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Medical History

Name: __________________________________________

Birth Date: ______________________

Referring Physician: _______________________________

Today’s Date: ____________________

Family Physician: _________________________________

Marital Status: ____________________

Chief Complaint: _____________________________________________________________________________

Have you ever had chest pain/discomfort?



Yes

No


When did you first notice it?
__________________________________________________________


Did the pain radiate to your neck or arms?


Yes

No


How long did the pain last?
__________________________________________________________


What made the pain go away?  ___________________________________________________________


Was it associated with nausea or sweating?


Yes

No


Have you ever had an unusual shortness of breath?

Yes

No


Is it worse with activity?




Yes

No


Are you able to lay flat?





Yes

No


Do you have swelling in your feet or legs?


Yes

No



Do you notice palpitations/irregular heart beat?


Yes

No


Do you experience lightheadedness/dizziness?


Yes

No

Risk Factors:


Do you have:

High blood pressure?


Yes

No





High cholesterol?


Yes

No


When was your last cholesterol drawn?  ________________________________________

Do you smoke cigarettes?





Yes

No


If you quit, how long ago? ________________

How many packs per day?  ______________________


For how many years _____________________



Do you smoke a pipe or use chewing tobacco?



Yes

No

Do you have diabetes?






Yes

No


For how many years _____________________

Family History: 

	
	Father
	Mother
	Siblings

	Living/age


	
	
	

	Deceased/age


	
	
	

	Heart disease


	
	
	

	High blood pressure


	
	
	

	Stroke


	
	
	

	Diabetes


	
	
	

	Cancer


	
	
	

	Thyroid


	
	
	


Have you ever had a stress test?

Yes
No

When? __________
Where? ___________

Have you ever had an echocardiogram?
Yes
No

When? __________
Where?
___________

Have you ever had an EKG?

Yes
No

When?___________
Where? ___________

Current Medications:

	
	
	

	
	
	

	
	
	

	
	
	


Any allergies to medications? ​​​​​​​​​​​​​​​​​​​​​​​​​​​_____________________________________________________________

Social Habits:

Do you exercise?


Yes
No

Type ___________
Times per week? _______

Do you drink alcoholic beverages?
Yes
No

Type ___________
Amount?  _____________

Do you drink coffee?


Yes
No

Cups per day _____
Other Caffeine _________

Review of Systems/Medical History:  (are you currently or have you ever been treated for):

__________Heart Attack

__________Arthritis


      __________
Epilepsy/seizures

__________Heart murmur

__________Leg pain/cramps

      __________Stroke/TIA

__________Congestive heart failure
__________Impaired hearing/ringing ears    __________Impaired/blurred vision
__________Heart valve problems
__________Cancer


      __________Thyroid disorder

__________Congenital heart problems
__________Fever, chills, sweats, nausea
      __________Psychiatric disorder

__________Rheumatic fever

__________Anemia


      __________Kidney disease    

__________Scarlet fever

__________Bleeding ulcer

      __________Urinary tract infection

__________Tuberculosis

__________Stomach problems

      __________Blood in urine

__________COPD/Emphysema

__________Hepatitis/jaundice

      __________ Problems w/ fatty food

__________Pneumonia


__________Bleeding w/ bowel movements  __________Cold/heat intolerance

__________Difficulty chewing

__________Difficult swallowing
      __________Weight loss

__________Skin rashes


__________Peripheral artery disease

Previous surgeries: 

Date 
_____________________

Type______________________________________________________

Date 
_____________________

Type______________________________________________________

Date 
_____________________

Type______________________________________________________

Date 
_____________________

Type______________________________________________________

Are you pregnant?
Yes
No



Are you planning a pregnancy?

Yes
No 

________________________________________________

______________________________________

Patient (or Patient Representative) Signature




Date

________________________________________________

______________________________________

Physician Signature







Date
