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THIS BOX FOR OFFICE USE ONLY
Weight: ______________ 

Height: ____________________
BMI: _____________
Pulse: _______beats/min

Blood Pressure: ________ mmHg.
Pulse Ox: _______ %
Notes_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Patient’s Name: _____________________DOB__________Age:______
Reason for visit: _____________________________________________
Primary Care Doctor: ________________Referring Doctor: __________
Medications:
Name______________________Dose__________How often_____________

Name______________________Dose__________How often_____________
Name______________________Dose__________How often_____________
Name______________________Dose__________How often_____________
Name______________________Dose__________How often_____________
Allergies: Drugs/Food/Dye/Environmental____________Rash/Wheeze/Swelling__________
Past History: Heart attack Y/N   

(Date) ______           Stroke 
Y/N     
(Date) ______
Congestive heart failure 
Y/N 

(Date) ______

Diabetes 


Y/N 

High blood pressure 

Y/N  

Kidney/Prostate disease
Y/N

High cholesterol 

Y/N

         Peripheral vascular disease 
Y/N

Heart rhythm problems
Y/N

Pacemaker/Defibrillator
Y/N
 
Murmurs / Rheumatic fever 
Y/N
Asthma/Sleep apnea

Y/N

Arthritis


Y/N

GI Bleeding 


Y/N

Blood Clots


Y/N

Surgical History/Hospitalization: __________________________________________________________
____________________________________________________________________________________________________________________
Cardiovascular Tests/Procedures (Circle positive responses; enter dates): 
ECG______________Exercise Test____________Echocardiogram_____________Nuclear Scan_________________ 
CT Scan___________ Cholesterol Level ________Cardiac Cath____________ ___Stent Implant________________

Bypass Surgery____________________________Ablation Procedure__________Pacer/Defib Implant___________

Carotid Scan_______ Abdominal Aneurysm Scan__________________________ PAD Screen _________________
Family History: Premature Death (<=55 in males, <=65 in females): Mother/Father/Sibling_____________
Diabetes: Mother/Father/Sibling_______________High Blood Pressure: Mother/Father/Sibling_______________


High cholesterol: Mother/Father/Sibling_________Heart disease: Mother/Father/Sibling____________________
Stroke: Mother/Father/Sibling___________
______Cancer: Mother/Father/Sibling_________________________
Social History: Living alone / with Spouse / with Family 
Tobacco use____________ /day, for________years
             Quit________Never______
Alcohol use_____________ /day, for________years
Quit________Never______
Illicit drug use _________________ Previous____________Quit ________Never______
Caffeine use (Tea/Coffee/Soda) _________________________________________ /day
Exercise Habits/Occupation_______________________________________________________
Review of Systems:  (Circle positive responses)
Constitutional: Wt gain/loss, fever, night sweats, poor appetite__________________________
Eyes: Blurred vision, eyelid swelling, watery eyes, dry eyes, glaucoma, cataracts_____________
Ears/Nose/Mouth/Throat: Hearing aids (R/L), ear ache, ringing in ears, runny nose, dry mouth, sore throat, snoring______________________________________________________________
Heart: Chest/left arm/jaw pain, shortness of breath, difficulty lying flat, palpitation, swelling of feet/ankles, leg pain with walking (right/left, distance___________), dizziness, fainting_______
_____________________________________________________________________________

Lungs: Cough, mucous, wheezing___________________________________________________
Gastrointestinal: Dentures, swallowing problems, nausea, vomiting, diarrhea, constipation, acid reflux, bleeding_________________________________________________________________
Genito-urinary: Irregular periods, last menstrual period____________, weak urinary stream, increased frequency of urination, burning, incomplete emptying, bleeding__________________
Musculoskeletal: Muscle soreness, joint pains, back pain________________________________
Skin: Rashes, lesions, bruising, breast mass/discharge__________________________________
CNS: Numbness, tingling, weakness, transient loss of vision, gait problems, seizures__________
Psychiatric: Depression, anxiety, insomnia___________________________________________
Endocrine: Overactive/underactive thyroid, diabetes___________________________________
Hematologic/lymphatic: Anemia, bleeding, lymph node swelling_________________________ 

Allergy/Immunology: Hay fever, hives, swelling of lips /tongue/eyelids, food/drug allergies____
______________________________________________________________________________
______________________________________________________________________________

Patient or representative signature:
________________________
______
Date: _____________


Updated: 12/15/2010
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