Please bring this completed
form to your appointment

N Cardiovascular
Consultants

“Caring for the hearts of our patients™

Dear Patient;

We would appreciate your taking time to answer the following questions as accurately as possible.
(Please Print)

Name Age: Date:

Family Physician:

Please leave this area for our Physician’s notes

Please list all medications, including drug name, strength (mgm listed on the bottle) and how you are
taking them. Remember to include non prescription medications, such as laxatives, aspirin etc.

How How
Medication Strength | Often Medication Strength | Often
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Patient Profile: Briefly describe your occupation (housewife, actively working, etc.) If you are working
describe what type of work you do. If you are retired, describe what type of work you primarily did.

Active Problems: List any condition for which you presently are receiving medical attention and the

treating physician.

Condition

Physician

Reason for visit: List problems for which you are here to see about.

Symptoms (such as chest pain,
shortness of breath, etc.)

Location of symptom, duration, how often and
what alleviates this?

Review of systems: Are you allergic to any medication? O No 0 Yes
If yes, list medication and the type of reaction.

Medication Reaction
Are you bothered with (please describe):

Shortness of breath, either walking, at rest, or awaking you at night? U No UOYes
Swelling in the legs? O No QOYes
Chest, neck, or arm discomfort (pressure, fullness, burning, heaviness,

sharp or dull pain)? O No QYes
Excessive cough? O No QYes
Palpitations or heart fluttering? O No U Yes
Dizziness or problems with your head? U No QYes
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Have you had ulcers, heart burn, or trouble with your stomach for which you take 0 No 0 Yes
Maalox, Tums or other medications or for which you have had an upper Gl series
or an endoscopy?

Do you have problems with constipation, bleeding from the rectum or any other 0O No O Yes
problems with your colon or lower bowels?

Do you have trouble with leg pain, tiredness, or aching (at rest or related to walking)? 4 No U Yes

Women only: Do you still have menstrual periods? O No QYes
When was your last period?

Men only: Do you have problems with beginning your urinary stream or with
stopping after urination, dribbling, or with burning during urination,

prostate trouble or stones? QO No OYes
Past History:
Hospitalizations: List any hospitalizations and surgeries the approximate date, where hospitalized,
and why.
Date Where hospitalized Reason for hospitalization
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Family History: List each family member (parents, grandparents, brothers, sisters, aunts, uncles,
cousins) and indicate if they have had any of the following diseases: 1) Heart disease, including
heart attacks, dropsy, heart failure and palpitations: 2) High blood pressure: 3) Diabetes mellitus;

4) Strokes; 5) Cancer

If deceased, cause of age at
Problem(s) death death
Mother
Father
Brothers
Sisters
Grandparents
Aunts
Uncles
& Cousins
Social History:
1. Do you smoke now or have you in the past smoked or used tobacco? O No O Yes
If currently smoking or using: Packs per day for years.
If quit, how long ago did you quit
2. Are you exposed to second hand smoke? Q No OYes
3. Have you ever had a drug dependency problem? O No OYes
4. Do you exercise regularly? O No UYes
If yes, how often? days per week
5. Do you drink caffeinated beverages or beverages with NutraSweet? L No QO Yes
If yes, how much? QO Caffeine O NutraSweet
6. Do you drink alcoholic beverages? O No U Yes
If yes, how much?
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