CARDIOVASCULAR ASSOCIATES PATIENT QUESTIONNAIRE

PATIENT NAME: AGE

DATE:

Please complete the following form before your appointment with Cardiovascular Associates.
GENERAL

Who is your family physician?

What was the main reason you were referred to Cardiovascular Associates?

Are you currently having problems with any of the following:
(please circle answer Y-yes/N-no)

Chest discomfort (pain, pressure, tightness) with physical activity Y N

Shortness of breath with minimal activity or shortness of breath when Y N
lying flat

Swelling in hands or feet Y N

Irregular heart beats or racing heart Y N

Extreme lightheadedness or passing out Y N

Pain in your calf or thigh muscles with walking Y N

PAST MEDICAL HISTORY

Have you ever been diagnosed with or have you had: (check all that apply)

(1 Heart attack I Mitral valve prolapse I High cholesterol

(0 Angina U0 Rheumatic fever J High blood pressure

0O Angioplasty/stenting [} Valvular heart disease O Congenital heart disease

0 Coronary bypass surgery O Arrhythmia {1 Stroke

0 Murmur [0 Pacemaker (1 Heart failure

{0 Endocarditis {1 Pericarditis [} Aneurysm

00 Claudication
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What other medical problems do'you have: (check all that apply) -

U Kidney disease/dialysis {J Blood clots

0 Varicose vein stripping ) Diabetes mellitus
[0 Intestinal bleeding/ulcers O Tuberculosis

0 Asthma OHIV

O Emphysema [3 Hepatitis C

(1 Chemotherapy or radiation therapy [ Gout

O Dental problems

List prior surgeries and approximate dates:

O Thyroid disease

{1 Depression
{1 Sleep apnea
(1 Liver disease
O Cancer

0 Anemia

Any hospitalizations (list reasons and approximate dates):

Do you have any allergies to medications? (if so list)

Have you ever had an abnomal reaction to x-ray dye?
If yes, breathing problems? Y N; rash Y

What prescription medications are your current taking?:

N

Drug Name Tablet Size # of tablets

Frequency

What nonprescription medications do you take on a regular basis?:

Have your ever used diet medications?

Do you utilize herbal medications?

Have you received the pneumoccocal vaccination (Pneumovax)?
Do you receive yearly flu shots?
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FAMILY HISTORY

Do any of the following occur in your immediate family (mother, father, brother, sister, children):

Heart disease, angina/heart attacks in your father or brothers before the age of 55 years
Heart disease, angina/heart attacks in your mother or sisters before the age of 65 years
High blood pressure

Diabetes mellitus

Stroke

Aneurysms

Sudden, unexpected death

Cancer

If applicable, approxindate age and cause of death:-
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Father: Mother:
Brothers:
Sisters:
SOCIAL HISTORY
Marital status:  Single Married Divorced Widowed
Occupation:
If you currently smoke, how much and for how long? ___ packs per day for years

If you previously smoked, when did you quit?
On average, how much alcohol do you drink:
(1 zero O 1-2 drinks/day (1 > 2 drinks/day

Are you a veteran?

Do you use the Veteran's Administration Health System?

Do you have religious beliefs that would prohibit blood transfusions?
Do you utilize illicit (street) drugs?
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SYSTEMS REVIEW
Are you currently having problems with any of the following?: (circle those that apply)

(General) Significant weight change Fevers

Excessive tiredness or fatigue

(Skin) Nonhealing sores Foot ulcers
Dry skin
(HEENT) Dentures . Nosebleeds

Poor dentition Swallowing difficulty
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(Respiratory)

(Abdomen)

(Kidney/bladder)

(Neurologic)

(Blood)

(Endocrine)

(Musculoskeletal)

FEMALES ONLY:

Cough

Excessive snoring

Bloody phlegm

Bloating

Bloody bowel movements
Diarrhea

Abdominal pain

Slow urine flow

Frequent urination at night

Brief loss of vision

“Weakness

Numbness
Easy bruising -

Easy bleeding

FCoId Intolerance

Excessive thirst
Painful joints

Swollen joints

Are you currently pregnant?
Are you taking hormone replacement therapy?

Did you experience premature menopause or undergo

surgical menopause?

Have you had problems with recurrent miscarriages?

MALES ONLY:

Are you having sexual problems (i.e. inability to obtain erection)?

Excessive phlegm

Wheezing

Change in bowel habits
Nausea or vomiting
Constipation

Heartburn

Bloody urine

Pain with urination
Lightheadedness

Frequent falls

Low blood counts (anemia) -

Phlebitis

Heat Intolerance

Muscle pain

<< <<
Z Z Z2Z

=<
=z



