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DATE OF BIRTH:______________

        PAST MEDICAL HISTORY AND SOCIAL HISTORY QUESTIONS
Have you ever had any of these cardiovascular diseases?  Circle yes (Y) or no (N). Explain ‘yes’ answers below.

Known Heart Disease


Y / N

High Blood Pressure


Y / N

Heart Attack



Y / N

Abnormal Electrocardiogram

Y / N

Enlarged Heart



Y / N

Blood Clots in the Veins of the Legs
Y / N

Heart Valve Problems


Y / N

Blockage in the Neck Arteries

Y / N

Atrial Fibrillation



Y / N

Aneurysm of the Aorta


Y / N

Other Abnormal Heart Rhythm

Y / N

Heart Murmur



Y / N

Have you ever had any of these procedures or tests? Circle yes (Y) or no (N).

Coronary Bypass Surgery


Y / N

Heart Valve Surgery


Y / N
Pacemaker Implantation


Y / N

Heart Artery Balloon or Stent

Y / N

Defibrillator Implantation


Y / N

Leg Artery Balloon or Stent

Y / N

Neck Artery Surgery or Stent

Y / N

Leg Arterial Surgery or Bypass

Y / N

Heart Catheterization


Y / N

Aortic Aneurysm Surgery


Y / N

Electrophysiology Study


Y / N

Holter Monitor or Event Monitor

Y / N

Stress Test



Y / N

Cardiac Echocardiogram


Y / N

Cardiac Stress Nuclear Scan

Y / N

ABI (ankle-brachial indices) Exam

Y / N

Please provide relevant details and dates for any heart disease, test or procedure with a ‘yes’ answer above

	


Please circle any of the medical problems below that you have or had in the past. Cross out those that do not apply.
	Diabetes                   Asthma                  Peptic Ulcer Disease                   GERD (Reflux)                  Seizure

 Stroke                      Tumor                   Cancer                                          Thyroid Trouble                Tuberculosis

Hepatitis                    Gout                     Kidney Stones                              Other Kidney Disease       Gall Stones
Rheumatic Fever      Rheumatoid Arthritis                                                 Elevated Cholesterol          Elevated Triglycerides


Please answer these questions to the best of your knowledge:

Do you consume Alcoholic beverages?  Y / N            If so, how many do you drink per day on average? ____________/day

Do you smoke? Y / N               Have you ever smoked?  Y / N              How many years have you smoked?__________
How many packs do you (or did you) smoke per day on average? _____________   If you quit, what year? ______________

Are you on any specific diet?  Y / N        If so, please list it here:____________________________

How many caffeinated beverages do you drink a day? ____________________________________

Do you exercise? Y / N         What type? _______________________________________________

Have you ever used illicit drugs? (cocaine, marijuana, heroin, etc)  Y / N   Please explain here: __________________________

Are you Single, Married, Separated, Divorced or Widowed? (circle one)
What is your occupation? __________________________      How many hours do you work a week? ____________________

Please list all prior major surgeries below:

	


