Mid Valley Cardiology

Medical History

Name:___________________________________________ Age:_______ Date of Exam:___/___/___
Date of Birth: ___/____/___

            Primary Doctor : ________________________________
CARDIOVASCULAR HISTORY:

What are your present CARDIAC problems?

_____ Chest discomfort

_____ Palpitations

_____ Dizziness, Lightheadedness, Passing out

_____ Shortness of breath

Have you ever had any of the following?

YES

_____ Angina (cardiac chest discomfort)

_____ Heart attack

_____ Heart murmur

_____ Heart surgery

_____ Aortic aneurysm (ballooning of blood vessel)

_____ Loss of consciousness

_____ Blood clots (if so where?) _______________________________________________________________

_____ Rheumatic heart disease

_____ Pericarditis (inflammation/fluid in the heart sack)

_____ Palpitations or heart rhythm disorder

_____ Emphysema

_____ Other heart disease: ____________________________________________________________________

Have you ever had any of the following diagnostic procedures performed? When?

Date:

____/____/____ Exercise stress testing (treadmill)

____/____/____ Coronary arteriography (angiogram, heart catheterization)

____/____/____ Holter monitor (24 hour heart monitor)

____/____/____ Echocardiography (heart sound wave test)

SMOKING  (current cigarette smoking status)

____ Never smoked

____ Current smoker

         How many packs per day? ______, How many years? ______
____ Ex-smoker:

         When did you stop?______, How many packs per day?_____

CAFFEINE

____ Coffee 
      ____ cups/days


____Tea                ____ cups/days

____ Soft drinks   ____ can/bottles/day

____Chocolate      ____ how much/day       
HIGH BLOOD PRESSURE                                                                                    YES
Have you ever been told that you have high blood pressure?

                        ____
If so, how long ago? __________                      
Have you ever taken medications?                                                                             ____
CHOLESTEROL (BLOOD FAT)

 Have you ever been told that you cholesterol was too high?                                    ____

 If so, how long ago?____________________

DIABETES (abnormal Blood Sugar)

Have you ever been told you have diabetes or been told your blood sugar is high?   ____

Do you take medications or insulin for diabetes?                                                       ____

If so, how long? _________________________
GENETIC HISTORY

Have your parents, brothers or sisters:                                                             
           Had cardiac chest pain before age 60?                                                             ____
           Had a heart attack before age 60?                                                                     ____
           Died suddenly before age 60?                                                                           ____
           Had high cholesterol?                                       


             ____
FAMILY HISTORY:
                     AGE              ILLINESSES  
   CAUSE OF DEATH         AGE AT DEATH

Father          _____         ______________        _________________                ________

Mother        _____          ______________        _________________                ________

Brothers      _____          ______________        _________________                ________

                    _____          ______________        _________________                ________

                    _____          ______________        _________________                ________

Sisters         _____          ______________         _________________                ________

                    _____          ______________        _________________                 ________

                    _____          ______________        _________________                 ________

PAST MEDICAL HISTORY:

Past hospitalizations, serious illnesses or operations:________________________________________________

__________________________________________________________________________________________
__________________________________________________________________________________________
Have you ever had any of the following?

____ Lung disease

____ Kidney disease

____ Stomach, gallbladder, bleeding ulcers

____ Cancer

____ Other diseases:_________________________________________________________________________

Current medications and dosages:______________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Allergies to medications:_____________________________________________________________________

Other allergies (shellfish, etc.):______________________________________________________________

Are you presently taking any of the following medications?

____ Aspirin, Bufferin, Anacin
____ Tranquilizers


____ Pronestyl
____ Cortisone
____ Coumadin (blood thinners)        ____ Quinidine/Quinaglute

____ Digitalis
____ Water pills                                 ____ Sleeping pills

____ Hormones
____ Antibiotics

____ Thyroid medications
____ Birth Control pills

SOCIAL HISTORY:

Married _______ Number of times married_______ Single ________ Divorced_______

Number of children: __________

Occupation:________________________________________________________________________________

How many hours do you work per week?_________

Are the majority of working hours spent sitting?__________Walking?__________Standing?__________

Check the average weekly time you spend in activity vigorous enough to cause sweating:
____ None

____ Greater than 3 hours per week

____ 1 – 3 hours per week

What kind of recreational exercise do you do?_____________________________________________________

__________________________________________________________________________________________
How many hours per night do you sleep on the average?_______

____ Alcohol? If so, complete the following

____ Occasional

____ Daily

Living Circumstances:

____Apartment

____ House

____ Nursing facility

____ Alone

____ Spouse

____ Relative

