Patient’s Personal History

Confidential Record: 

Information contained here will not be released except when you have authorized us to do so.



Family or Referring Physician
                  Date of Last Visit To MD                 


              
Last Name
        First Name
                  Middle
                     Date of Birth


Address

City
  State
      Zip

       Home Phone

Business Phone



Cell Phone



Occupation

Emergency Contacts Name   
Emergency Contacts Number


Family History

                    If Living



   If Deceased

	
	Age
	Health
	Age at Death
	Cause of Death

	Father
	
	
	
	

	Mother
	
	
	
	

	Brothers/Sisters
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Spouse
	
	
	
	

	Sons/Daughters
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Do you know of any blood relative who has or had (circle and give relationship):

Stroke   

________


Diabetes

________

Cancer

________


Bleeding Tendency
________

High blood pressure
________


Heart Attack

________

Describe briefly your present medical symptoms:


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name: _________________________                                       Date: ________________

Cardiovascular Review

	Have You Ever Had:
	Yes
	No
	Have You Ever Had
	Yes
	No

	Heart Disease
	
	
	
	
	

	Asthma or Emphysema
	
	
	Had Pain or Pressure or a Squeezing Sensation in Your Chest, Back or Arms:
	
	

	Pneumonia
	
	
	When Exerting Yourself
	
	

	Diabetes or High Blood Sugar
	
	
	When Climbing Stairs or Hills
	
	

	Cancer
	
	
	After a Heavy Meal
	
	

	Stroke
	
	
	At Rest
	
	

	Thyroid Disease
	
	
	When Walking Fast or in the Cold
	
	

	Kidney Disease
	
	
	During Sex
	
	

	Stomach Ulcer or Rectal Bleeding
	
	
	
	
	

	Hepatitis or Cirrhosis of the Liver
	
	
	Had “Heartburn”
	
	

	Chronic Abdominal Pains
	
	
	Had Skipped Beats, Irregular Heart Beats or Palpitation
	
	

	Psychiatric Illness
	
	
	Had a Rapid Heart Beat
	
	

	Bleeding Disorder
	
	
	Been Awakened From Sleep with Breathlessness or Cough
	
	

	Rheumatic Fever or Scarlet Fever
	
	
	Had Swollen Ankles
	
	

	A heart Murmur or Leaky Valve
	
	
	Needed to Sleep with More Than One Pillow
	
	

	An Infected Heart Valve
	
	
	Had Shortness of Breath Which Interfered with your Normal Activities
	
	

	A Heart Attack or Coronary
	
	
	Had Painful Leg Cramps While Walking
	
	

	A Myocardial Infarction or MI
	
	
	Had a Fainting Spell or Seizure
	
	

	Heart Failure or an Enlarged Heart
	
	
	Had Episodes of Lightheadedness or Dizziness
	
	

	Angina or Chest Pain
	
	
	Had Weakness of an Arm or Leg
	
	

	Operations and Date
	
	
	Gained or Lost More Than 5 Pounds
	
	

	
	
	
	Missed Your Medications for a Period of Time
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Heart Surgery
	
	
	Allergic Reactions to Medications:
	
	

	Angioplasty or Stent
	
	
	
	
	

	Pericarditis or Pleurisy
	
	
	
	
	

	Phlebitis (clot in the leg)
	
	
	
	
	

	Artery or Vein Surgery
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	

	High Blood Cholesterol 
	
	
	
	
	

	Family History of Heart Disease
	
	
	
	
	

	A Blood Relative with a Fatal or 

Non Fatal Attack Before Age 50
	
	
	
	
	

	DO YOU (or did you):
	
	
	Current Medications: (Continue on Back)
	
	

	Smoke
	
	
	
	
	

	Drink 2 or More Cans of Soda A Day
	
	
	
	
	

	Drink 2 or More Beers or Other Alcoholic Drinks Most Days
	
	
	
	
	

	Exercise Regularly
	
	
	
	
	

	Restrict Red Meat and Salted Foods
	
	
	
	
	


