Date of Birth___________

AGE________

Please read and complete the following questions.

Please list Allergies to:

a. Medications:____________________________________________________

b. Iodine, Shellfish, IV dyes:_________________________________________
c. Latex gloves:___________________________________________________
Do you have any of the following symptoms, CHECK if they apply. 
(     )  Chest pain, if yes:

(   )  Slight     (   )  Moderate     (   )  Severe

Is chest pain brought on by:

(   )  exertion     (   )  at rest

Relieved by:

(   )  Rest     (   )  nitroglycerine     (   )  Antacids 

(     )  Chest tightness or Pressure

(     )  Shortness of breath, if yes:  

(   )  ONLY with activity (   )  During the night     (     )  At rest

(     )  Left arm numbness or tingling

(     )  Palpitations (sensation of irregular, racing or pounding heart beat)

(     )  Edema (Swelling in the feet or legs)

(     )  Dizziness 

(     )  Passing out

(     )  Other, please explain:___________________________________________

Patient History:

(     )  Smoke



(     )  Alcohol, if yes:

       (    )  occasional   (    )   1-2 times a month  (    )  1-2 times a week  (    ) daily

(     )  Illicit drugs (cocaine, marijuana etc)

(     )  High Cholesterol or Triglycerides

(     )  Diabetes

(     )  Heart Attack, if yes when:  __________

(     )  Stroke (CVA or TIA), if yes when:  __________

(     )  High blood pressure

Have you been told you have any of the following:

(     )  Heart Murmur

(     )  Rheumatic fever

(     )  Enlarged Heart

(     )  Circulation problems

(     )  Congestive Heart Failure  (CHF)

(     )  Heart Arrhythmia’s

Family History:




(     )  CAD (coronary artery disease) 

if yes:
Mother____  Father_____  Brother_____  Sister_____

(     )  High Cholesterol or Triglycerides

if yes:
Mother____  Father_____  Brother_____  Sister_____

(     )  Diabetes

if yes:
Mother____  Father_____  Brother_____  Sister_____

(     )  Heart Attack (heart disease, heart valve or any heart disorder)

if yes:
Mother____  Father_____  Brother_____  Sister_____

(     )  Stroke (CVA or TIA)

if yes:
Mother____  Father_____  Brother_____  Sister_____

(     )  High blood pressure

if yes:
Mother____  Father_____  Brother_____  Sister_____

Have you had any surgeries, if yes, indicate approximately what year.

Carotid (endarterectomy)_____

CABG (coronary artery bypass)_____

Cardiac Catheterization_____

Congenital Heart Surgery_____

Pacemaker or Defibrillator_____

Peripheral angiogram (PVD)_____

Other, please explain:________________________________________________

Cataracts_____

Tonsillectomy_____

Thyroid_____

Gallbladder_____

Hysterectomy_____

Hip_____     Knee_____     Foot_____

Shoulder_____     Arm_____     Hand_____

Other, please explain:________________________________________________

Physicians Notes:

