
Psychiatric Nervousness or Anxiety ] Depression ]
L] C
L] L]

[]
1 L]
1 [l

HEENT

Hearing Loss

Vision Changes

Signature of Patient

Date
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